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IN  EPILEPSY... 
PREREQUISITE 
FOR 

PARTICIPATION: 

THERAPY 


With  the  use  of  medications, 
epileptic  students  may  be  enabled 
to  participate  in  many  of  the  same 
activities  as  other  students.* 

REQUISITE 
FOR  THERAPY: 
THE  PARKE-DAVIS 
FAMILY  OF 
ANTICONVULSANTS 

effective  anticonvulsants 
for  most 
clinical  needs 


for  control  of  grand  mal  and  psychomotor  seizures 

KAPSEALS®  ‘‘In  the  last  15  years  several 
new  anticonvulsant  agents  have  come  into 
clinical  use  but  they  have  not  replaced 
diphenylhydantoin  [dilantin]  as  the  most  effective  single  agent  for  a 
variety  of  reasons.  Most  of  them  are  less  effective  in  control  of  seizures, 
have  a greater  sedative  effect  and  higher  incidence  of  sensitivity  reactions."’ 

A drug  of  choice  for  control  of  grand  mal  and  psychomotor  seizures,  dilantin 
sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  available  in  several 
forms,  including  Kapseals  of  0.03  Gm.  and  0.1  Gm.  supplied  in  bottles 
of  100  and  1,000. 

® KAPSEALS  When  it  has  been  dem- 
onstrated that  the  combination  of 
Dilantin  and  phenobarbital  is  helpful 
in  a patient  and  that  these  drugs  are  well  tolerated,  the  use  of  phelantin,  a 
capsule  providing  both  drugs,  is  often  a great  morale  builder  because  it 
enables  the  physician  to  reduce  the  total  number  of  pills  or  capsules  the 
patient  is  required  to  take.  It  is  less  expensive  medication  and  it  prevents 
the  patient  from  manipulating  the  dosage.’  phelantin  also  contains  meth- 
amphetamine  (desoxyephedrine)  to  minimize  the  sedative  effect  of  pheno- 
barbital. 

phelantin  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephed- 
rine hydrochloride  2.5  mg.)  are  available  in  bottles  of  100. 

for  the  petit  mal  triad 

® KAPSEALS  . SUSPENSION  milontin  is 
one  of  the  most  effective  agents  for  the 
treatment  of  petit  mal  epilepsy.  Relatively 
free  from  untoward  side  effects,  milontin  successfully  reduces  both  the 
number  and  severity  of  petit  mal  attacks  without  increasing  the  frequency 
or  severity  of  grand  mal  attacks  in  those  patients  with  combined  petit  mal 
and  grand  mal  epilepsy.  Also,  milontin  is  considered  an  excellent  choice 
for  initiating  therapy  in  untreated  patients.*  * 

MILONTIN  Kapseals  (phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and 

I, 000.  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 

® KAPSEALS  cELONTiN  is  effective  in  the 
treatment  of  petit  mal  and  psychomotor 
epilepsy.  It  provides  effective  control  with 
a minimum  of  side  effects,  frequently  checks  seizures  in  patients  refrac- 
tory to  other  anticonvulsant  medications,  and  does  not  tend  to  precipitate 
grand  mal  attacks  in  those  patients  with  combined  petit  mal  and  grand  mal 
seizures.  For  this  reason,  celontin  is  useful  in  treating  patients  with  more 
than  one  type  of  seizure  and  can  be  given  in  combination  with  Dilantin. 

CELONTIN  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 

bibliography:  (1)  Green,  J.  R.,  & Steelman,  H.  F.;  Epileptic  Seizures,  Baltimore,  Williams 
& Wilkins  Company,  1956,  p.  136.  (2)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (3)  Davidson,  D.  T., 
Jr.,  in  Conn,  H.  F.;  Current  Therapy  1959,  Philadelphia,  W.  B.  Saunders  Company,  1959,  p.  512. 
(4)  Smith,  B.,  & Forster,  F.  AA.:  Neurology  4:137,  1954.  (5)  Zimmerman,  F.  T.:  New  ''ork  J. 
Med.  55:2338,  1955.  (6)  Lemere,  F.:  Northwest  Med.  53:482,  1954.  (7)  Perlstein,  M.  A.:  Pediai. 
C//n.  North  America.  4:1079  (Nov.)  1957.  (8)  Livingston,  S.,  & Pauli,  L.:  Pediatrics  19:614, 
1957.  (9)  Carter,  C.  H.,  & Maley,  AA.  C.:  Neurology  7:483,  1957.  (10)  Keith,  H.  AA.,  & Rushtoij 
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The  Life  Extension  Foundation  Guide  to 
Better  Health,  by  Harry  J.  Johnson,  M.D., 
President,  the  Life  Extension  Foundation.  220 
pages.  Price  $4.95.  Prentice-Hall,  Inc.,  Engle- 
wood Cliffs,  N.  J.,  1959. 

As  Medical  Director  of  The  Life  Extension  Exam- 
iners, a medical  group  specializing  in  preventive 
medicine  for  industiy,  insurance  companies  and 
pi-ivate  patients.  Dr.  Johnson  has  drawn  upon  over 
3,000,000  examination  reports  for  the  writing  of 
this  book.  He  probes,  with  uncommon  insight,  the 
vital  health  factors  that  directly  affect  a sense  of 
well-being,  suggesting  ways  for  the  reader  to  func- 
tion at  his  maximum  efficiency  level.  Discussions 
include  the  following: 

What  You  Must  Know  About  Sleep 
How  to  Handle  Your  Tension 
When  Do  You  Need  a Psychiatrist? 

Eating  to  Stay  Well 
The  Truth  About  Vitamins 
Don’t  Always  Bank  on  Drugs 
Go  .Ahead,  Take  a Drink 
.\n  Honest  lA>ok  at  Smoking 
Plain  Talk  .About  Your  Heart 
The  ABC’s  of  High  Blood  Pres.sure 
The  Wonders  of  Exercise 


What  A’ou  Get  Out  of  the  Periodic  Check-up 

The  Truth  About  Radiation  and  X-rays 

How  to  Get  Along  with  Your  Doctor — and 
Avoid  Quacks 

What  You  Should  Know  About  Longevity  and 
the  Golden  A'ears 

Why  You  Must  Always  Remain  Hopeful 
This  book  is  intended  for  the  lay  audience,  and 
it  is  one  which  doctors  may,  with  confidence,  recom- 
mend. 

Schifferes’  Family  Medical  EJncyclopedia,  by 
Justus  J.  Schifferes,  Ph.D.  619  pages.  Price 
$0.50.  Pocket  Books,  Inc.,  New  York  City, 
1959. 

Published  earlier  in  1959  by  Little,  Browm  and 
Company  in  a more  permanent  cloth  binding  ($4.95), 
this  easily  read  reference  book  provides  answers 
to  some  2,500  questions  that  patients  frequently 
ask  their  doctors.  Entries  are  arranged  alpha- 
betically, and  where  a listing  demands  more  than 
a definition  or  short  discussion,  the  author  branch- 
es into  a more  extended  paragraph  form  of  writing, 
using  illustrations  as  needed.  No  attempt  is  made 
to  advise  the  reader  in  methods  of  self-treatment 
except  for  the  giving  of  practical  first-aid  instruc- 
tion. Fundamental  concepts  of  health  and  sick- 
( Continued  on  page  17- A) 
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(Continued  from  page  4- A) 
ness  are  briefly  and  adequately  defined  and  ex- 
plained. One  could  voice  minor  criticisms,  such 
as  the  failure  of  the  author  to  include  a description 
of  the  “Mouth-to-Mouth”  method  in  his  discussion 
of  artificial  respiration,  but  such  minor  criticisms 
are  over-balanced  by  the  over-all  value  of  this 
book  which  is  a real  bargain  now  that  it  is  available 
for  fifty  cents. 

Although  Mr.  Schifferes  is  not  a medical  doc- 
tor, he  is  adequately  trained  to  author  this  book, 
and  he  has  been  aided  in  this  compilation  by  a 
distinguished  board  of  doctors  who  vouch  for  the 
authenticity  and  accuracy  of  each  entry. 

This  book  is  intended  for  the  lay  audience. 

Steric  Course  of  Microbiological  Reactions. 
Edited  by  G.  E.  W.  Wolstenholme  and  Cecilia 
M.  O’Connor.  The  Ciba  Foundation  for  the 
Promotion  of  International  Cooperation  in  Med- 
ical and  Chemical  Research,  41,  Portland  Place, 
London,  W.  1.  Little,  Brown  and  Company, 
Boston,  Mass.  155  + viii  pp. 

The  Ciba  Foundation  has  organized  several  study 
groups  which  are  interested  in  certain  phases  of 
medical  and  chemical  research.  The  study  group 
No.  2 on  “The  Steric  Course  of  Microbiological 
Reactions”  held  a conference  on  the  17th  of  March, 
1959,  in  London,  and  this  hook  is  a formal  publi- 
cation of  the  proceedings  of  the  conference.  The 
conference  was  held  in  honor  of  Dr.  V.  Prelog  and 
a number  of  select  and  distinguished  scientists  were 
in  attendance  and  contributed  to  this  volume. 


The  title  of  the  book  is  somewhat  misleading 
in  that  the  subject  matter  deals  primarily  with 
bacterial  dehydrogens  which  transfer  hydrogen  from 
various  substrates  in  pyridine  nucleotides.  Current 
concepts  regarding  the  basic  chemistry  of  the 
nucleotides  and  the  enzymic  mechanism  by  which 
the  nucleotide  accepts  the  hydrogen  are  presented 
in  an  interesting  and  authoratative  manner.  After 
the  introductory  material  by  A.  Neuberger,  F.  H. 
Westheimer  summarizes  the  now  classical  work 
demonstrating  the  direct  transfer  of  hydrogen  to 
the  nucleotide.  K.  Wallenfels  presents  a discussion 
of  some  of  the  important  physical  and  chemical 
properties  of  the  pyridine  nucleotides  with  special 
emphasis  as  to  the  interaction  of  the  nucleotide 
with  the  enzyme  and  the  mechanism  of  the  inter- 
action. A chapter  by  N.  0.  Kaplan  describes  the 
occurence  of  two  forms  of  diphosphopyridine 
nucleotide  and  the  participation  of  nucleotides  in 
the  enzymatic  interconversion  of  D-  and  L-lactic 
acid.  In  separate  chapters,  by  Talahdy  and  Levy, 
and  by  Prelog,  the  enzymatic  oxidation  of  steroids 
and  similar  substances  is  described.  The  dis- 
cussions by  the  participants  of  the  conference  of 
each  presentation  are  included. 

This  book  should  be  of  value  to  all  interested 
in  both  fundamental  and  applied  biochemistry  for 
it  provides  new  and  stimulating  concepts  of  the 
nature  of  the  interaction  of  enzyme  and  substrate. 

ROBERT  B,.  JOHNSTON, 
Department  of  Chemistry, 

The  University  of  Nebraska, 
Lincoln,  Nebraska 


ANNOUNCING 

SCHERING'S 

NEW 

MYOGESIC’‘ 


CARISOPRODOL 


’^MYOGESIG 


ry. 


,r  to  prevent  the 
sequelae  of  u.r.i. 

. . and  relieve  the 
symptom  complex 


Tonsillitis,  otitis,  adenitis, 
sinusitis,  bronchitis  or  pneu- 
monitis develops  as  a serious 
bacterial  complication  in 
about  one  in  eight  cases  of 
acute  upper  respiratory 
infection^  To  protect  and 
relieve  the  “cold”  patient... 
ACHROCIDIN. 


Usual  dosage.-  2 tablets  or 
teaspoonfuis  q.i.d.  (equiv,  1 Gm. 
tetracycline).  Each  TABLET 
contains:  ACHROMYCIN®  Tetra- 
cycline (125  mg.);  phenacetin 
(120  mg.);  caffeine  (30  mg.);  sali- 
cylamide  (150  mg.);  chlorothen 
' citrate  (25  mg.).  Also  as  SYRUP 
(lemon-lime  flavored),  caffeine- 
free. 


1.  Based  on  estimate  by  Van  Volken- 
burgh,  V.  A.,  and  Frost,  W.  H.; 

J.  Hygiene  71:122  (Jan.)  1933. 
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LEDERLE  LABORATORIES, 
a Division  of 

AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


HROCIDIN 


Tetracycline-Antihistamine'Analgesic  Compound  Lederle 


' * ' 


RELA-  a new  myogesic  for  better 


relaxant  and  analgesic  therapy- 
more  adept  management  of 
spasm  and  pain  in  strains, 
sprains  and  low  back  pains. 

RELA— though  a single  drug— is  a true 
myogesic  and  works  rapidly 
to  achieve  three  desired  effects... 


XMYOGESIC 

■nmscle— analgesic 
relaxant 


Rela  relaxes  acute  muscle  spasm 

Relief  of  muscle  spasm  (96%  excellent 
to  good  effectiveness)  1 

Rela  provides  a unique  quality  of 
persistent  pain  relief  through 
its  relaxant  and  analgesic  actions 

“Relief  from  pain  was  usually  rapid 
and  sometimes  dramatic”  ^ 

Rela,  through  relaxation  and  analgesia, 
assures  daytime  ease  and  nighttime  rest 

“. . . A number  of  patients  reported 
freedom  from  insomnia  which  they 
attributed  to  freedom  from  pain.’’^ 


indications:  rela  is  most  beneficial  in  those 
conditions  of  the  musculoskeletal  system 
manifesting  pain,  stiffness  and  spasm, 
safety;  Studies  of  more  than  1400  patients 
indicate  that  the  toxicity  of  rela  is  exceptionally 
low.  In  human  subjects,  respiratory, 
blood  pressure  or  blood  chemistry  changes 
and/or  renal,  hepatic  or  endocrine  dysfunction 
have  not  been  reported, 
dosage:  The  usual  adult  dosage  of  rela  is 
one  tablet  3 times  daily  and  at  bedtime. 

RELA  has  a rapid  onset  of  action,  with  relief 
usually  apparent  within  30  minutes,  and 
persisting  for  at  least  6 hours, 
supply:  RELA  is  available  as  350  mg.,  pink, 
coated  tablets  in  bottles  of  30. 


1.  Kuge,  T.:  To  be  published. 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 


Visit  the  • PAX  ROOM 
• COFFEE  SHOP 


• TAVERN  GRILL 
MURAL  LOUNGE 


J.  DROLICK,  Mgr. 


AN  AFFILIATED  NATIONAL  HOTEL 


Current  Comment 

The  Month  in  Washington — 

Congress  embarked  on  a crucial  election 
year  session  with  expansion  of  the  Social 
Security  program  shaping  up  as  one  of  the 
major  issues. 

It  was  virtually  a foregone  conclusion 
that  some  liberalization  of  the  program 
would  be  voted  in  the  Democratic-controlled 
Congress,  but  the  key  question  was  how 
far  the  changes  would  go.  In  every  Presi- 
dential election  year  during  recent  years, 
the  House  and  Senate  have  approved  a 
broadening  of  the  program. 

One  of  the  prime  reasons  Social  Security 
has  been  an  election  year  “favorite”  is  that 
tlie  program  can  be  boosted  without  affect- 
ing the  Federal  budget.  This  is  because  it 
is  financed  through  employer-employe  con- 
tributions and  is  theoretically  self-support- 
ing. 

Of  special  interest  to  physicians,  of  course, 
if  the  fate  of  the  so-called  Forand  bill  that 
would  provide  hospitalization,  surgical  serv- 
ices, and  nursing  home  care  for  Social  Se- 
curity beneficiaries.  This  would  be  accom- 


plished through  even  higher  taxes  on  em- 
ployes and  employers  than  now  scheduled 
through  already-voted  step  increases. 

Supporters  of  the  controversial  legislation 
— vigorously  opposed  by  the  Administration, 
the  American  Medical  Association,  and  allied 
organizations  — launched  their  move  to  win 
enactment  this  session. 

Sen.  Pat  McNamara,  (D.,  Mich.),  whose 
Senate  Subcommittee  on  Aging  held  a series 
of  hearings  across  the  country  during  the 
recess,  announced  at  the  conclusion  of  the 
hearings  that  they  showed  a need  for  ex- 
panding Social  Security  to  include  health 
care  for  the  aged.  He  indicated  he  thought 
the  Forand  bill  did  not  go  far  enough. 

A battery  of  speakers  at  a meeting  here 
of  the  American  Public  Welfare  Associa- 
tion also  urged  a sharp  increase  in  benefits, 
with  some  advocating  “cradle  to  grave” 
security  for  all. 

Not  all  of  the  proposals  for  extending 
the  program  involved  health  care. 

The  Administration  indicated  it  would 
recommend  some  expansion,  especially  in  the 
disability  program  under  which  the  Federal 
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— FREE  DELIVERY  — 
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government  helps  the  states  provide  assist- 
ance to  persons  over  age  50  judged  to  be 
totally  and  permanently  disabled.  An  influ- 
ential lawmaker,  Rep.  Burr  Harrison  (D., 
Va.),  disclosed  that  he  would  introduce  leg- 
islation to  remove  the  age  50  limitation  to 
allow  all  persons  regardless  of  age  to  parti- 
cipate. He  estimated  this  would  not  require 
any  hiking  of  the  taxes.  Rep.  Harrison  is 
Chairman  of  a House  Ways  and  Means 
Subcommittee  that  held  recess  hearings  on 
administration  of  the  disability  program. 

Meanwhile,  Chairman  Wilbur  Mills  (D., 
Ark.),  of  the  full  Ways  and  Means  Commit- 
tee cleared  the  way  for  full-scale  hearings 
this  Congressional  session  on  the  entire  issue 
of  Social  Security.  In  listing  specific  phases 
to  be  considered,  however,  the  lawmaker  did 
not  mention  the  Forand  proposal. 

A spokesman  for  the  American  Medical 
Association  told  the  Federal  Communica- 
tions Commission  that  the  AMA  believes  the 
best  solution  to  objectionable  advertising 
and  programs  on  television  and  radio  is  for 
the  industry  “to  clean  its  own  house.” 

Dr.  Eugene  F.  Hoffman,  co-chairman  of 
the  AMA’s  Physician’s  Advisory  Commit- 


tee on  Television,  Radio  and  Motion  Pic- 
tures, declared,  “the  medical  profession 
stands  ready  to  assist  the  networks  and  indi- 
vidual stations  in  determining  accuracy  and 
good  taste  of  broadcast  material  involving 
health  or  medicine  — either  commercial  or 
public  service.” 

The  Crystal  Ball — 

The  ceremonies  of  laying  a cornerstone 
for  a new  Michigan  State  Medical  Society 
headquarters  provided  an  occasion  to  include 
a written  prognostication  for  the  year  2000. 

The  predictions  as  described  in  the  So- 
ciety’s journal  indicated  that  in  the  year 
2000,  the  birth-bulge  of  the  1940’s  will  just 
be  moving  into  the  older  age  group  to  pre- 
sent a critical  health  problem.  An  increas- 
ing specialization  in  medicine  could  result 
from  the  increasing  complexities  of  accurate 
diagnosis  and  specific  therapy. 

The  president  of  the  Pdichigan  State  Med- 
ical Society  committed  himself  to  the  pro- 
phecy that  the  average  life  span  will  have 
increased  to  85  years  for  men  and  90  years 
for  women.  Another  prediction  that  syn- 
( Continued  on  page  44- A) 
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The  Crystal  Ball — 

(Continued  from  page  39-A) 

thetic  foods  will  help  quiet  the  cry  of  hungry 
babies  in  half  the  world  and  sanitation  will 
have  reduced  environmental  disease.  Fluori- 
dation of  public  water  supplies  will  have 
reduced  tooth  decay  and  new  medications 
will  prevent  or  cure  one  time  major  ailments 
such  as  tuberculosis  and  cancer. 

Less  hopeful  predictions  indicated  the 
possibility  of  the  human  race  being  menaced 
by  diseases  which  at  present  are  unknown. 
The  problem  of  sustaining  human  health 
in  the  face  of  a heavily  saturated  radioactive 
world  was  also  recorded. 

Hospitalization  Needs  of  Older  Ages — 

At  ages  sixty  and  over,  the  hospital  ad- 
mission rate  for  men  is  appreciably  greater 
than  that  for  women,  but  the  average  dura- 
tion of  stay  is  much  higher  for  the  women, 
acording  to  a study  published  in  the  Statis- 
tical Bulletin.  When  both  the  incidence  and 
the  average  length  of  stay  per  case  are  taken 
into  account,  women  are  found  to  utilize 
hospital  service  slightly  more  than  men  do. 


Nearly  one  sixth  of  the  men  and  about 
one  tenth  of  the  women  at  age  sixty  and 
over  were  hospitalized  annually.  The  year- 
ly rate  of  hospitalization  rose  with  advanc- 
ing years. 

Among  those  hospitalized  for  surgical 
conditions,  abdominal  operations  accounted 
for  the  greatest  number.  Herniotomies 
were  by  far  the  leading  type  of  abdominal 
operation,  comprising  one  out  of  every  eight 
surgical  cases.  Heart  disease  accounted  for 
one  third  of  the  non  surgical  conditions  and 
nearly  every  second  case  of  heart  disease 
was  reported  as  due  to  coronaiy  arterj’ 
disease.  Almost  as  many  men  were  hospital- 
ized for  digestive  disorders  as  for  coronary 
artery  disease. 

Kadiophobia — A New  Syndrome?  — 

The  above  title  of  an  article  in  The  Netv 
Physician  indicates  that  physicians  who 
would  keep  abreast  of  their  times  must  be 
familiar  with  the  term,  “radiophobia.”  Sug- 
gesting that  the  disorder  is  a psychogenic 
one,  perhaps  similiar  to  the  term,  “nuclear 
neurosis,”  the  condition  may  have  started  in 
the  wake  of  the  National  Academy  of  Sci- 
( Continued  on  page  46- A) 
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Kadiuphobia  — A New  Syndrome? — 

(Continued  from  page  44-A) 

ence’s  summary  on  the  genetic  hazards  of 
radiation.  Careless  journalism  is  suggested 
as  a possible  vector  of  the  disorder. 

As  an  antidote,  the  article  states  the 
highest  reported  gonadal  exposure  in  Roent- 
gens of  various  diagnostic  X-ray  procedures. 
It  is  calculated  that  an  annual  chest  ex- 
posure with  a 14  X 17  inch  film  plus  semi- 
annual dental  bite-wing  films  over  a period 
of  30  years  would  result  in  a gonadal  dose 
of  less  than  0.05  Roentgens.  The  lowest 
exposure  limitation  set  for  gonadal  exposure 
is  said  to  be  10  Roentgens  in  the  first  30 
years  of  life. 

It  is  noted  that  calculations  indicate  that 
the  background  radiation  received  by  the 
individual  from  both  outerspace  and  the 
earth  cause  a gonadal  radiation  eveiy  three 
and  a half  days  which  is  equal  to  that 
from  a single  14  x 17  X ray  of  the  chest. 

Another  example  is  the  statement  that 
the  reproductive  organs  receive  27  times 
more  radiation  as  a result  of  living  in  a 
brick,  rather  than  a wooden,  house  for  a 
year,  than  would  result  from  a single  full 
size  chest  X-ray  in  the  same  period.  This 
is  due  to  a very  slight  natural  radioactivity 
possessed  by  some  earthly  building  materials 
such  as  are  used  in  producing  certain  types 
of  bricks. 

The  article  concludes  with  a plea  to  con- 
sider the  beneficial  facts  of  carefully  applied 
radiation.  When  used  carefully,  the  poten- 
tial for  harm,  especially  genetic  damage,  is 
small  in  proportion  to  the  good  that  may 
result. 


Lengthen  Term  of  Society  Officers?  — 

A presidential  term  of  one  year  is  too 
short  for  the  leader  of  a state  medical  so- 
ciety, according  to  the  retiring  president 
of  the  Pennsylvania  Medical  Society.  A one 
year  term  is  not  long  enough  for  the  in- 
cumbent to  get  a firm  knowledge  of  the 
conduct  of  the  office  and  it  does  not  give 
him  time  to  know  and  be  known  by  agencies 
with  which  the  society  has  continuing  con- 
tacts, according  to  Dr.  John  T.  Farrell,  Jr. 

The  president  of  the  state  society  should 
have  continuing  contacts  with  legislatures, 
(Continued  on  page  54-A) 
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Lengthen  Terms  of  Society  Officers?  — 

(Continued  from  page  46-A) 
hospital  associations,  public  health  services, 
medical  schools,  labor  organizations,  the 
Blue  plans  and  insurance  companies  who, 
like  those  in  medicine,  are  interested  in  ob- 
taining, distributing,  and  financing  medical 
care. 

Dr.  Farrell  also  noted  a suggestion  that 
in  electing  delegates  to  the  House  of  Dele- 
gates of  the  American  Medical  Association, 
those  selected  to  seiwe  should  be  able  to  be 
re-elected  over  a number  of  years  and  that 
alternate  delegates  should  attend  some  of 
the  meetings  of  the  House  of  Delegates. 
This  was  recommended  in  order  that  the 
delegates  would  come  to  know  the  delegates 
of  other  states  and  be  able  to  enlist  their 
aid  in  enhancing  legislation  which  is  deemed 
important.  Permitting  re  - election  would 
not  only  provide  continuity,  but  would 
strengthen  and  give  prestige  to  the  office. 

It  was  also  suggested  that  the  methods  of 
nomination  be  changed.  This  retiring  pres- 
ident stated  that  in  his  state  society  nomin- 
( Continued  on  page  59-A) 
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Lengthen  Terms  of  Society  Officers?  — 

(Continued  from  page  54-A) 

ations  may  be  made  in  a haphazard  manner. 
It  was  proposed  that  a nominating  conunit- 
tee  be  elected  by  the  House  of  Delegates 
at  the  same  time  as  other  elections.  The 
nominations  of  the  nominating  committee 
for  the  following  year  could  then  be  pub- 
lished in  the  journal  of  the  state  medical 
society  to  permit  proper  discussion  and  if 
there  be  objection  to  the  nominees,  opposing 
candidates  could  be  nominated  from  the 
floor  on  the  day  of  election. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


Yes,  yes,  go  on  . . . 
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surance Company,  Health  and  Welfare  Division,  1 
Madison  Avenue,  New  York  10,  N.Y. 

This  handbook  of  29  pages  is  intended  as  a guide 
for  the  whole  family  during  illness,  but  is  especially 
planned  to  help  that  member  of  the  family  who  has 
the  major  responsibility  for  home  nursing  care. 

The  former  information  on  nursing  procedures 
has  been  expanded  in  this  edition  to  give  greater 
detail  to  the  step-by-step  techniques  of  actual  home 
care  of  the  patient.  The  revision  also  contains  more 
emphasis  on  how  the  family  can  face  the  emotional 
impact  of  serious  or  long-tenu  illness. 

If  the  doctor  would  like  to  receive  office  copies 
for  his  staff  or  copies  in  reasonable  number  for  dis- 
tribution to  families,  write  to  the  Metropolitan  at 
the  address  given  above  and  request  an  order  blank. 

The  Month  in  Washington — 

Overshadowing  a 1 1 other  developments 
from  the  standpoint  of  the  medical  profes- 
sion was  the  flat  prediction  from  a high  Ad- 
ministration official  and  key  lawmakers  that 


Congress  this  year  would  vote  some  sort  of 
liberalization  of  the  Social  Security  pro- 
gram. 

There  was  general  agreement  that  Con- 
gress would  broaden  the  Social  Security  plan 
for  permanently  and  totally  disabled  per- 
sons by  removing  the  requirement  that  a 
person  has  to  be  at  least  50  years  of  age 
before  receiving  such  benefits. 

However,  there  were  forecasts  of  even 
further  liberalization.  House  Speaker  Sam 
Rayburn  (D.,  Texas)  said  monthly  cash 
benefits  also  may  be  boosted.  On  the  other 
hand,  the  House  leader  said  he  believed  a 
majority  of  the  House  Ways  and  Means 
Committee  were  opposed  to  the  disputed 
Forand  bill  that  would  finance  partial  health 
care  for  the  elderly  through  higher  Social 
Security  taxes  at  an  estimated  extra  cost  of 
$2  billion  annually.  As  a result,  he  said  he 
(Continued  on  page  16-A) 
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performance 


genitourinary  infection.  Roberts,  m.  s.;  Seneca,  h., 
and  Lattimer,  J.  K.,'  New  York,  N.  Y. -Ninety-one  per  Cent 
of  the  Gram-positive  and  27  per  cent  of  the  Gram- 
negative, among  66  organisms  cultured  from  geni- 
tourinary infection,  responded  to  Declomycin. 
Serum  antibiotic  activity  was  found  three  times 
greater  than  with  tetracycline. 

toleration.  Boger,  W.  P.,  and  Gavin,  J.  J.,»  Norristown, 
Pennsylvania- Side  effects  with  Declomycin  were 
minimal.  When  dosage  was  0.5  to  1 Gm.  daily  in 
divided  doses,  only  two  of  82  patients  exhibited 
nausea. 

activity  level  sustentation.  Kunin,  c.  m.;  Dombush, 
A.  C.,  and  Finland,  M.,’  Boston,  Massachusetts— Of  the 
four  tetracycline  analogues,  Declomycin  Demeth- 
ylchlortetracycline  showed  the  longest  sustained 
activity  levels  in  the  blood. 

gonococcal  infection.  Marmell,  M.,  and  Prigot,  A.," 
New  York,  N.  Y.- Of  63  Cases  of  gonorrhea,  61 
promptly  responded  after  short  courses  of  Declo- 
mycin. Therapeutic  effect  was  found  equal  to  that 
of  intramuscular  penicillin. 

bronchopulmonary  infection.  Perry,  d.  m.;  Haii,  g. 
A.,  and  Kirby,  W.  M.  M.,*  Seattle,  Washington  - Of  30  cases 
of  acute  bacterial  pneumonia,  all  were  afebrile  fol- 
lowing two  to  10  days  of  treatment  with  Declo- 
mycin. Results  were  good  in  21....  All  of  six 
patients  with  acute  bronchitis  responded  promptly. 

pediatric  infection.  Fujii,  R.;  Ichihashl,  H.;  Mlnamltani, 
M.;  Konno,  M.,  and  Ishibashi,  T.,‘  Tokyo,  Japan  — In  309  pe- 
diatric patients  with  various  infections,  Declo- 
mycin was  effective  in  75  per  cent. 

urogenital  infection,  vineyard,  j.  P.;  Hogan,  J.,  and 
Sanford,  J.  p.,' Dallas,  Texas- Clinical  response  in  pye- 
lonephritis correlated  well  with  results  of  in  vitro 
sensitivity  tests,  which  showed  some  strains  of  A. 


aerogenes,  Proteus  and  Pseudomonas  more  suscep- 
tible to  Declomycin  Demethylchlortetracycline 
than  to  its  analogues. 

pneumonia.  Duke,  C.  j.;  Katz,  S.,  and  Donohoe,  R.  F.,* 
Washington,  D.  c.-  Results  were  satisfactory  in  all  but 
two  of  32  cases  of  acute  bacterial  pneumonia,  of 
which  only  1 1 were  uncomplicated.  No  side  effects 
were  observed. 

brucellosis.  Chavez  Max  G.,’  Mexico,  D.  F.,  Mexico  — All 
of  nine  patients  with  Br.  melitensis  infection  were 
afebrile  after  five  days  on  Declomycin.  Blood  cul- 
tures were  negative  in  all  cases  on  the  20th  day. 
Side  effects  were  limited  to  slight  temperature  in- 
creases which  abated  in  four  days. 

pustular  dermatosis.  Blau,  S.,  and  Kanof,  N.  B.,’°  New 
York,  N.Y.- Results  with  Declomycin  were  excel- 
lent in  both  of  two  cases  of  impetigo,  one  of  two 
cases  of  folliculitis,  six  of  nine  cases  of  furunculo- 
sis, all  of  three  cases  of  acne  rosacea  and  26  of  45 
cases  of  acne  vulgaris.  Overall,  results  were  excel- 
lent or  good  in  85  per  cent. 

antibacterial  spectrum.  Finland,  m.;  Hirsch,  h.  a., 
and  Kunin,  C.  M.,”  Boston,  Massachusetts  — DECLOMYCIN 
Demethylchlortetracycline  was  found  the  most  ef- 
fective of  the  tetracycline  analogues  against  two- 
thirds  of  680  normally  sensitive  strains  of  15  sepa- 
rate species. 

the  over-all  picture.  Combined  results  reported  by  210 
clinical  investigators'2-  DECLOMYCIN  produced  a fa- 
vorable response  (cured  or  improved)  in  87  per 
cent  of  1,904  patients.  Two-thirds  of  the  patients 
received  one  capsule  every  six  hours.  Treatment 
was  continued  for  as  long  as  180  days,  but  was 
between  three  and  eight  days  in  most.  Side  effects 
were  seen  in  9.9  per  cent,  but  necessitated  discon- 
tinuance of  treatment  in  only  1.8  per  cent. 


LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Han  Hsiang-tzu 

This  nature-loving  physician  achieved  immortality 
by  falling  out  of  a tree 

TODAY.. 

,il-blazing  steroid  is  achieving  lasting  recog- 
nition by  its  unsurpassed  record  of  accomplishment 

METIGORTEN 

Meticorten,®  brand  of  prednisone,  5 mg.  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


You  will  soon  receive  in  your  mail  a handmade,  full- 
color,  three-dimensional  figure  of  this  Chinese  Immortal, 
mounted  and  suitable  for  framing. 
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The  .Month  in  Washington — 

(Continued  from  page  4- A) 

did  not  think  “there  was  a great  deal  of 
chance  for  it.”  But  the  A.F.L.-C.I.O.  and 
some  Congressional  backers  of  the  highly 
controversial  bill  were  urging  Congress  to 
approve  it  this  year. 

Arthur  S.  Flemming,  Secretary  of  Health, 
Education  and  Welfare,  asserted  that  the 
Administration  is  planning  to  offer  a pro- 
gram aimed  at  assisting  needy  aged  to  meet 
health  bills,  but  gave  no  details.  The  offi- 
cial noted  that  the  Administration  has  firm- 
ly opposed  the  Forand-type  approach  on 
grounds  it  would  destroy  the  rapid  progress 
in  meeting  the  problem  through  private 
means.  But  Flemming,  in  a speech  before 
the  American  Association  of  University 
Teachers  of  Insurance,  said  the  Administra- 
tion has  an  obligation  “to  stay  with  it”  until 
it  arrives  at  a plan. 

Congress  has  extended  the  Social  Security 
program  every  presidential  election  year 
since  1948,  and  1960  appeared  to  be  no  ex- 
ception. Whether  or  not  the  issue  of  med- 
ical care  for  the  aged  will  be  included  was 
one  of  the  big  question  marks  early  in  the 
session. 

Shortly  before  Congress  convened,  the 
Boards  of  Trustees  of  the  A.M.A.  and  the 
American  Hospital  Association,  in  a joint 
resolution,  pledged  to  “mobilize  their  full  re- 
sources to  accelerate  the  development  of 
adequately  financed  health  care  programs 
for  needy  persons  — especially  the  aged 
needy  — ” at  state  and  local  levels. 

The  Boards  said  Forand  type  legislation 
is  “not  designed  to  assist  to  the  needy,  since 
they  apply  to  all  Social  Security  benefi- 
ciaries and  exclude  the  majority  of  needy 
persons,  who  are  not  eligible  for  Social  Se- 
curity benefits.” 

Following  the  action.  Dr.  Louis  M.  Orr, 
A.M.A.  President,  and  three  other  A.M.A. 
officials  — Dr.  E.  Vincent  Askey,  A.M.A. 
President-Elect,  Dr.  F.  J.  L.  Blasingame, 
Executive  Vice  President,  and  Dr.  Ernest  B. 
Howard,  Assistant  Executive  Vice  Presi- 
dent — visited  Vice  President  Richard  M. 
Nixon  at  his  Washington  Office.  They  told 
the  Vice  President  that  by  the  end  of  this 
year  an  estimated  60  per  cent  of  the  nation’s 
aged  persons  who  want  and  need  voluntary 
health  insurance  will  have  it. 

(Continued  on  page  18- A) 
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NEW  EVIDENCE  SUGGESTS  ANOTHER  REASON  FOR  PRESCRIBING  TAO 

UNIQUE  "STARBURST"  EFFECT: 
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The  impression  that  TAO  is  an  unusually  active  antibiotic 
has  steadily  gained  recognition  by  impressive  clinical  per- 
formance. Now  come  reports  of  in  vivo  and  in  vitro  biological 
and  biochemical  evaluations  that  show  TAO  to  be  indeed 
unique.'* 

TAO  differs  from  other  antibiotics  in  that  it  is  metabolized  to 
multiple  active  compounds  which  remain  active  t'lroughout 
their  presence  in  the  body.  These  7 derivatives  (in  addition 
to  TAO)  show  activity  against  common  Gram-positive  patho- 
gens, including  resistant  strains  of  Staph,  aureus. 

In  light  of  these  findings,  take  another  look  at  TAO  perform- 
ance; • 92%  success  in  published  cases  of  Gram-positive 
respiratory,  skin,  soft  tissue  and  genitourinary  infection 

• Effective  against  78%  of  64  “antibiotic-resistant”  epi- 
demic staphylococci.  (In  the  same  study,  chloramphenicol 
was  active  against  52%;  erythromycin  against  only  25%)* 

• No  side  effects  in  94%;  infrequent  reactions  mild  and 
easily  reversed  • Quickly  absorbed  • Highly  palatable. 

Sound  reasons  to:  Start  with  TAO  to  end  9 out  of  10  common 
Gram-positive  infections. 

Supplied:  TAO  Capsules -250  mg.,  and  125  mg.,  bottles  of  60. 
TAO  for  Oral  Suspension -125  mg.  per  tsp.  (5  cc.)  when  re- 
constituted; unusually  palatable  cherry  flavor;  60  cc.  bottle. 
Prescription  only. 

Other  TAO  forms  available:  TAO  Pediatric  Drops:  flavorful,  easy 
to  administer.  TA0®-AC:  TAO  analgesic,  antihlstamlnic  com- 
pound. TAOMID®:  TAO  with  triple  sulfas.  Intramuscular  or  Intra- 
venous: in  clinical  emergencies.  Prescription  only. 


1.  English,  A.  R.,  and  McBride,  T.  }.:  Proc.  Soc.  Exper.  Biol.  & 
Med.  100:880  (Apr.)  1959.  2.  Celmer,  W.  D.:  Antibiotics  Annual 
1958-1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  277. 
3.  English,  A.  R.,  and  Fink,  F.  C.;  Antibiotics  & Chemother. 
8:420  (Aug.)  1958. 
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for  therapy 

of  overweight  patients 

• (l-ani|)hetamine 

depresses  appetite  and  elevates  mood 

• meprobamate 
eases  tensions  of  dieting 

(yet  vithout  overstimulation,  insomoit 
or  barbiturate  hangover  ) 


BAMADEX 

MEPROBAMATE  WITH  D-AMPHETAMINE  St’LPATE  LEDERLB 


is  a lofrioal  combination  in  appetite  control 


The  Month  in  Washington — 

(Continued  from  page  16-A) 

Mr.  Nixon,  according  to  the  officials,  was 
delighted  to  receive  the  information  and 
“very  much  interested”  in  the  program  of 
voluntary  health  insurance  for  the  aged. 

Physicians  who  are  officers  of  qualified 
clinics  would  be  entitled  to  deduct  as  busi- 
ness expenses  money  set  aside  for  their  re- 
tirement under  a proposed  regulation  of  the 
Internal  Revenue  Service.  The  decision 
climaxed  a five-year  effort  of  a group  of 
Montana  physicians  to  secure  such  tax  treat- 
ment, and  marked  an  important  tax  develop- 
ment for  physicians  who  operate  clinics. 
Self-employed  physicians  continued  to  be 
barred  from  similar  tax  treatment,  though 
there  is  legislation  before  the  Senate  Fi- 
nance Committee  that  would  afford  them  tax 
deferrals  on  funds  set  aside  for  retirement. 


Eoch  <oQted  tobtei  (pink)  conroins  meprobomoie.  400  mg.;  d-omph*rantin«  »vl(or*.  $ mo.  'TI'TTWT’  ^ o 

Dotoge-  On*  loblet  on*-holf  lo  on*  hovr  before  eoch  meol.  \S  Jl  1 DO  • 


LEDERLE  L.^BORATORIES 

A Division  of  AMERICA.N  CYAN.AMID  CO.MPANY.  Pearl  River.  New  York 


The  HOYER 

Patient 
LIFTER 


An  all-purpose 
hydraulic  transfer 
for  the  wheelchair 
bound. 


FOR  RENT  OR  SALE 


Call  or  write  for  information. 


SEILER  Surgical  Company 

ATIantic  5825 
OMAHA,  NEBRASKA 


Since  the  turn  of  the  century,  the  life  ex- 
pectancy of  the  average  citizen  has  increased 
by  more  than  20  years.  Our  present  popula- 
tion includes  more  than  15  million  persons 
past  65  years  of  age  or  about  9 per  cent  of 
the  last  census. 

The  President’s  Page  of  the  Michigan 
State  Medical  Society  Journal  asks  why  the 
arbitrary  figure  of  65  should  be  established 
to  sepa.rate  the  old  from  the  middle-aged. 
Dr.  Milton  A.  Darling  states  that  aging  is 
a continuous  process,  beginning  at  birth  and 
ending  in  death.  History  is  noted  as  being 
replete  with  individuals  who  have  made 
their  greatest  contribution  after  attaining 
advanced  years.  Others  may  be  physical 
wrecks  at  a much  earlier  age.  Chronological 
age  cannot  separate  the  old  from  the  young. 

Social  planners  who  would  solve  the  prob- 
lems of  the  “elders”  by  legislation,  often  in 
the  form  of  compulsory  health  insurance, 
have  been  prone  to  define  the  problem  only 
in  terms  of  chronological  age.  Good  health 
for  the  older  person  is  far  more  than  the  ab- 
sence of  disease  and  infirmity  to  be  remedied 
by  government  activities.  Responsibility  for 
this  group  is  not  a federal,  but  a community 
problem  when  the  individual  is  not  able 
to  provide  for  his  own  care.  It  must  be 
planned  by  the  family,  friends,  churches  and 
all  that  enter  into  the  complex  which  we  call 
society. 
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promptly, 

effectively 

with 


or 


with 


onnage 


eomycin 


Prompt  and  more  dependable  control  of 
virtually  all  diarrheas  can  be  achieved  with  the 
comprehensive  Donnagel  formula,  which  pro- 
vides adsorbent,  demulcent,  antispasmodic  and 
sedative  effects— with  or  without  an  antibiotic. 
Early  re-establishment  of  normal  bowel 
function  is  assured— for  all  ages,  in  all  seasons. 


DONNAGEL:  In  each  30  cc.  (1  fl.  oz.): 

Kaolin  (90  gr.) 6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide  ...  0.0065  mg. 

Phenobarbital  (Vi  gr.) 16.2  mg. 


DONNAGEL  WITH  NEOMYCIN 

Same  formula,  plus 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 


A.  H.  ROBINS  CO./  INC.,  Richmond  20,  Virginia  Crhicof  Pharmaceuticals  of  Merit  since  137S 


Medical  School,  Indian  Fashion — 

The  Indians  of  North  America  held  medi- 
cine in  the  highest  esteem  and  within  their 
tribes  kept  medical  details  secret  from  all 
but  the  chosen  few.  These  secrets  were 
handed  down  from  generation  to  generation, 
according  to  the  section  on  medical  history 
of  the  Wisconsin  State  Medical  Joiu-nal. 

The  earliest  available  accounts  of  the  Wis- 
consin Indians’  treatment  of  wounds  indi- 
cated that  the  wounds  were  dressed  carefully 
and  hot  poultices  of  herbs  were  applied. 

The  bedside  manner  was  enhanced  with 
mystic  ceremonials,  as  well  as  singing. 
When  a medicine  man  was  needed,  a present 
was  tendered  in  advance  as  a sort  of  a re- 
taining fee.  Many  medicine  men  would  not 
respond  to  a call  without  such  a fee. 

If,  in  the  course  of  time,  the  patient  did 
not  improve  or  his  condition  worsened,  the 
medicine  man  might  be  dismissed  fx’om  the 
case.  It  was  customary  under  such  circum- 
stances for  the  fees  to  be  returned  and  a 
new  practitioner  might  be  obtained  on  the 
terms  of  no  cure,  no  pay. 

The  Indian  medical  school  had  its  equiva- 


lent of  the  modern  tuition  fee.  Before  a 
young  brave  could  join  the  select  gi*oup,  he 
had  to  contribute  of  his  goods  as  an  initia- 
tion fee.  The  head  medicine  man  of  the 
neighborhood  received  the  initiation  fees 
and  was  supposed  to  divide  them  among  the 
close  brotherhood.  The  initiation  ceremony 
lasted  for  several  days,  after  which  the 
brave  was  accepted  as  one  of  the  fraternity. 
Many  of  those  so  initiated  never  practiced 
as  medicine  men  but  others  would,  on  the 
basis  of  the  acquired  right  to  do  so,  after 
advancing  in  years  and  picking  up  the  hang 
of  the  business,  actually  practice  as  medicine 
men. 

One  instance  is  recorded  in  the  1890s  in 
which  a Winnebago  woman  developed  a con- 
siderable practice  among  the  white  settlers. 

Medical  Progress  Is  Worth  the  Expense — 

Public  criticism  of  the  increased  cost  of 
medical  care  is  often  based  on  confusion. 
Many  people  think  that  if  hospitals  and 
physicians  were  reorganized  in  some  way, 
more  effective  care  might  lead  to  reduced 
costs.  Although  granting  that  some  econ- 
omy may  be  possible,  these  critcisms  are  re- 
( Continued  on  page  36- A) 


PROFESSIONAL  SERVICE 

for 

PROFESSIONAL  MEN 

NOT  a collection  agency,  but  a collection  SERVICE 

5“ erving  Nebraska  Doctors  for  over  12  years. 

A— II  payments  are  made  direct  to  you  — you  control 
the  account. 

p— aster  liquidation  of  your  slow  and  delinquent 
accounts. 

E— thical,  personally  recommended  by  professional 
men  . . . Member  of  Better  Business  Bureau. 

R— eputable  and  legal,  costing  less  than  one  half  the 
usual  collection  fee. 

For  information  without  obligation, 
contact 

PROFESSIONAL  CREDIT  PROTECTIVE  BUREAU 

523  Trust  Building 
LINCOLN,  NEBRASKA 
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when  you  see 
signs  of 
anxiety-tension 
specify 

© 

dihydrochloride 

brand  of  thiopropazate  dihydrochloride 

for  rapid  relief  of  anxiety  manifestations 

You  will  find  Dartal  outstandingly  beneficial 
in  management  of  the  anxiety -tension  states 
so  frequent  in  hypertensive  or  menopausal 
patients.  And  Dartal  is  particularly  useful 
in  the  treatment  of  anxiety  associated  with 
cardiovascular  or  gastrointestinal  disease,  or 
the  tension  experienced  by  the  obese  patient 
on  restricted  diet.  You  can  expect  consistent 
results  with  Dartal  in  general  oflice  practice. 


with  low  dosage:  Only  one  2,  5 or  10  mg.  tablet 
t.i.d.  with  relative  safety:  Evidence  indicates  Dartal 
is  not  icterogenic. 

Clinical  reports  on  Dartal:  1.  Edisen,  C.  B.,  and  Samuels, 
A.  S.:  A.M.A.  Arch.  NeuroL  &Psychiat.  80:481  (Oct.)  1958. 

2.  Ferrand,  P.  T.:  Minnesota  Med.  41:853  (Dec.)  1958. 

3.  Mathews,  F.  P.:  Am.  J.  Psychiat.  114:1034  (May)  1958. 
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^ledical  Progress  Is  Worth  the  Expense — 
(Continued  from  page  22- A) 

fitted  by  the  president  of  the  Health  Infor- 
mation Foundation. 

New  medical  knowledge  has  made  possible 
dramatic  changes  in  the  average  length  of 
life,  and  has  resulted  in  a reduction  of  hu- 
man suffering.  The  result  of  the  conquest 
of  certain  diseases,  particularly  the  infec- 
tious diseases,  which  at  one  time  caused 
many  fatalities,  has  resulted  in  many  people 
being  able  to  live,  but  with  chronic  impair- 
ments that  require  extensive  use  of  health 
services.  This  is  particularly  true  of  older 
people. 

Surveys  of  the  extent  of  acute  illness  in 
the  population  support  the  theory  that  the 
frequency  of  illness  may  be  actually  higher 
now  than  in  times  past.  People  probably 
take  better  care  of  themselves  and  become 
the  basis  of  measurable  illness  than  was  the 
case  in  the  past.  Such  a tendency  is  made 
easier  by  more  liberal  sick  leave  policies. 
While  the  average  worker  may  be  under  less 
physical  strain,  he  may  well  be  under  more 
severe  emotional  stress. 

The  extension  of  life  for  those  with  chron- 


ic conditions,  together  with  the  wise  use  of 
medical  care,  seems  likely  to  lead  to  more 
demand  for  seiwices  and  ultimately  to  high- 
er costs,  irrespective  of  the  type  of  distribu- 
tion of  health  facilities.  The  public  cannot 
reasonably  hope  to  get  something  for  noth- 
ing and  at  present  is  certainly  receiving 
good  value  for  the  medical  care  it  pays  for. 

Responsibility  in  Drug  Addiction — 

Increasing  attention  is  being  given  to  the 
control  of  addiction  to  narcotic  drugs.  This 
may  be  part  of  a deep  interest  in  things 
medical  which  is  so  obviously  shown  in  the 
public’s  taste  in  reading  material  and  in  tele- 
vision and  radio  programs.  An  editorial  in 
the  Pennsylvania  Medical  Journal  suggests 
that  the  public  may  have  a special  interest 
in  this  subject  as  evidenced  by  the  popular 
taste  for  descriptions  and  discussions  of  the 
unfortunate  people  who  become  addicted. 

The  editorial  suggests  that  this  interest 
furnishes  a stimulus  to  lead  the  medical  man 
to  become  well  informed  and  develop  con- 
victions on  the  problem.  There  is  said  to  be 
a great  deal  of  agitation  to  enlarge  the  role 
(Continued  on  page  52-A) 
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Responsibility  in  Drug  Addition  — 

(Continued  from  page  36- A) 

of  the  medical  profession  of  this  countiy  in 
the  control  of  narcotic  addiction.  This  larg- 
er activity  would  be  at  the  expense  of  the 
part  played  by  our  government  and  is  an- 
other reason  why  the  physician  should  in- 
crease his  knowledge  of  this  problem. 

It  is  pointed  out  that  the  problem  can  be 
considered  an  epidemiologic  one.  For  ad- 
diction to  flourish,  the  elements  of  the  host- 
agent-environment  must  be  present  just  as 
they  are  essential  for  the  occurrence  of  cases 
of  a communicable  disease. 

By  analogj',  the  addiction-producing  drug 
is  similar  to  the  typhoid  bacillus.  The  host 
is  an  individual  whose  personality  and  cir- 
cumstances make  him  prone  to  begin  the 
use  of  narcotics.  The  favorable  environ- 
ment is  one  in  which  the  drug  is  readily 
available  and  where  the  conditions  of  life 
promote  its  spread. 

The  physician  has  been  urged  to  be  suffi- 
ciently informed  regarding  this  problem  so 
that  he  can  offer  positive  leadership  in  the 
control  of  this  affliction. 


So  you’re  Mrs.  O’Malley’s  daughter?  Wow! 
That  slap  I gave  you  19  years  ago  did  big 
things  for  you! 
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wider  latitude  in  adjusting  dosage 
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tenance dosage  to  be  adjusted  according  to  response. 

Precautions:  All  precautions  and  contraindications  traditional  to 
corticosteroid  therapy  should  be  observed.  The  amount  of  drug  used 
should  be  carefully  adjusted  to  the  lowest  dosage  which  will  suppress 
symptoms.  Discontinuance  of  therapy  must  be  carried  out  gradually 
after  patients  have  been  on  steroids  for  prolonged  periods. 


Each  ARISTOGESIC  Capsule  contains: 

ARISTOCORT®  Triamcinolone 0.5  mg. 

Salicylamide 325  mg. 
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Ascorbic  Acid  20  mg. 
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Almost  Backward- 


immortals  of  Chinese  mythology: 


Ho  Hsien-Ku 


This  gentle  maiden  became  an  immortal  by  her 
unique  diet  of  moonbeams  and  mother-of-pearl 


TODAY... 

this  steroid  of  unsurpassed  safety  and  effectiveness 
holds  an  enduring  place  in  the  medical  armamen- 
tarium 

METIGORTEN 

Meticorten,®  brand  of  prednisone,  5 mg.  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD.  NEW  JERSEY 

You  will  soon  receive  in  your  mail  a handmade,  four-color 
three-dimensional  figure  of  this  Chinese  Immortal, 
mounted  and  suitable  for  framing. 


The  ease  with  which  health  advances  can 
be  almost  lost  is  illustrated  by  an  incident 
in  a small  city  in  Wisconsin,  reported  in  the 
Wisconsin  State  Medical  Jotumal. 

West  Bend,  Wisconsin,  had  had  fluoridat- 
ed water  for  nine  years.  When  the  machin- 
ery introducing  the  fluoride  powder  into  the 
water  supply  broke  down,  the  mayor,  for  un- 
explained reasons,  refused  to  purchase  more 
fluorides.  The  city  council  raised  no  formal 
objection. 

In  the  meantime  the  anti-fluoride  forces 
became  active  and  demanded  that  the  1950- 
fluoride  ordinance  be  rescinded  and  that  a 
new  ordinance  be  enacted  to  make  it  illegal 
to  inject  fluoride  into  the  water. 

The  citizens  became  much  divided  on  the 
issue.  Considerable  support  for  the  anti- 
fluoride forces  came  from  a chiropractor 
who  counciled  that  when  people  want  drugs 
they  can  get  them.  He  also  alleged  that  it 
was  unscientific  to  give  the  same  dose  of 
medicine  for  every  patient. 

The  controversy  ended  with  a referendum 
vote  giving  a slight  majority  to  the  pro- 
fluoride forces.  The  vote,  however,  is  ad- 
visory and  the  final  outcome  is  not  known. 





“Stay  on  this  diet,  cut  out  all  sports,  and,  for 
heaveirs  sake,  keep  your  insurance  paid  up!” 
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Aerial  view  of  the  farm  of  Mr.  and  Mrs.  Rolland  R.  Roberts, 
near  Scottsbiuff,  Nebraska.  This  was  the  Honor  Farm  in  the 
Scotts  Bluff  Soil  and  Water  Conservation  District,  for  1959. 
The  rough  ground  in  the  background  is  part  of  the  Wildcat 
Range,  the  hills  of  which  Scotts  Bluff  and  Mitchell  Pass  are 
a part.  Curved  and  straight  strips  are  wheat,  contrast  being 
between  land  that  is  in  crop  and  land  in  fallow,  which  will  be 
cropped  next  year.  (Richard  Hufnagle,  Lincoln,  photographer). 
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Today— as  before— for  good  smoking  taste,  it  makes  good  sense  to  smoke 
Kent,  because  Kent  satisfies  your  appetite  for  a real  good  smoke. 
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Current  Comment 

Tht'  Month  in  Washington — 

Congress  appears  headed  for  a showdown 
this  session  on  legislation  for  the  Federal 
government  to  provide  medical  care  for  aged 
persons. 

The  medical  profession  and  allied  groups 
stepped  up  their  activities  in  opposition  to 
such  legislation  as  indications  mounted  that 
the  issue  was  approaching  a crucial  stage. 
Several  State  Medical  Societies  planned  to 
send  delegations  to  Washington  to  personal- 
ly express  their  opposition  to  their  Con- 
gressmen. 

Pressure  behind  such  legislation  began  to 
build  up  early  in  February. 

The  Eisenhower  Administration  an- 
nounced it  was  working  on  three  possible 
programs  for  providing  health  care  for  aged 
persons  in  cases  of  catastrophic  — lengthy 
and  costly  — illness. 

Without  amplification,  President  Eisen- 
hower told  a news  conference  that  there  was 
under  consideration  “a  possible  change”  in 
the  Social  Security  Act  “to  run  up  the  taxes 


by  a quarter  of  a per  cent  to  . . . make  great- 
er provision  for  the  care  of  the  aged.”  The 
President’s  statement  that  “there  has  been 
no  conclusion  reached  in  the  administration” 
was  backed  up  by  Arthur  S.  Flemming,  Sec- 
retary of  Health,  Education  and  Welfare,  in 
a clarifying  announcement. 

Flemming  said  his  department  was  work- 
ing on  two  other  approaches  to  what  he 
called  a serious  problem  in  addition  to  the 
possible  revision  of  the  Social  Security  law 
mentioned  by  Mr.  Eisenhower.  The  H.E.W. 
Secretary  said  consideration  also  was  being 
given  to:  (1)  stepped-up  Federal  assistance 
under  the  Federal-state  public  assistance 
program,  and  (2)  the  Federal  government 
supplementing  voluntary  insurance  pro- 
grams. 

Flemming  again  expressed  opposition  to 
the  Forand  bill  which  would  increase  Social 
Security  taxes  by  one  quarter  of  one  per 
cent  each  on  employers  and  employes  to  pro- 
vide hospitalization,  surgical  benefits  and 
nursing  home  care  for  Social  Security  bene- 
ficiaries. The  Secretary  said  he  wanted  to 
“underline  that  the  position  of  the  admin- 
istration is  opposition  to  the  Forand  bill.” 
(Continued  on  page  26- A) 
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The  Month  in  Washington — 

(Continued  from  page  22- A) 

Flemming  said  he  hoped  to  have  an  ad- 
ministration bill  ready  to  submit  in  early 
April  to  the  House  Ways  and  Means  Com- 
mittee where  the  Forand  bill  is  pending. 
The  Committee  is  scheduled  to  take  up  in 
late  iMarch  or  early  April  proposed  changes 
to  the  Social  Security  Act. 

Proponents  of  the  Forand  bill  — which 
is  vigorously  opposed  by  the  American  Med- 
ical Association  and  allied  groups  — were 
pointing  their  campaign  toward  securing 
the  House  Committee’s  approval  of  the  legis- 
lation at  that  time. 

The  A.F.L.-C.I.O.,  a main  supporter  of  the 
Forand  bill,  urged  labor  union  members  to 
write  to  congressmen  on  the  Committee  urg- 
ing them  to  vote  for  it.  The  A.F.L.-C.I.O. 
also  distributed  a pamphlet  quoting  a hand- 
ful of  physicians  as  supporting  the  legisla- 
tion. But  the  labor  organization  didn’t  men- 
tion that  the  overwhelming  majority  of  doc- 
tors oppose  it. 

The  Senate  Subcommittee  on  Problems  of 
the  Aged  and  Aging,  headed  by  Sen.  Pat 
McNamara  (D.,  Mich.),  issued  on  behalf  of 


its  Democratic  majority  a repoid  stating 
that  use  of  the  Social  Security  progi*am  “is 
the  most  efficient  procedure  for  providing’’ 
health  care  for  older  persons. 

The  A.M.A.  and  the  Subcommittee’s  Re- 
publican minority  promptly  disputed  this 
conclusion.  An  A.M.A.  statement  issued  in 
Chicago  said : 

“The  American  Medical  Association  to- 
day sharply  disagreed  with  the  recommen- 
dation of  the  McNamara  subcommittee  re- 
garding government  medicine  for  Social  Se- 
curity beneficiaries. 

“Dr.  Louis  M.  Orr,  Orlando,  Florida,  Pres- 
ident of  the  A.M.A.,  said : 

“ ‘This  is  a politically  inspired  committee. 
Senator  IMcNamara,  Democrat  from  Michi- 
gan, has  long  supported  political  medicine. 
The  fact  is  that  at  the  seven  subcommittee 
hearings  held  throughout  the  United  States, 
observers  heard  little  support  expressed  by 
the  older  citizens  who  attended  the  hearings 
for  government  medicine  financed  by  addi- 
tional taxes  and  administered  through  So- 
cial Security’.’’ 

The  Republican  minority  stated  that  testi- 
( Continued  on  page  49- A) 
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(Continued  from  page  26-A) 

mony  before  the  Subcommittee  “proves  that 
it  is  possible  for  elderly  people  to  secure 
private  insurance  to  provide  hospitalization 
and  surgical  benefits  without  any  interven- 
tion by  public  authorities.” 

Sen.  John  F.  Kennedy  (D.,  Mass.),  a lead- 
ing contender  for  the  Democratic  nomina- 
tion for  President,  introduced  legislation 
similar  to  the  controversial  Forand  bill  but 
broader  in  scope.  The  Kennedy  bill  would 
eliminate  surgical  benefits  but  would  add 
diagnostic  outpatient  and  home  nursing 
services. 


New  Weight  Standards — 

New  tables  of  average  weights  differ  in 
many  respects  from  those  now  in  common 
use.  The  new  study  not  only  contributes 
new  data  on  average  heights  and  weights 
according  to  age,  but  also  provides  informa- 
tion from  which  new  standards  of  desirable 
weight  have  been  developed. 

The  recent  study  by  the  Society  of  Actu- 
aries differ  from  similar  studies  of  insured 
persons  covering  the  periods  1885-1900  and 
1909-27.  For  women  the  new  average 
weights  are  quite  consistently  less  than  they 
were  in  the  earlier  studies,  while  for  men 
they  tend  to  be  higher  than  before. 

The  decrease  in  average  weights  of  wom- 
en is  said  to  reflect  their  efforts  to  keep 
slim.  Among  men,  the  increase  in  average 
weight  is  greatest  for  short  individuals.  For 
men  of  average  height,  the  increase  is  from 
two  to  four  pounds. 

The  average  weights  in  the  revised  tables 
rise  with  advance  in  age  among  both  men 
and  women,  but  the  increase  occurs  at  an 
earlier  age  among  the  men  than  among  the 
female  group. 

The  new  study  is  said  to  show  clearly  that 
the  lowest  mortality  generally  occurs  among 
people  who  are  well  below  average  weight. 
Even  among  young  people,  the  advantage  of 
a slight  degree  of  overweight  is  less  pro- 
nounced than  in  earlier  studies,  and  now  can 
be  considered  only  a temporary  advantage. 

According  to  the  report  in  the  Statistical 
Bulletin,  the  desirable  weights,  under  cur- 
rent conditions,  are  somewhat  lower  than 
those  shown  in  the  tables  prepared  by  life 
insm*ance  companies  in  the  early  1940’s. 
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active  mother 
and  tomorrow’s 
healthy  baby 


Uivkal  Meets  Her  Need 
for  a Complete  Prenatal  Supplement 

Today’s  children  need  attention,  guidance  and 
love.  That  next  baby  needs  attention  too;  nutri- 
tion which  meets  all  of  his  demands  so  that  he  will 
arrive  healthy  and  happy. 

An  active  mother  provided  with  maximum  iron, 
calcium  and  vitamins  during  her  prenatal  waiting 
will  be  healthy  and  happy  too.  Ulvical  provides 
her  with  a maximum  amount  of  iron,  absorbable 
calcium  and  vitamins  in  one  small  sugar  coated 
tablet.  Recommend  Ulvical . . . you’ll  know  they’re 
both  healthy. 

More  easily  tolerated . . . 

TETANY  OVERCOME... 

usually  within  24  hours 

OPTIMAL  HEMOGLOBIN  LEVELS 

in  spite  of  sub-acidity 

ULVICAL,  THE  PREFERRED  PRENATAL  SUPPLEMENT 
IS  NOW  EVEN  BETTER! 

Each  white  sugar  coated  tablet  contains: 


Calcium  Pyrophosphate 

(Ca  150  mg.,  P 120  mg.) 7.5  gr. 

Ferrous  Sulfate,  U.S.P. 

(Fe  38  mg.) 3 gr. 

Vitamin  A 1,500  USP  units 

Vitamin  D,  Natural 

(Irradiated  Ergosterol) 200  USP  units 

Thiamine  Mononitrate  (Bi) 1 mg. 

Riboflavin  (B>) 2 mg. 

Ascorbic  Acid  IC) 16.66  mg. 

Alpha  Tocopherol  (E) 2 mg. 
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infection/!)  To 


and  relieve  the  “cold' 


patient...  ACHROCIDIN.  r 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  I Gm.  ' ' 

tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 

HCl  (125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.);  salicylamide 

(150  mg.);  chlorothen  citrate  (25  mg.).  Also  as  SYRUP,  caffeine-free.  '§|^ 

(1)  Estimate  based  on  epidemiologic  study  by  Van  Volkenburgh,  ’ ' 

V.  A.,  and  Frost,  W.  H.:  Am.  J.  Hygiene  71:122,  Jan.  1933. 

LEDERLE  LABORATORIES,  A Division  df*A-MERI  C'AN  CYAN  AMID  COMPANY,  Pearl  River,  New  York 


It  Started 


as  a 


to  prevent  % 

the  sequelae 

of  u.r.i 

and  relieve  the 
symptom  complex 

ACHROCIDIN 

Tetracycline-Antihistamine-Analgesic  Compound  Lederle 

Sinusitis,  otitis,  tonsillitis,  adenitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Current  Comment 

Activity  for  the  Elderly — 

With  the  expressed  intention  to  prompt 
certain  older  people  from  the  boredom  of 
sitting  with  inactivity,  Dr.  C.  Howard  Ross, 
in  the  Michigan  State  Medical  Society  Jour- 
nal, describes  the  need  for  the  helpful  em- 
ployment of  leisure  time. 

Such  a habit  must  develop  within  the  old- 
er person  as  a result  of  creative  interests 
hovering  in  the  intimate  neighborhood.  The 
willingness  of  the  elderly  to  limit  their  ac- 
tivities and  their  horizons  to  a chair,  four 
walls,  and  a stuffy  atmosphere,  plus  a list- 
less approach  to  life  should  be  challenged  by 
the  attending  physician. 

With  implications  for  those  who  are  not 
so  old,  the  author  describes  the  manipula- 
tive techniques  intended  to  make  the  oldei’ 
years  of  life  richer  years.  An  interest  in 
children  is  cleverly  described  as  a means  of 
happiness  foi'  many  older  people. 

Animal  husl)andry,  whether  of  a practical 
nature  with  chickens  or  with  parakeets, 
pigeons  or  other  birds,  is  described  as  a 
study  which,  “yields  a meaning  to  leisure.” 


Flowers,  either  indoors  or,  when  possible, 
outdoors,  provides  not  only  an  interest,  but 
an  occasion  for  worthwhile  physical  activity 
suitable  for  the  older  person.  Specialists 
with  such  a hobby  may  become  authorities 
in  the  “African  Violet  Jungle,”  a culture  of 
dwarf  trees,  or  other  special  plantanical 
fields. 

Woodworking,  carving,  or  oil  painting  are 
among  other  possibilities.  This  article  ap- 
pears noteworthy  not  only  for  its  specific 
suggestions  but  for  the  spirit  reflected  in 
the  statement:  “Our  older  fraction  of  hu- 
manity which  will  soon  equal  our  public 
school  population,  is  indeed  a treatable  en- 
tity. The  ideal  physician  and  the  hoary  pa- 
tient find  mutual  identification  with  each 
other.” 

Is  It  Safe  to  Practice  Medicine?  — 

This  is  the  question  raised  on  the  Presi- 
dent’s Page  of  the  Orange  County  (Florida) 
Medical  Society  Bulletin.  The  answer  is  not 
reassuring.  The  threat  of  being  sued,  not 
only  for  malpractice  but  generally,  is  said  to 
hang  heavily  over  all  our  heads.  The  author 
suggests  that  there  is  a bit  of  larceny  in  all 
(Continued  on  page  62-A) 
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A single  5 mg.  tablet  once  a day 
provides  all  these  advantages' 

• prolonged  action  — in  excess  of  1 8 hours 

• convenient  once-a-day  dosage 

• low  daily  dosage  — more  economical  for  the  patient 

• no  significant  alteration  in  normal  electrolyte  excretion  pattern 

• repetitively  effective  as  a diuretic  and  antihypertensive 

• greater  potency  mg.  for  mg.— more  than  100  times  as  potent  as  chlorothiazide 

• potency  maintained  with  continued  administration 

• low  toxicity  — few  side  effects  — low  salt  diets  not  necessary 

• comparative  studies  with  chlorothiazide,  hydrochlorothiazide,  and  Naturetin 
disclose  that  smallest  doses  of  Naturetin  produce  greater  weight  loss  per  day 

• in  hypertension,  Naturetin,  alone  or  in  combination  with  other  anti- 
hypertensives, produces  significant  decreases  in  mean  blood  pressure 
and  other  favorable  clinical  effects 

• purpura  and  agranulocytosis  not  observed 

• allergic  reactions  rarely  observed 

^Reports  (1959)  to  the  Squibb  Institute  for  Medical  Research. 


Naturetin  — Indications:  in  control  of  edema  when  diuresis  is  required,  in  congestive  heart  failure, 
in  the  premenstrual  syndrome,  nephrosis  and  nephritis,  cirrhosis  with  ascites,  edema  induced  by  drugs 
(certain  steroids);  in  the  management  of  hypertension,  used  alone,  combined  with  Raudixin  (Squibb 
Rauwolfia  Serpentina  Whole  Root),  or  with  other  antihypertensive  drugs,  such  as  ganglionic  blocking  agents. 

Contraindications:  none,  except  in  complete  renal  shutdown. 

Precautions:  when  Naturetin  is  added  to  an  antihypertensive  regimen  including  hydralazine, 
veratrum,  and/or  ganglionic  blocking  agents,  immediate  reduction  must  be  made  in  the  dosage  for  all 
preparations;  the  dosage  for  ganglionic  blocking  agents  must  be  decreased  by  50%  to  avoid  a precipitous 
drop  in  blood  pressure.  This  also  applies  if  these  hypotensive  drugs  are  added  to  an  established  Naturetin 
regimen  ...  in  hypochloremic  alkalosis  with  or  without  hypokalemia  ...  in  cirrhotic  patients  or  those  on 
digitalis  therapy  when  reductions  in  serum  potassium  are  noted  ...  in  diabetic  patients  or  those 
predisposed  to  diabetes  . . . when  increased  uric  acid  concentrations  are  noted  . . . when  signs  — 
leg  or  abdominal  cramps,  pruritus,  paresthesia,  rash  — suggestive  of  hypersensitivity,  are  noted. 

Naturetin  —Dosage:  in  edema,  average  dose,  5 mg.,  once  daily,  preferably  in  the 
morning;  to  initiate  therapy,  up  to  20  mg.,  once  daily  or  in  divided  doses;  for 
maintenance,  2.5  to  5.0  mg.,  daily  in  a single  dose.  In  hypertension:  suggested 
initial  dose,  5 to  20  mg.  daily;  for  maintenance,  2.5  to  15  mg.  daily,  depending 
on  the  individual  response  of  the  patient.  When  Naturetin  is  added  to  an  anti- 
hypertensive regimen  with  other  agents,  lower  maintenance  doses  of  each 
drug  should  be  used. 

Naturetin  — Supplied : tablets  of  2.5  mg.  and  5 mg.  (scored). 
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Is  It  Safe  to  Practice  Medicine?  — 

(Continued  from  page  54- A) 

of  US  that  makes  us  hope  to  gain  by  legal- 
ized blackmail. 

The  prospect  of  being  sued  simply  because 
treatment  does  not  produce  the  results  that 
the  patient,  his  relative,  or  the  physician 
hopes  for  is  the  disturbing  element.  One  re- 
sult of  the  increased  number  of  malpractice 
suits  is  the  increased  cost  of  medical  care  in 
certain  areas.  Borderline  or  unnecessary 
tests  may  be  performed,  not  for  the  benefit 
of  the  patient  but  “for  more  completeness 
of  records.” 

Dr.  Robert  L.  Tolle,  the  author,  expresses 
the  opinion  that  there  seems  to  be  little  dif- 
ference between  suing  a doctor  because  of 
an  unsatisfactory  result,  and  suing  a lawyer 
for  losing  a case.  This  presupposes  that  a 
lawyer  would  not  accept  a client  unless  he 
thought  a valid  case  existed.  If  this  be  so, 
there  is  an  implication  that  a valid  case  was 
handled  with  less  than  ideal  diligence  or 
ability,  in  the  event  a valid  case  is  lost. 
Otherwise  the  verdict  would  not  have  been 
adverse. 

The  suggestion  is  made  that  there  should 


be  a precedent  established  whereby  the  in- 
dividual and  his  legal  representative  would 
be  sued  for  defamation  of  character  if  an 
obviously  blackmailing  type  of  suit  is  threat- 
ened or  instituted.  Lacking  such  protection, 
the  continuation  of  the  present  trend  of  an 
increasing  number  of  legal  actions  against 
the  physician  can  make  him  feel  similar  to 
the  physicians  of  Babylonia  under  the  harsh 
penalties  inflicted  by  the  Code  of  Hammur- 
abi. 

Texas  Dues  To  Be  Bigger — 

The  budget  of  the  Texas  Medical  Associa- 
tion will  increase  in  1960,  in  order  to  meet 
rising  costs  and  to  increase  its  activities. 

An  editorial  in  the  Texas  State  Jownal 
of  Medicine  states  that  the  recently  estab- 
lished state  association  dues  of  $45.00  per 
year  is  in  the  middle  range  among  state 
medical  societies.  State  dues  are  said  to 
range  from  a high  of  $140  in  Utah,  and  $100 
in  Nevada,  to  $7  in  Maryland,  and  $25  in 
Ohio,  South  Carolina,  Tennessee,  Virginia, 
West  Virginia  and  Wyoming.  Twenty-one 
state  medical  societies  are  said  to  have  in- 
creased their  dues  in  the  past  three  years. 

(Continued  on  page  66-A) 
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SOMA  RELIEVES  PAIN  in  a unique  way  by  modifying  central  perception  of  pain 
without  abolishing  natural  defense  reflexes. 

SOMA  RELAXES  MUSCLE  SPASM  . . . approximately  8 times  more  potent  than 
meprobamate  or  mephenesin. 


PHYSICIANS’ 

REPORTS:  "Marked  pain-relieving  effects  of  the  new  drug  [Soma]  were  seen  in  con- 

ditions involving  muscle  spasm  and  stiffness,  whether  acute  or  chronic. 
Relief  from  pain  was  usually  rapid  and  sometimes  dramatic.”  (90  patients.) 
Kuge,  T.:  Submitted  for  publication. 

"In  86  percent  of  the  patients  there  were  excellent  or  good  results.  . . . 
Relief  of  pain  was  noted  by  the  patients’  statements,  by  the  diminished 
need  for  analgesic  drugs,  and  by  improved  sleep.”  (154  patients.) 

W'ein,  A.  B.:  The  Use  of  Carisoprodol  in  Orthopedic  Surgery  and  Rehabilitation.  Proceed- 
ings of  the  Symposium  on  The  Pharmacology  and  Clinical  Usefulness  of  Carisoprodol. 
Wayne  State  University  Press,  Detroit,  1959,  p.  156. 

In  a double-blind  study.  Soma  was  reported  to  be  "clinically  effective  to 
a highly  significant  degree.”  (92  patients.) 

Cooper,  C.  D.,  and  Epstein,  J.  H.:  The  Clinical  Evaluation  of  Carisoprodol  by  a double- 
blind technique.  Ibid.  p.  97. 


Notable  safety — extremely  low  toxicity;  no  known  contraindications;  side  effects 
are  rare;  drowsiness  may  occur,  usually  at  higher  dosage 

Rapid  action — starts  to  act  quickly 

Sustained  effect — relief  lasts  up  to  6 hours 

Ikisy  to  use — usual  adult  dose  is  one  350  rag.  tablet  3 times  daily  and  at  bedtime 

Supplied — as  white,  coated,  350  mg.  tablets,  bottles  of  50. 

Also  available  for  pediatric  use:  250  mg.  orange  capsules,  bottles  of  50. 
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of  industrial  Medicine,  Inc.,  New  York.  Sept.  30.  1959.  22.  Frankel,  Kalman:  Ibid.  23.  Fransway,  Robert  L.: 

Ibid.  24.  Kuge»  T.:  Unpublished  reports. 
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Texas  Dues  To  Be  Bigger — 

(Continued  from  page  62-A) 

There  is  a paradox  in  the  dues  increase 
for  Texans  because  the  physician’s  payment 
to  the  State  i\Iedical  Society  will  be  less  al- 
though his  dues  will  be  more.  In  1948,  ex- 
isting dues  of  $35  per  year  were  increased 
by  $15  to  fund  payments  on  a new  head- 
quarters building.  The  completion  of  pay- 
ments on  the  mortgage  resulted  in  a decision 
to  cancel  the  building  fund  assessment  but 
to  increase  basic  dues  from  $35  to  $45. 

The  editorial  lists  among  major  expenses, 
the  Texas  State  Journal  of  Medicine,  the 
^Memorial  Library,  and  the  annual  session. 

In  recent  years  one-third  of  operating  ex- 
penses have  come  from  sources  other  than 
dues.  These  resources  have  included  an  in- 
creasing income  from  advertising  in  the 
Joiumal  and  a doubling  of  the  rental  fees  of 
annual  session  exhibit  space. 

An  example  of  increasing  service  to  its 
members  by  the  State  Association  is  the  in- 
auguration of  a four  page  newsletter  empha- 
sizing current  items  of  special  interest  to 
members  of  the  Association.  It  is  planned 
that  this  newsletter  will  be  issued  three  or 


four  times  during  the  year  when  informa- 
tion needs  to  be  provided  rapidly  and  in 
readily  assimilable  form. 


“There’s  nothing  wrong  with  your  son  . . . 
he’s  just  a normal  growing  boy.’’ 
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for  Medical  Space 

C.  C.  Kimball  Company 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  colmun  are  at  a rate  of  six  cents 
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tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal.  1315  Sharp  Building. 
Lincoln  8. 

FOR  SALE  — Surgical  insti-uments  and  other 
surgical  equipment.  Contact:  C.  D.  Williams,  M.D., 
Genoa,  Nebraska. 


PLATTE  VALLEY  — Active  practice  in  a thriv- 
ing community.  Gross  $35,000  to  $40,000  per  year. 
Clinic  building  furnished  by  town.  Nominal  rent. 
Completely  equipped.  Present  physician  leaving  for 
residency.  Contact  Nebraska  State  Medical  Journal, 
Box  15,  1315  Sharp  Building,  Lincoln  8,  Nebraska. 

CALIFORNIA  GENERAL  PRACTICE  FOR 
SALE  — Southern  California’s  fastest  growing 
community;  population  90,000;  one  hour  from  Los 
.Angeles;  beaches;  mountains;  desert;  Open  staff 
hospitals;  well  established  office;  fully  and  mod- 
ernly  equipped;  1959  gross,  $50,000;  vnll  arrange 
terms  to  suit;  No  real  estate  involved;  must  sell 
by  May  I960;  leaving  for  residency  and  will  make 
arrangements  now.  Write  Box  9830-P.,  c/o  A.M.A., 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 
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m taste-temptmj 
cherry  flavor 

Average  dosage,  1 leaspoonful 
(5  cc.)  contains: 
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Protection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 

HEALTH  ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since  1902 

Handsome,  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


Current  Comment 

They  Were  Absent — 

The  evening  of  November  18th,  1959  is 
described  as  having  been  clear  and  cold  but 
pleasant,  in  an  editorial  appearing  in  the 
Philadelphia  Medicine  and  reprinted  in  the 
Pennsylvania  Medical  Journal. 

A meeting  of  the  Philadelphia  County 
Medical  Society,  scheduled  for  this  particu- 
lar evening  and  described  under  the  head- 
ing, “Epilogue  to  Apathy,”  included  26  of 
the  more  than  3000  members  of  the  County 
Society  eligible  to  attend  the  annual  meet- 
ing. 

Huddled  in  the  meeting  place,  the  select 
group  who  attended  were  reduced  to  gossip 
and  banalities,  while  a search  went  on 
among  the  nearby  areas  for  a quorum.  The 
search  was  without  success. 

Some  of  the  business  of  the  evening  was 
admittedly  stuffy,  but  essential.  Much  of 
the  business  was  not  stuffy.  There  was  the 
problem  of  suspending  a physician  from  the 
Society,  a matter  which  could  not  be  brought 


BRACES  and  ORTHOPEDIC 
> APPLIANCES 

PROMPT  SERVICE  measure 

'^^ioFcORRECTIONS ^ SPECIALTY 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoebr,  Manager 
2300  So.  13th,  Lincoln  Telephone  GR  7-3773 


The  Neurological  Hospital 

2625  West  Pa.sco 
KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


to  a conclusion  for  want  of  a quorum,  but 
only  be  left  to  smoulder. 

The  matter  of  dues,  expenses,  and  the 
budget  for  the  following  year  were  put  aside 
because  on  this  particular  night  not  enough 
of  the  3000  were  sufficiently  interested  to 
permit  a quorum. 

An  alternative,  unpleasant  to  contemplate, 
is  the  control  of  the  society  by  an  autocrat 
or  a clique  within  the  society,  alert  to  the 
power  of  inertia  to  be  exploited.  Anothei’ 
unpleasant  alternative  is  control  by  others 
outside  the  profession,  in  state,  industiy, 
unions,  insurance,  or  other  aggressive  blocs 
that  can  dominate  a society  and  use  it  when 
it  proves  unable  to  manage  its  own  affairs. 

The  author  speculates  as  to  what  may  have 
kept  nearly  3000  members  from  their  annual 
meeting.  Undoubtedly  many  were  at  work, 
and  those  in  pain  or  danger  would  have  been 
the  worse  if  their  physicians  had  not  been 
present.  Undoubtedly  there  were  a a few, 
at  least  sufficient  to  establish  a quorum,  who 
could  have  devoted  two  hours  of  this  par- 
ticular night,  one  out  of  a year  of  nights,  to 
the  key  unit  which  represents  them  in  their 
profession. 
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reaches 


all  nasal  and  paranasal 


membranes 

systemically^ 


Pharmacologically  balanced  formula 

for  prompt  symptomatic  relief 

• in  nasal  and  paranasal  congestion 

• in  sinusitis  and  postnasal  drip 

• in  allergic  reactions  of  the 
upper  respiratory  tract 

Triaminic^'^  is  safer  and  more 

effective  than  topical  medication 

• transported  systemically  to 
all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of 
rebound  congestion 

• avoids  “nose  drop  addiction” 


Relief  is  prompt  and  prolonged  because 
of  this  special  timed-release  action: 


first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 


then  — the  core 
disintegrates  to  give  3 to 
4 more  hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides; 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at 
bedtime.  In  postnasal  drip,  1 tablet  at  bedtime  is  usu- 
ally sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides:  the 

formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and 
at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides:  hi  the 
formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 
Adults  — 1 or  2 tsp.;  Children  6 to  12  — 1 tsp.;  Chil- 
dren 1 to  6 — Ve  tsp.;  Children  under  I — M tsp. 

1.  Fabricant,  N.  D.:  E.E.N.T.  Monthly  37:460  (July)  1958. 

2.  Lholka,  F.  M. : Illinois  M.  J.:  212:259  (Dec.)  1957. 

3.  Farmer,  D.  F. ; Clin.  Med.  5:1183  (Sept.)  1958. 


the  leading  oral  nasal  decongestant.,, 

Triaminic' 

timed-release  tablets  and  juvelets 
also  non-alcoholic,  fruit-flavored  syrup 
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PHYSICIAN 

WANTED 

VA  Center,  Sioux  Falls,  South 
Dakota  has  vacancy  for  full-tinne 
physician  in  a very  active  270- 
bed  GM&S  hospital.  Duties  will 
entail  general  physicals,  care  of 
geriatric  patients  and  admini- 
strative details.  Applicant  must 
be  a U.S.  citizen,  licensed,  and 
under  55  years  of  age.  Salary 
dependent  on  qualifications. 
Apply:  VA  Center,  Sioux  Falls, 
South  Dakota. 
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CHLOROMYCETIN 


llUTSTANDINGLY  EFFECTIVE  AGAINST  A WIDE  RANGE  OF  PATHOGENS 

HLOROMYCETiN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals®  of  250  mg.,  in 
lottles  of  16  and  100. 

'HLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated  with  its  admin- 
istration, it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
I decjuate  blood  studies  should  be  made  when  the  patient  recjuires  prolonged  or  intermittent  therapy. 

lejerences:  (1)  Morton,  J.  J.:  Yale  J.  Biol,  ir  Med.  31:397,  19.59.  (2)  Rogers,  D.  E.,  & Loiiria,  D.  B.:  New  England  J.  Med.  261:86,  1959. 
|3)  Leming,  B.  H.,  Jr.,  & Flanigan,  C.,  Jr.,  in  Welch,  H.,  & ,\Iarti-Ibahez,  F.:  Antibiotics  .‘Innual  1958-1959,  .New  York,  .Medical  Encydo- 
edia,  Inc.,  1959,  p.  4 14.  (4)  Edwards,  T.  S.:  /I m.  J.  Ophth.  48: 19,  1959.  (5)  Olai  te,  J.,  & de  la  Torre,  J.  .A.:  .4m.  J.  T rop.  Med.  18:324,  1959. 
Ij)  Smer,  L.  S.,  it  Ulrich,  E.  W.:  Antibiotics  ir  Chemothcr.  9:38,  1959.  (7J  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  30:175,  1958. 
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Relation  of 
intermittent 
high  Mood  levels 
ofSYNCILLIN 
to  antibacterial 
efficacy 


SYNCILLIN,  like  all  clinically  available  penicillins, 
is  bactericidal.  Periodic  high  blood  concentrations 
may  be  sufficient  to  permit  complete  eradication  of 
sensitive  pathogens.  According  to  Eagle,®  “Soon 
after  penicillin  attains  effective  concentrations,  the 
bacteria  cease  multiplying;  and  the  bacteriostatic 
effect  persists  for  a number  of  hours  after  penicil- 
lin has  fallen  to  concentrations  that  are  wholly 
ineffective.  . • . The  therapeutic  significance  of  this 
postpenicillin  recovery  period  is  enhanced  by  the 
fact  that  the  recovering  bacteria,  damaged  but  not 
killed  by  the  previous  exposure  to  penicillin,  are 
abnormally  susceptible  to  the  host  defenses.  In 
consequence,  the  bactericidal  process  in  vivo  con- 
tinues for  many  hours  after  the  drug  itself  has 
fallen  to  ineffective  concentrations.” 


Reduced  rate  of 
inactivation 
OfSYNCILLIN 
by  staph 
penicillinase 


Bacterial  resistance  to  penicillin  has  been  attrib- 
uted to  the  action  of  penicillin-inactivating  enzymes 
produced  by  the  invading  organisms.  SYNCILLIN 
is  less  affected  by  staphylococcal  penicillinase 
than  either  of  its  component  isomers.  Further, 
SYNCILLIN  is  shown  to  be  more  slowly  inactivated 
by  this  enzyme  than  penicillin  V or  penicillin  G. 
Penicillinase  from  B.  cereus  likewise  inactivates 
SYNCILLIN  less  rapidly  than  penicillin  V or  G. 


Indications:  SYNCILLIN  is  recommended  in  the  treatment  of 
infections  caused  by  pneumococci,  streptococci,  gonococci,  cory- 
nebacteria,  and  penicillin-sensitive  staphylococci.  In  addition, 
SYNCILLIN  is  effective  in  vitro  against  certain  strains  of  staph- 
ylococci resistant  to  other  penicillins. SYNCILLIN,  like  other  oral 
penicillins,  is  not  recommended  at  the  present  time  in  deep- 
seated  or  chronic  infections,  subacute  bacterial  endocarditis, 
meningitis,  or  syphilis. 

Dosage:  125  mg.  or  250  mg.  three  times  daily,  depending  on  the 
severity  of  infection.  Larger  doses  (e.g.,  500  mg.  t.i.d.)  may  be 
used  for  more  severe  infections.  SYNCILLIN  may  be  administered 
without  regard  to  meals.  Beta  hemolytic  streptococcal  infections 
should  be  treated  with  SYNCILLIN  for  at  least  ten  days. 

BPJSTOL  LABORATOPvlES,  Division  of  Bristol-Myers  Company, 


Precautions : At  the  present  time  it 
is  not  possible  to  draw  definite 
conclusions  regarding  the  incidence  of 
allergenicity  to  SYNCILLIN  or  its 
cross-allergenicity  with  natural 
penicillins.  Therefore,  the  usual 
precautions  for  oral  penicillin  therapy 
should  always  be  observed.  Patients 
with  histories  of  asthma,  hay  fever, 
urticaria,  or  previous  reactions  to 
penicillin  should  be  watched  with 
special  care.  Administration  of  oral 
penicillin,  in  rare  instances,  may 
provoke  acute  anaphylaxis, 
particularly  in  penicillin-sensitive 
individuals. 

Diarrhea  has  been  reported 
occasionally  following  heavy  dosage. 

If  this  occurs,  lengthen  the  interval 
between  dosages. 

If  superinfection  occurs  during 
therapy,  appropriate  measures  should 
be  taken.  Since  some  strains  of  staphy- 
lococci are  resistant  to  SYNCILLIN 
as  well  as  to  other  penicillins,  cultures 
and  sensitivity  tests  should  be 
performed  where  indicated  by  clinical 
judgment.  As  is  true  with  all 
antibiotics,  clinical  response  does  not 
always  correlate  with  laboratory 
bacterial  sensitivity  reports. 

Supply : 125  and  250  mg.  tablets, 
bottles  of  25  and  100.  125  mg.  powder 
for  oral  solution,  60  ml.  vials. 

References:  1.  Wright,  W.  W. : 
Microbiology  Report  to  Bristol 
Laboratories  Inc.  2.  Morigi,  E.  M.  E.; 
Wheatley,  W.  B.,  and  Albright.  H.: 

Paper  presented  at  the  Seventh  Antibiotic 
Symposium,  November  4-6,  1959, 
Washington,  D.C.  3.  Editorial:  New 
England  J.  Med.  261  :305  (Aug.  6)  1959. 

4.  King,  A. : Lancet  1 :651  (March  29) 

1958.  5.  Epstein,  E.iJ.A.M.A.  169:1055 
(March  7)  1959.  6.  Eagle,  H.  and 
Musselman,  A.  D. : J.  Bact.  58:475,  1949. 
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immortals  of  Chinese  nujthotocjij: 


Han  Hsiaiig-tzii 

This  nature-loving  physician  achieved  immortality 
by  falling  out  of  a tree 

TODAY.. 

this  trail-blazing  steroid  is  achieving  lasting  recog- 
nition by  its  unsurpassed  record  of  accomplishment 

METIGORTEN 

Meticorten,®  brand  of  prednisone,  5 mg.  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


You  will  soon  receive  in  your  mail  a handmade,  full- 
color,  three-dimensional  figure  of  this  Chinese  Immortal, 
mounted  and  suitable  for  framing. 
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TECHNICAL  EXHIBITORS 
FOR  THE  1960  ANNUAL  SESSION 

.\BBOTT  LABORATORIES,  North  Chicago,  Illi- 
noise  — Booth  No.  25.  Members  and  guests  of  the 
Nebraska  State  Medical  Association  will  be  cordial- 
ly welcomed  at  Abbott  Laboratories’  exhibit  of 
leading  specialties  and  new  products.  Our  repre- 
sentatives will  be  available  at  the  exhibit  to  give 
information  on  the  products  and  to  answer  any 
questions  you  may  have. 

BLUE  CROSS-BLUE  SHIELD,  518  Kilpatrick 
Building,  Omaha,  Nebraska  — Booth  No.  19.  Blue 
Cross-Blue  Shield,  518  Kilpatrick  Building,  Omaha, 
Nebraska  — Both  No.  19,  will  portray  the  Nebraska 
Prepayment  Health  team.  Nebraska  Physicians, 
Nebraska  Hospitals  and  Nebraska  Blue  Cross-Blue 
Shield. 

CIBA  PHARMACEUTICAL  PRODUCTS  COM- 
PANY, 556  Morris  Avenue,  Summit,  New  Jersey  — 
Booth  No.  9.  “Esidrix  is  hydi’ochlorothiazide,  an 
improved  analog  of  chlorothiazide.  Milligram-for- 
milligram,  it  is  the  most  effective  oral  diuretic- 
antihypertensive  known.  Therapeutically,  Esidrix 
is  10  to  15  times  more  potent  than  chlorothiazide. 
Weight  losses  up  to  56  pounds  have  been  reported. 
In  many  cases  Esidrix  caused  copious  diuresis  in 
patients  unresponsive  to  other  oral  and/or  paren- 
teral diuretics.  Side  effects  are  usually  mild,  in- 
frequent and  readily  controlled.” 

THE  COCA-COLA  COMPANY,  P.O.  Drawer  1734, 
.Atlanta  1,  Georgia  — Booth  No.  34.  “Ice-cold  Coca- 
Cola  seiwed  through  the  courtesy  and  cooperation 
of  the  Coca-Cola  Bottling  Company  of  Lincoln  and 
The  Coca-Cola  Company.” 

THE  LINCOLN  DAIRY  COUNCIL,  316  Sharp 
Building,  Lincoln,  Nebraska  — Booth  No.  33.  The 
Lincoln  Daily  Council  will  offer  hand-out  materials 
for  doctors  to  use  in  the  office.  These  materials 
will  deal  with  nutrition  at  all  age  levels,  and  are 
free  of  charge  Order  blanks  will  be  available. 

DOHO  CHEMICAL  CORPORATION,  100  Varick 
Street,  New  York  13,  New  York  — Booth  No.  28. 
DOHO  CHEMICAL  CORPORATION  is  pleased  to 
exhibit:  AURALGAN,  Otitis  Media  and  removal 
of  Cerumen.  OSTOSMOSAN,  Fungicidal  and  Bac- 
tericidal in  the  suppurative  and  aural  demiatomy- 
cotic  ears.  RHINALGAN,  Nasal  decongestant  free 
from  systemic  or  circulatory  effect.  LARYLGAN, 
Throat  spray  and  gargle  for  infectious  and  non- 
infectious  sore  throat  involments. 

Mallon  Chemical  Corporation,  Division  of  DOHO: 
RECTALGAN,  For  relief  of  pain  and  discomfiture 
in  hemorrhoids,  pinritus  and  perineal  suturing. 
DERMOPL.A.ST,  An  Aerosol  Spray  for  surface  pain, 
burns  and  abrasions;  Obs.  & Gyn.  use. 

DONLEY  MEDICAL  SUPPLY  COMPANY,  2425 
“0”  Street,  Lincoln,  Nebraska  — Booths  No.  22- 
24.  Tbe  Donley  Medical  Supply  Company  cordially 
invites  you  to  visit  booths  22-24,  during  the  An- 
nual Session.  We  will  have  on  display  the  latest 
modem  examining  furniture,  and  diagnostic  equip- 
ment. We  are  looking  foinvard  to  again  meeting 
all  of  our  physician  friends. 

(Continued  on  page  32-A) 
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with 


dan'con 

oxyphencyclimine  HCl,  10  mg. 

b.i.d. 

“Good  symptomatic  responses  were  seen  in  91  of  96 
[patients]  treated  for  periods  up  to  one  year  with  aver- 
age doses  of  10  mg.  twice  daily.” 

“[Daricon]  appears  to  be  a valuable  agent . . . for  day- 
to-day  maintenance  of  all  peptic  ulcer  patients.” 

Winkelstein,  A.:  Am.  J.  Gastroenterol.  52:66-70  (July)  1959. 

Additional  information  is  available  on  request  from  the 
Medical  Department,  Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 


Science  for  the  world’s  well-being^^ 


in  very  special  cases 
a very  superior  brandy... 
specify 

HmMissT 

COGNAC  BRANDY 


84  Proof  I Schieffelin  & Co.,  New  York 


for  Hierapy 

of  overweight  patients 

• d-aniplietamine 

depresses  appetite  and  elemtes  mood 

• ineprobaiiiate 

eases  tensions  of  dieting 

(jet  without  overstimulation,  insomnia 
or  barbiturate  hangover  ) 

• 

BAH 

MEPROBAMATE  WITH  D-AMPHETAMINE  Sl'LFATE  LEDERLE 

is  a lojrical  conihinalion  in  aj)[)oli(e  control 

EocH  coo*«d  tablet  (pink)  conto<n»  meprpbomote.  400  >ng.;  d-omphetc^ine  lulfoie.  5 <nQ. 
Dotog*-  On*  iobl*i  on••l^oi(  to  one  hour  b*for*  e<xh  meal. 

LEDEULE  L.AllOH.ATORIES 

A Dkision  of  A.MERICAN  CVANA.MID  CO.MPA.W,  Pearl  River.  New  York 


Current  Comment 

BOOKS 

Your  book  reviewer  was  delighted  to  receive 
Drugs  of  Choice  1690-1961,  edited  by  Walter  Mo- 
dell,  M.D.,  and  published  in  Febimary  of  this  year 
by  The  C.  V.  Mosby  Company  of  St.  Louis.  This 
book  is  a practical  guide  to  the  selection  of  the 
best  di-ug  for  a particular  therapeutic  problem,  and 
I keep  it  on  the  top  of  my  desk  for  immediate  and 
frequent  reference,  along  with  the  other  two  books 
that  to  me  are  indispensable,  namely.  Current  Ther- 
apy 1960,  edited  by  Conn  and  published  by  Saun- 
dei-s,  and  the  well-known  “PDR”  Physicians’  Desk 
Reference  to  Pharmaceutical  Specialties  and  Bio- 
logicals),  published  by  Medical  Economics,  Inc., 
Oradell,  New  Jersey. 

Drugs  of  Choice,  1960-1961,  is  a volume  of  ex- 
pert opinion  designed  to  provide  the  physician  with 
a compi-ehensive  source  of  clear,  concise,  author- 
itative, and  practical  answers  to  the  continually  re- 
curring question  of  which  dnig  is  the  drug  of 
choice  for  an  actual  therapeutic  problem.  Each  ex- 
pert has  expressed  his  own  opinion  of  the  dmgs  in 
current  use  in  his  field,  based  on  his  specialized 
knowledge  and  experience. 

As  Modell  has  stated  in  the  Preface,  “Due  to 
the  extremely  fertile  mating  of  the  synthetic  chem- 
ist and  the  pharmaceutical  manufacturer,  drugs 
appear  on  the  market  almost  too  quickly  to  leani  the 
names  . . . and  it  is  a Herculean  job  to  leam 
enough  about  them  to  evaluate  their  therapeutic 
merits.  Yet  there  are  real  advantages  in  choosing 
the  best  di-ug  for  the  clinical  problem  at  the  outset 
of  treatment.  For  the  seriously  ill  patient,  time 
may  be  precious,  and  if  the  first  choice  is  the  best 
drag  for  the  situation,  that  irretrievable  commod- 
ity is  not  wasted.  Something  short  of  the  best  may 
provide  incomplete  relief,  no  relief  at  all,  untoward 
effects,  or  disaster  ...  It  is  understandable  that, 
having  endured  a period  of  unsatisfactory  treat- 
ment, the  patient  may  be  reluctant  to  continue  with 
an  obviously  trial-and-error  process. 

“Yet  there  is  almost  nowhere  for  the  physician 
to  turn  for  the  kind  of  help  he  needs;  certainly  no 
place  where  unbiased,  authoritative,  and  definite 
infonnation  bearing  on  this  problem  is  brought  to- 
gether and  made  easily  available.  This  volume  is 
designed  to  satisfy  this  need  by  bringing  together 
knowledge  which  is  presently  spread  through  the 
various  specialties  and,  if  published  at  all,  published 
separately  . . . Failure  to  discuss  a new  drag  in 
the  text  may  be  intei^preted  to  mean  that  the  drag 
was  introduced  too  recently  to  provide  experience 
for  a substantial  opinion.  Failure  to  discuss  an 
older  drag  may  be  interpreted  to  mean  that  it  is 
not  a drug  of  choice  and,  in  the  author’s  opinion 
is  not  of  sufficient  importance  to  merit  discussion.’’ 

Drugs  of  Choice  1960-1961,  edited  by  Walter  Mo- 
dell, M.D.,  published  in  Februaiy,  1960  by  The  C. 
V.  Mosby  Company  of  St.  Louis.  958  pages.  $13.50. 

Another  book  which  is  of  real  value  to  the  busy 
doctor  is  the  1960-edition  of  New  and  Nonofficial 
Drugs.  This  is  an  annual  publication  of  the  Coun- 
cil on  Drags  of  the  American  Medical  Association, 
and  it  contains  descriptions  of  drags  evaluated  on 
the  basis  of  available  laboratoi-y  and  clinical  evi- 
dence. Its  scope  comprises  agents  proposed  for 
(Continued  on  page  46-A) 
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Triamcinolone  LEDERLE 


At  the  recommended  antiallerg'ic  and  anti- 
inflammatory dosage  levels,  ARISTOCOHT  means: 

• l'ree«loin  from  salt  and  water  retention 

• virtual  freedom  from  potassium  depletion 

• negligible  calcium  depletion 

• euphoria  and  depression  rare 

• no  voracious  appetite  — no  excessive  weight  gain 

• low  incidence  of  peptic  ulcer 

• low  incidence  of  osteoporosis  with  compression  fracture 

Precautions:  With  aristocort  all  traditional  precautions  to  corticosteroid  therapy 
should  he  observed.  Dosage  should  always  be  carefully  adjusted  to  the  smallest 
amount  which  will  suppress  symptoms. 

After  patients  have  been  on  steroids  for  prolonged  periods,  discontinuance  must  be 
carried  out  gradually  over  a period  of  as  much  as  several  weeks. 

Supplied:  1 mg.  scored  tablets  (yellow);  2 mg.  scored  tablets  (pink);  4 mg. 
scored  tablets  (white)  ; 16  mg.  scored  tablets  (white). 

Diacetate  Parenteral  (for  intra-articular  and  intrasynovial  injection).  Vials  of 
5 cc.  (25  mg./cc.). 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COxMPANY,  Pearl  River,  N.  Y. 


References:  1.  Feinberg,  S.  M.;  Feinberg,  A.  R.,  and  Fisherman, 
E.  W.  : J.A.M.A.  167:58  (May  3)  1958.  2.  Epstein,  J.  I.,  and  Sher* 
wood,  H.:  Conn.  Med.  22:822  (Dec.)  1958.  3.  Friedlaender,  S.,  and 
Friedlaender,  A.  S. : Antibiotic  Med.  & Clin.  Ther,  5:315  (May) 

1958.  4.  Segal,  M.  S.,  and  Duvenci,  J. : Bull.  Tufts  N .E.  Medical 
Center  4:71  (April-June)  1958.  5.  Segal,  M.  S. : Report  to  the 
A.M.A.  Council  on  Drugs,  J.A.M.A.  169:1063  (March  7)  1958. 

6.  Hartung,  E.  F. : J.  Florida  Acad.  Gen.  Practice  8:18,  1957. 

7.  Rein,  C.  R.;  Fleischwager,  R.,  and  Rosenthal,  A.  L. : J.A.M.A. 
165:  1821  (Dec.  7)  1957.  8.  McGavack,  T.  H. : Clin.  Med.  (June) 

1959.  9.  Freyberg,  R.  H.;  Berntsen,  C.  A.,  and  Heilman,  L. : 
Arthritis  & Rheumatism  1:215  (June)  1958.  10.  Hartung,  E.  F. : 
J.A.M.A.  167:973  (June  21)  1958.  11.  Zuckner,  J.;  Ramsey,  R.  H.; 
Caciolo,  C.,  and  Gantner,  G.  E.  : Ann.  Rheumat.  Dis.  17:398  (Dec.) 
1958.  12.  Appel,  B.;  Tye,  M-  J.,  and  Leibsohn,  E. : Antibiotic  Med. 
& Clin.  Ther.  5:716  (Dec.)  1958.  13.  Kalz,  F. : Canad.  M.A.J. 
79:400  (Sept.)  1958.  14.  Mullins,  J.  F.,  and  Wilson,  C.  J.:  Texas  J. 
Med.  54:648  (Sept.)  1958.  15.  Shelley,  W.  B.;  Harun,  J.  S.,  and 
Pillsbury,  D.  M. : J.A.M.A.  167:959  (June  21)  1958.  16.  DuBois, 
E.  L. : J.A.M.A.  167:1590  (July  26)  1958.  17.  McGavack.  T.  H.; 
Kao,  K.  T.;  Leake,  D.  A.;  Bauer.  H,  G.,  and  Berger,  H.  E. : Am. 
J.  M.  Sc.  236:720  (Dec.)  1958.  18.  Council  on  Drugs;  J.A.M.A, 
169:257  (January)  1959. 
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ELI  LILLY  AND  COMPANY,  Indianapolis,  In- 
diana — Booth  No.  3.  You  are  coi’dially  invited  to 
visit  the  Lilly  exhibit  located  in  space  No.  3.  The 
Lilly  sales  people  in  attendance  Avelcome  your  ques- 
tions about  Lilly  products  and  therapeutic  develop- 
ments. 

J.  J.  EXON  COMPANY,  240  North  11th  Street, 
Lincoln,  Nebraska  — Booth  No.  32.  This  will  be 
the  fifth  consecutive  yeai'  that  the  Nebraska 
Thermo-Fax  Copying  Products  Dealers  have  dis- 
played the  1009t  Di-y  Electric  copying  machine  to 
the  annual  session.  The  use  of  this  clever  device 
has  been  so  widely  accepted  for  a simple  and  effi- 
cient method  of  sending  monthly  statements  to  pa- 
tients that  the  Medical  Profession  became  the  larg- 
est single  categoiy  of  users  in  1959.  The  process 
is  a development  of  the  Minnesota  Mining  and 
Manufacturing  Co. 

GENERAL  ELECTRIC  COMPANY,  2211  Grand 
Avenue,  Des  Moines,  Iowa  — Booth  No.  8.  You 
are  invited  to  visit  our  booth. 

LEDERLE  LABORATORIES,  Pearl  River,  New 
York  — Booth  No.  5.  You  are  invited  to  visit  the 
Lederle  booth  where  our  trained  sales  personnel 
will  be  happy  to  answer  questions  concerning  Led- 
erle Products. 

MEAD  JOHNSON  & COMPANY,  Evans\nlle  21, 
Indiana  — Booth  No.  6.  The  Mead  Johnson  ex- 
hibit has  been  aiTanged  to  give  you  the  optimum 
in  quick  service  and  product  information.  To  make 
your  visit  productive,  specially  trained  representa- 
tives will  be  on  duty  to  tell  you  about  their  prod- 
ucts. 

THE  MEDICAL  PROTECTIVE  COMPANY,  5811 
Reed  Road,  Fort  Wayne,  Indiana  — Booth  No.  14. 
As  the  “No.  1 Malpractice  Insurer”  (Medical  Eco- 
nomics, Febnaary  3,  1958),  The  Medical  Protective 
Company  offers  unexcelled  coverage.  With  excep- 
tional proficiency  in  defense,  so  essential  to  the 
Doctor’s  protection  today,  its  experience  in  suc- 
cessfully handling  80,000  claims  and  suits  during 
sixty-one  years  of  Professional  Protection  Exclu- 
sively is  unparalleled  in  the  professional  liability 
field. 

THE  PAUL  REVERE  LIFE  INSURANCE  COM- 
PANY, 1019  W.O.W.  Building,  Omaha,  Nebraska  — 
Booth  No.  15.  The  Paul  Revere  Life  Insurance 
Company  ^^^ll  again  be  with  you  to  display  bro- 
chures and  other  literature  describing  the  Com- 
pany’s Non-Cancellable  and  Guaranteed  Continuable 
accident  and  sickness  contracts.  The  Paul  Revere 
is  a national  organization  specializing  in  the  undei’- 
writing  of  Non-Cancellable  disability  income  pro- 
tection and  Life  Insurance  for  a select  clientele.  A 
trained  representative  will  be  in  attendance  to  an- 
swer your  inquiries  and  to  renew  acquaintances  with 
the  many  of  you  who  already  have  our  coverage. 

PHYSICIANS  and  HOSPITALS  SUPPLY  COM- 
P.\NY,  1400  Harmon  Place,  Minneapolis,  Miimesota 


— Booth  No.  12.  “This  year  we  are  featuring  a 
large  selection  of  surgical  instruments,  including 
Stille  Swedish  instniments,  the  Ritter  All-Pui-pose 
Examining  Table,  and  many  other  items  of  inter- 
est. Won’t  you  please  stop  by  and  visit  with  us?” 

PICKER  X-RAY  CORPORATION  OF  NEBRAS- 
KA, 3810  Famam,  Omaha,  Nebraska  — Booth  No. 
20.  'The  Picker  X-Ray  CoiTJoration  is  again  happy 
to  exhibit  at  the  Annual  Session.  We  coixUally  in- 
vite all  physicians  to  stop  by  at  our  booth  and  see 
our  latest  equipment. 

PROFESSIONAL  CREDIT  PROTECTIVE  BU- 
REAU, 523  Stuart  Building,  Lincoln,  Nebraska  — 
Both  No.  4.  Professional  Service  for  Professional 
Men  — A service  that  has  been  used  by  profession- 
al people  for  over  12  years  to  assist  and  help  ex- 
pedite pompt  and  effective  recovery  for  old  and 
delinquent  accounts.  Reliable  — Safer  — Depend- 
able— at  one-half  the  usual  cost. 

A.  H.  ROBINS  COMPANY,  INC.,  Richmond,  Vir- 
ginia — Booth  No.  16.  DIMETANE,  the  antihista- 
mine unsurpassed  in  efficacy,  and  demonstrated  in 
the  literature  as  having  the  lowest  incidence  of  un- 
desirable side  effects,  is  featured  at  the  A.  H. 
Robins  exhibit.  Co-featured  is  DONNATAL,  the 
classic  combination  of  natural  belladonna  alkaloids 
and  phenobarbital.  Also  showm  are  the  antirheu- 
matics in  the  PABALATE  “family;”  and  ROBAXIN 
(tablets  and  injectable),  which  relieves  skeletal 
muscle  spasm  with  sedation. 

ROCHE  LABORATORIES,  Nutley,  New  Jersey 

— Booth  No.  31.  MADRIBON,  a completely  new, 
low-dosage  sulfonamide  of  particular  value  in  the 
treatment  of  bacterial  infections  especially  respir- 
atory infections.  LIBRIUM  — a new,  unique  and 
versatile  therapeutic  agent  which  is  virtually  spe- 
cific for  the  relief  of  irrational  fear,  anxiety  and 
tension. 

W.  B.  SAUNDERS  COMPANY,  West  Washing- 
ton Square,  Philadelphia  5,  Pennsylvania  — Booth 
No.  1.  Mr.  Glenn  Dunn  will  again  be  on  hand 
with  the  complete  Saunders  line.  Among  his  wide 
variety  of  titles  are  helpful  books  for  any  sort  of 
modern  practice;  books  especially  geared  to  today’s 
medicine. 

G.  D.  SEARLE  & COMPANY,  Chicago,  Illinois  — 
Booth  No.  21.  You  are  cordially  invited  to  visit 
the  Searle  booth  where  our  representatives  will  be 
happy  to  answer  any  questions  regarding  Searle 
Products  of  Research.  Featured  will  be  our  new 
Aldosterone-Blocking  Agent  for  edema  or  ascites, 
Aldactone. 

SIEGEL  OFFICE  EQUIPMENT  COMPANY,  118 
North  14th  Street,  Lincoln,  Nebi-aska  — Booth  No. 
18.  You  ai’e  invited  to  visit  the  booth  of  the  Siegel 
Office  Equipment  Company  to  see  our  line  of  of- 
fice equipment. 

SMITH-DORSEY  COMPANY,  Lincoln,  Nebraska 

— Booth  No.  26.  You  are  cordially  invited  to 
visit  the  Smith-Dorsey  Company  booth  during  the 
annual  exhibit.  Trained  peraonnel  will  be  on  hand 
to  answer  your  questions  about  our  products. 

(Continued  on  page  40- A) 
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KANTREX 


b INJECTION 


Kanamycin  Sulfate  Injectfon, 


...  a highly  potent, 
bactericidal  antibiotic 
for  combating  staph  and 
gram  negative  infections 


. . . well  tolerated  when 
used  on  a properly  individ- 
ualized dosage  schedule 
which  does  not  induce 
excessive  blood  levels 


^‘In  many  instances  its  effect  has  been  dramatic  and  life  saving . . 

^‘Six  of  the  patients  who  survived  were  considered  to  be  terminally  ill  at  the  time 
kanamycin  was  started  but  showed  dramatic  improvement  and  eventual  complete 
recovery.”^ 

. . indeed,  the  results  [with  kanamycin]  are  the  most  remarkable  ever  achieved 
with  otherwise  fatal  staphylococcal  infections  that  we  have  ever  seen.”^ 

There  appears  to  be  no  doubt  that  kanamycin  has  been  lifesaving  in  those  in- 
stances in  which  organismal  resistance  precludes  the  use  of  other  antimicrobials.”' 

Information  on  dosage,  administration  and  ‘precautions 
contained  in  package  insert  or  available  on  request. 

SUPPLY:  Kanteex  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  vial  containing  2 ml.  volume. 
Kantbex  Injection,  1.0  Gm,  kanamycin  (as  sulfate)  in  vial  containing  3 ml.  volume. 

REFERENCES:  1.  Yow,  E.  M.:  Practitioner  182:759,  1959.  2.  Yow,  M.  D.,  and  Womack,  G.  K.:  Ann.  N.  Y.  Acad.  Sci.  76:363, 
1958.  3.  Bunn,  P.  A.,  Baltch,  A.,  and  Krajnyak,  0.:  Ibid.  76:109,  1958.  4.  Council  on  Drugs,  J.A.M.A.  172:699,  1960. 
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E.  R.  SQUIBB  & SONS,  745  Fifth  Avenue,  New 
York,  New  York  — Booth  No.  7.  At  booth  No.  7 
we  are  pleased  to  present  up-to-date  information 
on  Squibb  products  for  your  consideration. 

THE  STUART  COMPANY,  3360  East  Foothill 
Blvd.,  Pasadena,  Califomia  — Booth  No.  10.  “The 
Stuart  representatives  extend  a cordial  imntation 
to  physicians  attending  this  meeting  to  visit  their 
booth  and  discuss  with  them  the  latest  develop- 
ments of  The  Stuart  Company.  The  products  to  be 
featured  are  MYLICON  — a new  product  for  gas- 
tric distress,  and  CITA-DRINK — a new  pleasant 
tasting  multivitamin.” 

ULMER  PHARMACAL  COMPANY,  1400  Har- 
mon Place,  Minneapolis,  Minnesota  — Booth  No. 
11.  “We  hope  you  will  pick  up  your  new  Ulmer 
catalog  and  discuss  with  our  men  some  of  the  new 
features  of  time-controlled  prenatal  therapy  and  our 
new  Myosol  line  of  injectables,  plus  the  latest  de- 
velopment in  injectable  iron.” 

D t-etBg’s 

WARREN-TEED  PRODUCTS  COMPANY,  582 
West  Goodale  Street,  Columbus,  Ohio  — Booth  No. 
17.  “The  Wairen-Teed  Products  Company  is  fea- 
turing four  pharmaceutical  specialties  in  their 


booth  No.  17.  ILOPAN — an  injectable  d-panto- 
thenyl  alcohol  for  the  treatment  and  prevention  of 
gastrointestinal  flatulent  distention;  ILOPAN- 
CHOLINE  TABLETS — oral  therapy  for  the  treat- 
ment of  gastrointestinal  gas  retention  in  ambula- 
toiy  patients;  KAON — an  extremely  palatable  oral 
potassium,  and  MODANE — a nutritional  deconsti- 
pant  for  rehabilitation  and  relief  of  the  atonic 
bowel.” 


WINTHROP  LABORATORIES,  1450  Broadway, 
New  York,  New  York  — Booth  No.  13.  Trancopal, 
the  first  time  tranquilixant — potent  muscle  relax- 
ant and  effective  tranquilizer.  Trancopal  is  used 
for  low  back  pain  and  other  musculoskeletal  disor- 
ders, anxiety  and  tension  states,  dysmenorrhea,  pre- 
menstimal  tension,  etc.  It  combines  an  unusually 
high  rate  of  clinical  effectiveness  with  low  toxicity; 
side  effects  are  less  than  3%.  Available  in  two 
strengths:  100  mg  caplets  (peach)  and  200  mg. 
Caplets  (green).  Average  adult  dose,  100  or  200 
mg.  three  or  four  times  daily. 


WOODMEN  ACCIDENT  & LIFE  COMPANY, 
Lincoln,  Nebraska — Booth  No.  27.  You  are  cordially 
invited  to  stop  at  our  booth  to  discuss  the  g^roup 
term  life  insurance  policy  as  approved  by  the  Ne- 
braska State  Medical  Association.  Our  represent- 
atives will  have  information  available  on  the  new 
enrollment  period.  Stop  by  and  see  us.  We  shall 
be  happy  to  explain  this  policy  to  you. 
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Tetracycline  Phosphate  Complex  (TETREX®) 

U.S.  PAT.  NO.  2,791,609 

in  the  Therapy  of  PNEUMONIA 


Preferably,  antibiotic  therapy  should  be  based 
on  pretreatment  culture  of  the  offending  patho- 
gen, but  in  bacterial  pneumonia  the  problem  may 
well  be  too  pressing  to  permit  the  required  delay 
of  24  to  48  hours.  A differential  diagnosis  among 
bacterial  pneumonias,  based  on  such  clinical 
grounds  as  speed  of  onset,  sepsis  and  pain  may 
guide  the  choice  of  antibiotic  for  initiation  of 
therapy. 

Should  clinical  judgment  dictate  that  antibi- 
otic therapy  be  started  immediately,  at  the  same 
time  a sputum  sample  or  a subglottic  swab  can  be 
sent  to  the  laboratory  for  culture  and  sensitivity 
studies.  If  the  response  to  the  first  antimicrobial 
agent  proves  unsatisfactory,  a reasonable  basis 
for  changing  therapy  will  then  be  at  hand. 

Choosing  the  Antibiotic 

Since  therapy  must  be  started  at  once  for  bac- 
terial pneumonia,  it  is  advisable  to  choose  a 
broad-spectrum  antibiotic  that  quickly  produces 
high  levels  of  active  agent  (e.g.,  tetracycline 
phosphate  complex,  tetrex).  Such  an  antibiotic 
probably  has  the  best  chance  of  controlling  the 
pathogen,  whether  it  be  gram-negative  or  gram- 
positive. And  if  the  laboratory  report  shows  that 
the  invading  organism  is  much  less  sensitive  to 
tetracycline  than  to  other  agents,  the  patient  can 
then  be  changed  to  an  appropriate  antibiotic.  If 
the  difference  in  sensitivity  is  slight,  then  the 
possibility  of  side  effects,  sensitization,  and  tox- 
icity should  be  evaluated  before  changing  therapy 
to  another  antibiotic. 

The  greatest  number  of  bacterial  pneumonias 
are  caused  by  pneumococci,  which  respond  very 
well  to  penicillin,  tetracycline,  and  chloram- 
phenicol. Also,  these  antibiotics  are  usually 
effective  against  the  other  gram-positive  coccal 
pneumonias.  But  penicillin  is  ineffective  against 
the  viral  pneumonias  and  the  gram-negative 
Hemophilus  influenzae  and  Klebsiella  pneu- 
moniae. Although  K.  pneumoniae  causes  only 
about  1 to  2 per  cent  of  pneumonia  cases  on  the 
average,!  these  are  apt  to  be  acute  and  fulmi- 
nating (Friedlander’s  pneumonia),  with  a high 
mortality  rate  if  not  effectively  treated.  Since 
pneumococcal  pneumonia  may  be  difficult  to 
distinguish  clinically  from  Friedlander’s,  except 
by  gram-stained  sputum  smear,  it  may  be  wiser 
to  start  treatment  with  an  agent  also  effective 
against  Klebsiella. 

Penicillin,  however,  in  addition  to  having  a 
limited  spectrum,  also  causes  many  minor  and 
some  serious  sensitivity  reactions.  In  a recent 
survey^  it  was  found  that  penicillin  produced 


severe  skin  reaction.  But  most  important  was  the 
observation  that  anaphylactic  shock,  with  a 
fatality  rate  of  about  9 per  cent,  was  the  most 
frequent  serious  reaction.  Such  severe  reactions 
are  almost  always  associated  with  parenteral 
administration. 

Tetracycline  is  also  clinically  effective  in  pri- 
mary atypical  pneumonia.^ 

The  tetracyclines  (e.g.,  tetrex)  have  the 
advantage  of  a broad  range  of  antimicrobial 
activity  and  low  toxicity.  And  in  addition,  the 
physician  does  not  have  to  trouble  himself  or  his 
patients  with  repeated  blood  studies  when  he 
prescribes  tetrex.  Minor  reactions  such  as  gas- 
tric upsets  or  mild  skin  rashes  occur  occasionally. 
The  most  serious  side  effects  are  staphylococcal 
and  monilial  overgrowth,  but  these  are  rare  and 
can  be  adequately  controlled. 

No  one  would  deny  that  appropriate  antibiotic 
therapy  has  greatly  reduced  morbidity  and  saved 
many  lives  of  patients  with  bacterial  pneumonia. 
Nevertheless,  general  supportive  measures  in  the 
care  of  patients  remain  important  even  today. 
Especially  in  the  desperately  ill  patient,  antibi- 
otics are  not  considered  as  substitutes  for  the 
individual  evaluation,  clinical  observation  and 
judgment  of  the  physician. 


Some  Micro-organisms  Susceptible^  to 
Tetracycline  (tetrex)'* 

Streptococcus;  Staphylococcus;  Pneumococ- 
cus; Gonococcus;  Meningococcus;  C.  diph- 
theriae;  B.  anthracis;  E.  coli;  Proteus;  A. 
aero  genes;  Ps.  aeruginosa;  K.  pneumoniae; 
Shigella;  Brucella;  P.  tularensis;  H.  influ- 
enzae; T.  pallidum;  Rickettsiae;  Viruses  of 
psittacosis  and  ornithosis,  lymphogranuloma 
inguinale,  primary  atypical  pneumonia;  E. 
histolytica;  D.  granulomatosis. 

a Some  strains  are  not  susceptible. 

b Table  adapted  from  Goodman,  L.  S.,  and  Gilman,  A.: 
The  Pharmaceutical  Basis  of  Therapeutics.  2nd  edition. 
New  York,  The  Macmillan  Co.,  1956,  pp.  1322-1323. 


References:  1.  Wood,  W.  E.,  Jr.:  In:  A Textbook  of  Medicine. 
Edited  by  Cecil,  R.  L.,  and  Loeb,  R.  F.,  9th  edition,  Philadelphia, 
W.  B.  Saunders  Co.,  1955,  p.  145.  2.  Welch,  H.;  Lewis,  C.  H. ; 
Weinstein,  H.  I.,  and  Boeckman,  B.  B. : Severe  reactions  to  anti- 
biotics. A nationwide  survey.  Antibiotic  Med.  & Clin.  Ther.  4:800 
(Dec.)  1957.  3.  Keefer,  C.  S. : The  choice  of  an  anti-infective 
agent.  In:  Drugs  of  Choice,  1958-1959.  Edited  by  Walter  Modell, 
St.  Louis,  The  C.  V.  Mosby  Co.,  1958,  p.  135. 
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immortals  of  Chinese  mythology: 


Ho  Hsieii-Ku 


This  gentle  maiden  became  an  immortal  by  her 
unique  diet  of  moonbeams  and  mother-of-pearl 


TODAY... 

this  steroid  of  unsurpassed  safety  and  effectiveness 
holds  an  enduring  place  in  the  medical  armamen- 
tarium 

’1ETIG0RTEN 

Meticorten ,®  brand  of  prednisone.  5 mg.  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD.  NEW  JERSEY 

You  will  soon  receive  in  your  mail  a handmade,  four-color 
three-dimensional  figure  of  this  Chinese  Immortal, 
mounted  and  suitable  for  framing. 

/ . 
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BOOKS 

(Continued  from  page  20-A) 

use  in  or  on  the  human  body  for  the  diagnosis,  pre- 
vention or  treatment  of  disease,  whether  or  not  their 
usefulness  has  been  definitely  established.  Descrip- 
tions are  limited  to  individual  drugs  generally 
available  in  the  United  States  that  hav'e  not  been 
included  in  the  Pharmacopeia  of  the  United  States, 
The  National  Formulary,  or  New  and  Nonofficial 
Drugs  for  a prior  cumulative  period  of  20  yeai’s. 

Each  drag  is  described  in  the  forai  of  a mono- 
graph to  provide  the  following  information:  The 

recognized  nonproprietary  name  or  names,  togeth- 
er with  the  commercial  name  or  names  of  prepara- 
tions marketed  in  the  U.S.;  chemical  or  biologic 
identity,  including  pertinent  properties;  actions  and 
uses,  including  comparisons  with  related  drags; 
limitations,  side  effects,  toxicity,  contraindications 
or  precautions;  dosage  and  routes  of  administra- 
tion; preparations  and  their  available  sizes  or 
strengths. 

This  book  contains  considerably  more  informa- 
tion concerning  individual  drags  than  can  be  ob- 
tained by  reference  to  the  “PDR”  (Physicians’  Desk 
Reference  to  Pharmaceutical  Specialties  and  Bio- 
logicals). 

New  and  Nonofficial  Drugs  1960,  evaluated  by 
the  A.M.A.  Council  on  Drags,  published  by  the  J. 
B.  Lippincott  Company  of  Philadelphia.  768  pages. 
$6.00. 

F.M.N. 

The  Month  in  Washington — 

Congress  has  been  warned  against  acting 
on  legislation  to  provide  health  care  of  the 
aged  before  receiving  the  recommendations 
of  next  year’s  White  House  Conference  on 
Aging. 

Rep.  Noah  M.  Mason  (R.,  111.),  ranking 
minority  member  of  the  House  Ways  and 
Means  Committee  which  handles  such  legis- 
lation, put  in  the  Congressional  Record  an 
exchange  of  correspondence  with  former 
Rep.  Robert  W.  Kean  (R.,  N.J.),  Chairman 
of  the  National  Advisory  Committee  super- 
vising preparations  for  the  White  House 
Conference  next  January. 

Rep.  Mason  said  the  correspondence  “re- 
veals the  reason  why  Congress  should  await 
the  results  of  the  Conference.” 

“Let  us  not  waste  the  $2  million  we  have 
already  appropriated  to  bring  thousands  of 
good  minds  together  to  suggest  solutions  to 
problems  of  our  aging  population,”  Rep. 
Mason  said.  “Certainly  we  should  get  the 
benefit  of  their  advice  rather  than  enact 
legislation  in  haste  and  without  proper 
study.” 

Dr.  F.  J.  L.  Blasingame,  Executive  Vice 
President  of  the  American  Medical  Associa- 
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tion,  also  voiced  this  warning  in  a radio  in- 
terview while  he  was  in  Washington  for  con- 
ferences with  White  House  aides  and  Arthur 
S.  Flemming,  Secretary  of  Health,  Educa- 
tion and  Welfare. 

Dr.  Blasingame  said  that  it  would  be 
“neither  practical  nor  realistic”  for  Con- 
gress to  act  on  such  legislation  until  the 
White  House  Conference  and  other  sources 
had  compiled  “more  conclusive  and  com- 
plete information”  on  a nationwide  basis. 

Dr.  Blasingame  and  other  A.M.A.  repre- 
sentatives emphasized  to  President  Eisen- 
hower’s aides  and  Flemming  that  the  med- 
ical profession  is  unalterably  opposed  to  any 
legislation,  such  as  the  Forand  bill,  that 
would  use  the  Social  Security  system  to  pro- 
vide health  care  for  the  aged. 

In  his  letter  to  Mason,  Kean  predicted 
that  “in  all  probability”  most  of  the  White 
House  Conference’s  recommendations  would 
be  for  “state  and  local  activity”  in  dealing 
with  the  problems  of  the  aged.  Kean  said 
that  action  at  the  state  and  local  level 
“seems  most  effective.” 

The  National  Association  of  Manufactur- 
ers charged  in  a pamphlet  that  supporters 
of  Forand-type  legislation  have  exaggerated 
the  health  care  needs  of  the  nation’s  older 
people.  The  N.A.M.  pamphlet  also  said  the 
Forand  bill  was  an  entering  wedge  for  a 
cradle-to-grave  compulsory  health  insurance 
plan. 

Meantime,  supporters  of  the  Forand  bill 
— particularly  the  A.F.L.-C.I.O.,  continued 
an  intensive  pressure  campaign  aimed  at 
Congresional  approval  of  the  legislation  in 
this  national  election  year  when  Congress- 
men are  more  susceptible  to  such  presure. 

Another  Democratic  presidential  hopeful. 
Sen.  Hubert  H.  Humphrey  (D.,  Minn.),  re- 
iterated his  support  for  Forand-type  legisla- 
tion. He  proposed  a six-point  program  for 
aid  for  the  elderly,  including  “an  extension 
of  the  Social  Security  system  to  cover  the 
cost  of  hospital  and  nursing  home  care  for 
senior  citizens.” 

Sen.  John  F.  Kennedy  (D.,  Mass.),  a 
leading  contender  for  the  Democratic  nom- 
ination for  President,  has  introduced  sim- 
ilar, but  even  broader,  legislation. 

Elsewhere  on  the  national  legislative 
front,  prospects  brightened  for  Congression- 
( Continued  on  page  56-A) 


for  today’s 
active  mother 
and  tomorrow’s 
healthy  baby 


Ulvical  Meets  Her  Need 
for  a Complete  Prenatal  Supplement 

Today’s  children  need  attention,  guidance  and 
love.  That  next  baby  needs  attention  too;  nutri- 
tion which  meets  all  of  his  demands  so  that  he  will 
arrive  healthy  and  happy. 

An  active  mother  provided  with  maximum  iron, 
calcium  and  vitamins  during  her  prenatal  waiting 
will  be  healthy  and  happy  too.  Ulvical  provides 
her  with  a maximum  amount  of  iron,  absorbable 
calcium  and  vitamins  in  one  small  sugar  coated 
tablet.  Recommend  Ulvical . . . you’ll  know  they’re 
both  healthy. 


Alore  easily  tolerated . . , 

TETANY  OVERCOME... 

usually  within  24  hours 

OPTIMAL  HEMOGLOBIN  LEVELS 

in  spite  of  sub-ocidity 


ULVICAL,  THE  PREFERRED  PRENATAL  SUPPLEMENT 
IS  NOW  EVEN  BETTER! 


Each  white  sugar  coated  tablet  contains: 


Calcium  Pyrophosphate 

(Ca  150  mg.,  P 120  mg.) 7.5  gr. 

Ferrous  Sulfate,  U.S.P. 

(Fe  38  mg.) 3 gr. 

Vitamin  A 1,500  USP  units 

Vitamin  D,  Natural 

(Irradiated  Ergosterol) 200  USP  units 

Thiamine  Mononitrate  (Bi) 1 mg. 

Riboflavin  (B2) 2 mg. 

Ascorbic  Acid  (C) 1 6.66  mg. 

Alpha  Tocopherol  (E) 2 mg. 


ULMER 


’lw’i.C5£l.] 

NM-460 


THE  ULMER  PH  ARM  ACAL  COMPANY 

1400  HARMON  • MINNEAPOLIS  3,  MINNESOTA 


You-  .ca.n  <^nhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


47-A 


why  wine 
in  digestive 

disorders? 


Although  the  effects  of  wine  on  the 
digestive  system  have  been  discussed 
for  centuries,  it  has  been  only  in  recent 
years  that  many  of  its  physiological 
attributes  have  been  determined. 


WINE  AND  THE  SALIVARY  GLANDS— The  increase  in  salivary  flow  following  a 
moderate  intake  of  wine  is  apparent  almost  immediately,*  such  increase  being 
attributed  to  direct  sensitization  of  secretory  nerve  endings.- 

WINE  AND  GASTRIC  SECRETION— With  a pH  averaging  3.2,  wine  resembles 
gastric  juice  more  closely  than  does  any  other  natural  beverage.  Its  tannins,  organic 
acids  and  salts  of  these  acids  serve  as  buffering  agents  to  maintain  this  pH. 

Relatively  low  in  content  of  alcohol,  table  wine  has  been  found  to  stimulate  gastric 
secretion  and  induce  production  of  gastric  juice  high  in  hydrochloric 
acid,  sodium  chloride,  rennin  and  pepsin.'^ 


WINE  AND  THE  DIGESTIVE  TRACT— With  its  low  concentration  of  alcohol,  wine 
in  moderate  consumption  has  been  found  to  induce  a marked  increase  in 
biliary  flow'.*  This,  together  with  increased  function  of  pancreatic  enzymes,  may 
thus  encourage  better  digestion  of  fatty  foods. 


THEREFORE-IN  THE  TREATMENT  OF  DIGESTIVE  DISORDERS-Wine  is  being 


widely  recommended  in  the  treatment  of  anorexia,  hypochlorhydria  without 
gastritis, mucous  colitis,  spastic  constipation  and  diarrhea,  and  in  digestive  disorders 
stemming  from  emotional  tension  and  anxiety. 

These  and  other  modern  R uses  for  w ine  are  discussed  in  the  bripchure 

“Lses  of  Wine  in  Medical  Practice.”  For  your  free.copy  write— ^VlTne  

Advisory  Board,  717  Market  Street,  San  Francisco  3,  California.  j 


1 . Winsof.  A.  1.  ond  Strongin,  E.  1.:  J.  Exper.  Psychol.  16  589  (1933). 

2.  Beazell,  J.  M.,  ond  Ivy,  A,  C.:  Quort.  J.  Studies  on  Ale.  I.-45  (1940). 

3.  Foroy,  G.,  ond  Weisscnboch,  R.  J.:  Hopitol  25:306  (1937). 

4.  Okodo,  S.:  J.  Physiol.  49.457  (1915). 
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FdPE  SIMIIJILTAMlEdDIUS  nMMlUEJnSiWTIKIDM 
A(Ei^nMST4  lunsffiAvsffisg 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases . . . with  fewer  injections 

Dose:  1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 

TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO.,  INC. 
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The  Month  in  Washington — 

(Continued  from  page  47- A) 
al  passage  this  year  of  a bill  to  permit  physi- 
cians and  other  self-employed  persons  to  set 
aside  money  for  retirement. 

The  Administration,  which  last  year  op- 
posed a bill  with  such  provisions,  appeared 
in  mid-March  to  be  ready  to  support  it  with 
modifications. 

The  Administration  shift  improved  the  al- 
ready favorable  odds  that  both  the  Senate 
Finance  Committee,  where  a House-ap- 
proved bill  was  pending,  and  the  Senate 
would  approve  such  legislation  this  session. 

The  issue  of  generic  names  vs.  trade 
names  in  doctors’  prescriptions  came  to  the 
forefront  in  the  Senate  Monopoly  Subcom- 
mittee’s investigation  of  the  drug  industry. 

Dr.  Austin  Smith,  President  of  the  Phar- 
maceutical Manufacturers  Association,  testi- 
fied at  a Subcommittee  hearing  that  “behind 
brand  names  lie  the  reputation,  reliability 
and  skill  of  the  manufacturer.’’  He  said  use 
of  generic  terms  would  restrict  a physician’s 
choice  as  to  drugs  and  would  transfer  some 
(Continued  on  page  60-A) 
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‘‘Prolonged  periods  of  achlorhydria"  after  10  mg.  oxyphencyclimine  q.  12  h.* 

MEAN  GRAPH  OF  GASTRIC  ACIDITY  IN  4 PATIENTS  RECEIVING 
COMPLETE  THERAPEUTIC  REGIMEN  • 24-HOUR  STUDY 


Clinical  Diagnosis:  Peptic  Ulcer-Gastritis-Gastro- 
enteritis—Colitis— Functional  Bowel  Syndrome  — Duo- 
denitis—Hiatus  Hernia  (symptomatic)— Irritable  Bowel 
Syndrome— Pylorospasm— Cardiospasm  — Biliary  Tract 
Dysfunctions  — and  Dysmenorrhea. 

Clinical  Results:  Effective  in  over  92%  of  cases. 

As  for  Safety:  “Side  reactions  were  uncommon,  usu- 
ally no  more  than  dryness  of  the  mouth ”* 


Each  ENARAX  tablet  contains: 


Oxyphencyclimine  HCI 10  mg. 

Hydroxyzine  (ATARAX®) 25  mg. 


Dosage:  One-half  to  one  tablet  twice  daily  — preferably  in 
the  morning  and  before  retiring.  The  maintenance  dose 
should  be  adjusted  according  to  therapeutic  response. 
Use  with  caution  in  patients  with  prostatic  hypertrophy 
and  with  ophthalmological  supervision  only  in  glaucoma. 
Supplied:  In  bottles  of  60  black-and-white  scored  tablets. 
References:  1.  McHardy,  G.,  et  al.:  J.  Louisiana  M.  Soc. 
111:290  (Aug.)  1959.  2.  Steigmann,  F.:  Study  conducted 
at  Cook  County  Hospital,  Chicago,  Illinois,  in  press.  3. 
Kemp,  J.  A.:  Antibiotic  Med.  & Clin.  Therapy  S:534  (Sept.) 
1959.  4.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959. 
5.  Data  in  Roerig  Medical  Department  files. 
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The  Month  in  Washington — 

(Continued  from  page  56-A) 
of  the  physician’s  responsibility  to  the  phar- 
macist. 

“By  brand  name  prescription,  the  doctor 
orders  for  a patient  a specific  product  in 
which  he  has  absolute  knowledge  of  qual- 
ity, purity  and  any  side  effects  that  might 
have  importance  for  a particular  patient,” 
Dr.  Smith  said. 

Dr.  R.  B.  Robins  of  Camden,  Ark.,  who 
accompanied  Smith  at  the  hearing,  submit- 
ted a similar  statement.  He  said  he  used 
trade  names  because:  “It  is  simpler  to  write 
such  a prescription  and  I can  be  assured 
that  no  substitution  will  be  made  by  the 
druggist  — this  assures  me  that  the  patient 
will  get  top  quality.” 

Dr.  Robins  appeared  before  the  Subcom- 
mittee as  a private  practicing  physician  and 
not  in  his  capacity  as  a member  of  the 
A.iM.A.  Board  of  Trustees. 

Despite  this  testimony.  Sen.  Estes  Ke- 
fauver  (D.,  Tenn.),  the  Chairman  of  the 
Subcommittee,  said  he  hoped  physicians 
would  give  “serious  thought”  to  use  of  ge- 


neric terms.  He  contended  that  doctors 
thus  could  bring  down  drug  prices  by  open- 
ing the  way  for  small  manufacturers  to  give 
the  major  companies  “some  good,  honest, 
old-fashioned  price  competition.” 

President  Eisenhower’s  Conference  on 
Occupational  Safety  urged  stronger  x-ray 
legislation  by  the  states  with  an  aim  of  pro- 
tecting consumers  and  workers  against  too 
much  radiation. 

The  three  day  Conference  also  said  there 
is  need  “for  effective  educational  programs 
to  reduce  both  consumer  and  occupational 
exposure  to  x-rays  used  for  diagnosis  and 
therapy,  x-ray  installations  in  industry  for 
product  control  and  related  purposes  and 
various  x-ray  devices,  such  as  shoe-fitting 
fluoroscopes.” 

The  Conference  also  recommended  inten- 
sive efforts  to  develop  better  ways  of  deter- 
mining safe  exposure  levels  of  radiation. 
(From  A.iM.A.  Washington  Office). 

NOTICE  TO  ALL  CONT'RIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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Tofranil* 

brand  of  imipramine  HCl 


In  the  treacinent  of  depression 
Tofranil  has  established  the  remark- 
able record  of  producing  remission 
or  improvement  in  approximately 
80  per  cent  of  cases. 

Tofranil  is  well  tolerated  in  usage— 
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hospital  practice— is  administrable 
by  either  oral  or  intramuscular  routes. 
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in  80  per  cent  of  cases 
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ONE  OF  14  UNITS 


Current  Comment 

BOOKS 

Six  new  books  have  been  received  this  past  month 
by  your  Book  Review  Editor.  The  firet  of  these, 
NEUROSURGERY,  Volume  2,  is  the  most  recently 
published  volume  in  the  series  of  the  official  His- 
tory of  the  Medical  Department,  U.S.  AiTny,  in 
World  War  2.  This  volume  deals  with  injuries  of 
the  spinal  cord  and  the  peripheral  neiwes.  The 
first  volume,  published  about  a year  ago,  dealt  with 
the  evolution  of  the  broad  aspects  of  neurosurgical 
policies  and  with  head  injuries.  These  two  books 
have  been  edited  by  two  distinguished  neuro- 
surgeons R.  Glen  Spurling,  M.D.,  Professor  of  Neu- 
rosurgery at  the  University  of  Louisrille  School 
of  Medicine,  and  Barnes  Woodhall,  M.D.,  Pi'ofessor 
and  Chairman  of  the  Division  of  Neurosurgery  at 
the  Duke  University  School  of  Medicine.  In  addi- 
tion to  their  own  contributions,  the  editors  have 
been  supported  by  eighteen  other  authors,  all  of 
whom  are  outstanding  authorities  in  their  special- 
ized fields.  Included  in  the  discussion  of  head  in- 
juries in  V'olume  1 are  the  following: 

1.  management  of  acute  craniocerebral  injuries 
due  to  missiles 

2.  penetrating  wounds  of  the  cerebral  ventricles 

.‘1.  blast  concussion  and  cerebral  injuries  due  to 

explosion  waves 

4.  clinicopathologic  aspects  of  fatal  missile- 
caused  craniocerebral  injuries 

5.  cranioplasty 

6.  post-traumatic  epilepsy 


7.  speech  disorders  resulting  from  gunshot 
wounds  of  the  head  and  neck 

8.  infections  following  gunshot  wounds  of  the 
brain 

Included  in  Volume  2 is  a discussion  of  the  spinal 
cord  injuries  during  and  after  Woi’ld  War  2,  which 
management  is  among  the  more  brilliant  accom- 
plishments of  the  medical  department.  It  is  an 
example  of  both  the  good  medicine  and  the  com- 
passionate undei-standing  of  men  who  otherwise 
would  have  been  bedridden  individuals  all  of  their 
lives  if,  indeed,  they  had  not  died.  Also  discussed 
is  the  management  of  peripheral  neiwe  injuries. 
The  advances  made  in  the  care  of  these  injuries  is 
a striking  improvement  over  the  experience  in 
World  War  1.  Neiwe  I'epair  within  21  to  90  days 
after  wounding  restored  to  functional  usefulness 
countless  extremities  which  otherwise  would  have 
been  hopelessly  crippled. 

These  two  volumes  contain  a wealth  of  clinical 
infonnation  which  is  useful  today  in  peacetime 
neurosurgery.  Numerous  illustrations,  colored 
plates,  tables,  and  a comprehensive  index  are  in- 
cluded. These  books  may  be  purchased  from  the 
Superintendent  of  Documents,  Washington  25,  D.C. 

NEUROSURGERY,  Volume  1,  edited  by 
Colonel  John  Boyd  Coates,  Jr.,  M.C.,  R.  Glen 
Spurling,  M.D.,  and  Baimes  Woodhall,  M.D., 
published  in  1958,  466  pages,  $5.00. 

NEUROSURGERY,  Volume  2,  published  in 
1959,  705  pages,  $7.00. 

An  extremely  valuable  reference  book  for  the 
(Continued  on  page  30- A) 
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51  to  49... it’s  a boy! 


94  to  6 BONADOXIN’stops  morning  sickness 


When  she  asks  “Doctor,  what  will  it 
be?”  you  can  either  flip  a coin  or  point 
out  that  51.25%  births  are  male.’  But 
when  she  mentions  morning  sickness, 
your  course  is  clear:  bonadoxin. 

For,  in  a series  of  766  cases  of  morning 
sickness,  seven  investigators  report  ex- 
cellent to  good  results  in  94%.^  More 
than  60  million  of  these  tiny  tablets 
have  l)een  taken.  The  formula:  25  mg. 
Meclizine  HCl  (for  antinauseant  ac- 
tion) and  50  mg.  Pyridoxine  HCl  (for 


metabolic  replacement).  Just  one  tablet 
the  night  before  is  usually  enough. 

BONADOXIN  — DROPS  and  Tablets— are 
also  effective  in  infant  colic,  motion 
sickness,  labyrinthitis,  Meniere’s  syn- 
drome and  for  relieving  the  nausea  and 
vomiting  associated  with  anesthesia  and 
radiation  sickness.  See  pdr  p.  795. 

1.  Projection  from  Vital  Statistics.  U.S.  Govern- 
ment Dept.  HEV',  Vol.  48,  No.  14,  1958,  p.  398. 

2.  Moclell,  W. : Drugs  of  Choice  1958-1959,  St.  Louis, 
C.  V.  Mosby  Company,  1958,  p.  347. 
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(Continued  from  page  16-A) 

practicing  physician,  the  medical  student,  the  pub- 
lic health  physician,  and  the  nursing  pi-ofession  as 
well,  is  the  current  edition  of  COMMUNICABLE 
AND  INFECTIOUS  DISEASES  (Diaposis,  Pre- 
vention, Treatment)  written  by  Franklin  H.  Topp. 
M.D.,  Director  of  the  University  Department  of 
Health,  State  University  of  Iowa,  assisted  by  21 
collaborators.  This  volume  deals  with  the  general 
considerations  applicable  to  all  communicable  dis- 
eases, and  also  with  the  various  disease  entities  con- 
sidered individually.  Sub-chapter  headings  include 
synonyms,  definition,  history,  a discussion  of  the 
infectious  agent,  epidemiology,  immunity,  pathol- 
ogy, symptoms,  laboratory  findings.  X-ray  findings, 
diagnosis,  complications,  prognosis  treatment,  nurs- 
ing care,  prevention  and  control. 

Although  this  book  gives  comprehensive  coverage 
to  each  disease,  it  is  organized  so  as  to  be  a handy 
reference  for  all  pei'sons  whose  professional  duties 
necessitate  contact  with  communicable  diseases  or 
infestations.  The  author  and  his  collaborators  ai'e 
authorities  in  their  respective  fields.  Charts  and 
illustrations  (both  black  and  white,  and  colored) 
are  numerous  and  add  to  the  value  of  this  book. 

COMMUNICABLE  AND  INFECTIOUS  DIS- 
EASES, edited  by  Franklin  H.  Top,  M D.,  pub- 
lished in  March,  1960  by  The  C.  V.  Mosby  Com- 
pany of  St.  Louis.  812  pages,  $20.00. 

The  CIBA  FOUNDATION  Study  Group  No.  3 
has  published  its  collection  of  papers  dealing  with 
CANCER  OF  THE  CERVIX,  Diagnosis  of  Early 


Forms.  This  study  group  of  international  author- 
ities met  May  8,  1959,  and  this  book  includes  each 
paper  read,  and  also  the  discussion  that  followed. 
Cancer  of  the  ceiwix  is  a challenge  to  all  who  prac- 
tice gynecology.  This  disease  is  now  being  de- 
tected in  women  of  20  to  30  years  of  age,  and  cyto- 
logical  screening  is  now  been  suggested  for  rou- 
tine use  in  all  antenatal  clinics.  Papers  given  at 
the  above-mentioned  symposium,  and  reprinted  in 
this  book  include  the  following; 

1.  Definition  and  classification  of  the  so-called 
carcinoma  in  situ 

2.  Histopathological  problems  concerning  the 
early  diagnosis  of  carcinoma  of  the  cenix 

3.  Chromosomal  and  cytoplasmic  cytopathology 
of  intraepithelial  squamous-cell  epithelioma  of 
the  ceiwix  uteri  (optical  and  elctron  micro- 
scopy) 

4.  Vaginal  fluid  beta-glucuronidase  in  relation 
to  cancer  of  the  ceiwix 

5.  The  moi-phological  changes  of  the  ceiwix  uteri 
with  age,  and  their  significance  in  the  early 
diagnosis  of  carcinoma 

6.  Carcinoma  in  situ  of  the  cendx.  The  prob- 
lems of  detection  and  evaluation  in  regard  to 
therapy. 

7.  Atypical  hyperplasia  of  the  endometrium,  with 
an  attempted  definition  of  Stage  0 carcinoma 
coi"poris  uteri. 

CANCER  OF  THE  CERVIX,  Diaposis  of 

Early  Forms,  by  the  Ciba  Foundation  Study 

Group  No.  3,  published  in  March,  1960  by 
(Continued  on  page  38- A) 


30-A 


You  CHI>  enhance  the  value  of  your  own  .Journal  by  patronizinK  its  advertisers 


fOSSIDEH  THESE  0 IM/>ORTA.\T  TIIERAEEUTIC  ATTRIBUTES  ()E 

♦ t 

TM 


putassium  phenetiurillin  (POTASSIUM  PK.\U:iLLIN-ir,i) 


J XriBIOTK’ 
JCT/V/TY 
DIHBCTLY 
PBOPOirrioxAL 
TO  OPAL  DOSP 


PPDPCEI) 

PA  TP  OF 
IXA('TIVATIOS 
PY  STAPH 
PPXKOLLIXASP 


SOME  STAPH 
ST  PA  E\S  MOPE 
SEXS/TI  VE  TO 
SYXCILUX 
/X  vrrpo 


^ ^ ^ ^ ^ ^ ^ *S*  ^ *i*  *i*  ^ 

* 

* 

* 

❖ 

* 


l—i»*i»*H**H»4**i»4 

* 


REPRINTS 


OF  YOUR 


Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Service 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 
Letterheads  - Statements 
Envelopes  • Office  Forms 
Quality  Printing  at  the  Right  Price 


*5*  *j»  < 


The  Neurological  Hospital 

262.1  West  Paseo 
KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


BRACES  and  ORTHOPEDIC 
APPLIANCES 

PROMPT  SERVICE  measure 

'"'shoFcorrecto  a specialty 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  GR  7-3773 


BOOKS 

(Continued  from  page  30- A) 

Little,  Brown  and  Company  of  Boston.  114 
pages,  $2.50. 

Volume  5 of  the  CIBA  FOUNDATION’S  Collo- 
quia  on  Ageing,  entitled  THE  LIFHSPAN  OF  ANI- 
MALS, was  received  for  review.  In  recent  years, 
almost  no  other  subject  in  the  field  of  medicine 
has  come  to  the  forefront  as  prominently  as  age- 
ing. The  volume  contains  the  proceedings  of  the 
fifth  colloquium  in  this  fascinating  series  sponsored 
by  the  Ciba  Foundation.  In  this,  the  last  vo’ume 
of  the  series,  twenty-seven  contributoi-s  drawn  from 
all  parts  of  the  woi'ld  consider  the  problems  of 
ageing  as  they  relate  to  the  lifespan  of  animals. 
Among  the  many  topics  considered  are: 

1.  Actuarial  Aspects  of  Human  Lifespans 

2.  Parental  Age  Effects  on  Man 

3.  Onset  of  Disease  and  the  Longevity  of  Rat 
and  Man 

4.  Arteriosclerosis  in  Birds 

5.  Factors  Influencing  the  Lifespan  of  Bees 

6.  The  Biology  of  Ageing  in  Insects 

7.  Lifespan  of  Cattle  and  Hoi-ses  under  Various 
Climatic  Conditions 

8.  Lifespans  of  Mammalian  and  Bird  Popula- 
tions in  Nature 

9.  Physiological  Changes  Accompanying  Ageing 
in  Fishes 

THE  LIFESPAN  OF  ANIMALS,  Volume  5 
of  the  Colloquia  on  Ageing,  by  the  Ciba  Foun- 
dation, published  in  March,  1960  by  Little, 
Brown  and  Company  of  Boston.  324  pages, 
$9.50. 

It  should  be  noted  that  Volume  5 (above)  con- 
tains cumulative  author  and  subject  indexes  to 
Volumes  1 through  5.  Previous  volumes  have  been 
reviewed  in  this  Journal  and  include: 

1.  Volume  1— GENERAL  ASPECTS  ($6.75). 

2.  Volume  2— AGEING  IN  TRANSIENT  TIS- 
SUES ($6.75). 

3.  Volume  3— M ETHODOLOGY  OF  THE 
STUDY  OF  AGEING  ($6.50). 

4.  Volume  4— WATER  AND  ELECTROLYTE 
METAGOLISM  IN  RELATION  TO  AGE 
AND  SEX  ($8.50). 

Another  valuable  contribution  to  medical  science 
is  the  book  entitled  BIOCHEMISTRY  OF  HUMAN 
GENETICS.  This  valuable  symposium  on  human 
biochemical  genetics  was  initiated  by  Professor 
Mantalenti  of  the  Institute  of  Genetics,  University 
of  Naples,  on  behalf  of  his  own  department  and 
the  International  Union  of  Biological  Sciences,  and 
has  been  sponsored  by  the  CIBA  FOUNDATION. 
Twenty-nine  participants  from  all  parts  of  the  world 
have  contributed  to  this  symposium,  and  their  pa- 
pers include  the  following: 

1.  Genetical  Analysis  in  Man 

2.  Biochemical  Genetics  as  Illustrated  by  Her- 
editary' Galactosemia 

3.  Cholinesterase  Types 

4.  The  Genetical  Control  of  Protein  Stmcture: 
the  Abnoraial  Human  Hemoglobins 

(Continued  on  page  40- A) 
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(Continued  from  page  38- A) 

5.  Genetics  of  the  Plasma  Protein  Variants 

6.  Hereditary  Gamma  Globulin  Groups  in  Man 

7.  Immunogenetics 

8.  The  Mechanism  of  Gene  Action 

9.  Panel  Discussion  of  the  Approach  by  Tissue 
Culture 

BIOCHEMISTRY  OF  HUMAN  ASPECTS, 
by  the  Ciba  Foundation,  published  in  March, 
1960  by  Little,  Bro^^'n  and  Company  of  Bos- 
ton. 347  pages,  $9.50. 

Perhaps  the  most  interesting  of  all  books  re- 
ceived this  past  month,  at  least  to  this  observer,  is 
the  volume  entitled  SIGNIFICANT  TRENDS  IN 
MEDICAL  RESEARCH.  This  book,  the  fiftieth 
in  the  series  of  Ciba  Foundation  Symposia  and  Col- 
loquia,  contains  the  proceedings  of  the  foundation’s 
Tenth  Anniversaiy  Symposium.  The  foundation 
proposed  that  speakers  choose  for  discussion  the 
distinctive  advances  in  research,  over  the  ten-year 
period,  which  they  believe  will  be  most  significant 
in  the  future.  The  sjnnposium  offered  each  of  its 
participants  — all  eminent  international  scientists, 
seven  of  them  Nobel  Laureates  — freedom  to  say 
exactly  what  he  wanted,  to  look  back  and  to  look 
forward,  and  to  indulge  in  speculation  on  many 
points.  Papers  include  the  following: 

1.  Molecular  Stmcture  in  Relation  to  Biology 
and  Medicine 

2.  Chemical  Basis  of  Vinis  Multiplication 

3.  Genetics  and  Medicine 

4.  Ten  Years  of  General  Neurophysiology 

5.  The  Nature  and  Mechanism  of  Action  of 
HoiTuones 

6.  Metabolic  Problems  Involving  the  Pancreas, 
Choline,  Insulin  and  Glucagon 

7.  Malignant  Transformation:  Its  Mechanisms 
and  Nature 

8.  Research  in  Chronic  Pulmonary  Disease 

9.  Research  in  Clinical  Nuti’ition 
Undoubtedly,  this  exciting  volume  will  be  one 

of  the  most  memorable  books  published  this  year. 

SIGNIFICANT  TRENDS  IN  MEDICAL  RE- 
SEARCH, by  the  Ciba  Foundation,  published  in 
March,  1960  by  Little,  Brown  and  Company  of 
Boston.  356  pages,  $9.50. 

Editor’s  Note:  The  Ciba  Foundation,  London,  is 

an  educational  and  scientific  charity  founded  in 
1947.  Its  trustees,  who  are  wholly  responsible  for 
its  administi'ation,  are  Lord  Adrian,  O.M.,  P.R.S., 
Loid  Beveridge,  K.C.B.,  F.B.A.,  Sir  George  Lloyd- 
Jacob,  Sir  Raymond  Needham,  Q C.,  and  Sir  Rus- 
sell Brain,  Bt.  The  financial  support  is  provided 
by  the  world-wide  chemical  and  pharmaceutical 
firm  which  has  its  headquarters  in  Basle,  Switzer- 
land. The  Ciba  Foundation  is  an  international  cen- 
ter where  scientists  are  encouraged  to  meet  in- 
formally to  exchange  facts  and  ideas,  mainly  at  in- 
ternational symposia,  each  lasting  two  to  four  days, 
and  of  which  there  are  five  or  six  each  year.  The 
proceedings  of  these  conferences  are  issued  with  a 
minimum  of  editing  in  order  to  pass  on  to  a wider 
audience  the  information  and  lively  speculations  in 
the  chosen  field  of  outstanding  workers  from  many 
countries.  (F.M.  Nebe). 
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Current  Comment 

The  Month  in  Washington — 

Defeat  of  the  Forand  bill  in  the  House 
Ways  and  Means  Committee  highlighted  de- 
velopments on  the  issue  of  legislation  to  pro- 
vide more  Federal  health  care  for  the  aged. 

The  Committee  voted  17  to  8 on  March 
31  to  shelve  the  Forand  bill  which  would 
increase  Social  Security  taxes  to  provide 
surgical  benefits  and  limited  hospitalization 
and  nursing  home  care  for  Social  Security 
beneficiaries,  except  the  disabled. 

However,  the  issue  remained  very  much 
alive. 

The  Eisenhower  Administration  and  Con- 
gressmen were  separately  considering  vari- 
ous alternative  proposals  to  provide  addi- 
tional health  care  for  the  aged,  but  outside 
the  Social  Security  system.  And  the  action 
of  the  House  Committee  did  not  rule  out 
the  possibility  of  Forand-type  legislation 
being  brought  up  in  the  Senate  later  this 
session. 

The  House  Committee  vote  against  the 
Forand  bill  came  during  the  drafting  of  an 


omnibus  measure  of  revisions  in  the  Social 
Security  program.  The  Committee  voted 
tentatively  to  bring  physicians  under  Social 
Security. 

The  Committee  also  favored  elimination 
of  the  requirement  that  a disabled  person 
must  be  50  years  or  older  to  be  eligible  for 
Social  Security  payments. 

Arthur  S.  Flemming,  Secretary  of  Health, 
Education  and  Welfare,  said  the  Adminis- 
tration was  considering  a plan  for  Federal 
payments  to  the  states  to  help  needy  old 
persons  buy  private  health  insurance  on  a 
voluntary  basis.  He  said  he  hoped  the  plan 
would  be  ready  for  submission  to  Congress 
by  late  April. 

Sen.  Jacob  K.  Javits  (R.,  N.Y.)  and  sev- 
en other  Republican  Senators  introduced 
similar  legislation  in  the  Senate.  The  bill 
called  for  the  Federal  government  and  states 
jointly  putting  up  about  $1  billion  a year  to 
help  persons  65  years  and  older,  and  their 
spouses,  to  buy  private  health  insurance. 
The  coverage  would  include  physicians’  care 
in  home  and  office,  diagnostic  services,  hos- 
pitalization and  nursing  home  care. 

(Continued  on  page  45-A) 
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Advertisements  in  this  colmun  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  precedine  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
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advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  SALE  — Surgical  insti-uments  and  other 
surgical  equipment.  Contact:  C.  D.  Williams,  M.D., 
Genoa,  Nebraska. 

PLATTE  VALLEY  — Active  practice  in  a thriv- 
ing community.  Gross  $35,000  to  $40,000  per  year. 
Clinic  building  furnished  by  town.  Nominal  rent. 
Completely  equipped.  Present  physician  leaving  for 
residency.  Contact  Nebraska  State  Medical  Journal, 
Box  15,  1315  Sharp  Building,  Lincoln  8,  Nebraska. 

FOR  SALE  — Seven  units  of  six  drawer  Rem- 
ington-Rand Kompakt  files  814x11".  These  files 
are  in  excellent  condition.  They  will  be  available 
in  June  1960,  and  will  be  sold  either  separately  or 
as  a complete  unit.  Write  Box  19,  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln,  Nebr. 


PHYSICIAN  WANTED  — For  active  general 
practice  in  Kenesaw,  Nebraska.  Present  physician 
moving  to  Hastings,  Nebraska  to  associate  in  an 
obstetrics  and  pediatrics  practice.  Contact  R.  L. 
Mastin,  M.D.,  Kenesaw,  Nebraska. 


WANTED  — General  practitioner  for  association, 
large  practice  central  Nebraska.  Write  all  particu- 
lars in  first  letter  regarding  age,  qualifications, 
experience,  and  availability.  Good  income.  Write 
Box  17,  Nebraska  State  Medical  Journal,  1315 
Sharp  Building,  Lincoln,  Nebraska. 


FOR  SALE  — Office,  diagnostic  and  surgical 
equipment.  Excellent  quality  and  recently  pur- 
chased. Good  opportunity  if  equipping  a new 
office.  Terms  if  needed.  Write  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln,  Ne- 
braska, Box  20. 


NEBRASKA— EAST  CENTRAI^  General  prac- 
tice wdth  surgery;  rural;  gross  $35,000-$40,000  an- 
nually; nine  years  active  practice;  open  staff  hos- 
pital; air-conditioned  medical  office  building  with 
complete  equipment — EKG,  BMR,  x-ray,  etc.;  pur- 
chase on  terms  or  lease;  home  available,  leaving  to 
specialize.  Wrie  Box  18,  Nebraska  State  Medical 
Journal,  1315  Shai-p  Building,  Lincoln,  Nebraska. 
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las. Sarpy. 

Second  District : Councilor ; R.  E. 

Garlinghouse,  Lincoln.  Counties: 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor;  Harvey 
Runty,  DeWitt.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
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Sixth  District:  Councilor;  B.  N. 

Greenberg,  York.  Counties : 
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Nuss,  Sutton.  Counties:  Saline, 

Clay.  Fillmore,  Nuckolls,  Thay- 
er. Jefferson. 

Eighth  District:  Councilor;  Wilber 
E.  Johnson.  Valentine.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sherman.  Boyd. 

Ninth  District  Councilor:  R.  S. 

W.vcoff.  Lexington.  Counties: 
Hall,  Custer.  Valley.  Greeley. 
Sherman.  Howard.  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine.  Wheeler.  Loup,  Garfield. 
Tenth  District:  Councilor:  O.  A. 
Kostal,  Hastings.  Counties:  Gos- 
per. Phelps,  Adams.  Furnas, 
Harlan,  Franklin.  Webster.  Kear- 
ney. Red  Willow.  Chase,  Fron- 
tier, Dundy.  Hitchcock. 

Eleventh  District:  Councilor:  H.  L. 
Clarke,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith.  McPher- 
son, Garden,  Arthur,  Logan. 
Deuel. 

Twelfth  District:  Councilor:  R.  J. 
Morgan,  Alliance.  Counties : 
Scotts  Bluff,  Banner.  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux. 
Dawes. 
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COUNTY 


PRESIDENT 


SECRETARY 


.-Robert  Mastin,  Kenesaw 
— Robert  H.  We.stfall.  Albion 
— F.  P.  Sucgang,  Alliance 


Adams  (10) G.  A.  Kuehn,  Hastings 

Boone  (5) Roy  J.  Smith,  Albion 

Box  Butte  (12) E.  A.  McNulty,  Alliance 

Buffalo  (9) 

Burt  (5) T.  Allen,  Tekamah R.  H.  Tibbels,  Oakland 

Butler  (6) W.  C.  Niehaus.  David  City J.  E .Kaufmann.  David  City 

Cass  (2) H.  Worthman,  Louisville R.  R.  Andersen.  Nehawka 

Ced.-Dix.-Dak.-Th.-Wayne  ( 4 ) Wm.  E.  Reynolds.  Laure' L.  T.  Gathman.  So.  Sioux  City 

Cheyenne-Kimball-Deuel  (12)_Tohn  E.  Hartsaw,  Chappell Robert  E.  Benner,  Sidney 

Clay  (7) R.  G.  Gelwick.  Sutton H.  V,  Nuss.  Sutton 

Colfax  (5) Merlin  L.  Sucha.  Schuyler W.  J.  Kavan,  Clarkson 

Custer  (9) M.  L.  Chaloupka,  Callaway Theo.  Koefoot.  Jr.,  Broken  Bow 

Dawson  (9) J.  V.  Scholz,  Cozad R.  A.  Sitorius,  Cozad 

Dodge  (5) Alexander  T.  Harvey,  Fremont-George  J.  Millet.  Fremont 

Fillmore  (7) V.  S.  Lynn.  Geneva C.  F.  Ashby.  Geneva 

Franklin  (10) W.  A.  Doering.  Franklin C.  J.  Thomas.  Franklin 

Four  County  (9) Robert  Fox.  Spalding Ben  R.  Meckel,  Burwell 

Gage  (3) Daniel  P.  McCleer>’.  Beatrice C.  T.  Frerichs.  Beatrice 

Garden-Keith-Perkin  5 (11)._E.  R.  Colglazier.  Grant R.  C.  Chase.  Ogallala 

Hall  (9) Elroy  A.  Brugh.  Grand  Islan J__Robert  R.  Geer.  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) K.  C.  McGrew.  Orleans J.  S.  Long.  Alma 

Holt  & Northwest  (8) Joseph  David.  Lynch Robert  W.  Waters.  O’Neill 

Howard  (9) E.  Howard  Reeves.  Scotia E.  C.  Hanisch.  St.  Paul 

Jefferson  (7) Wm.  P.  Yoachim,  Fairbur>- K.  J.  Kenney.  Fairbur>' 

Johnson  (3) John  C.  Schutz.  Tecumseh Ralph  Paul,  Sterling 

Lancaster  (2) Paul  M.  Bancroft.  Lincoln Forrest  I.  Rose,  Lincoln 

Lincoln  (11) Robt.  Ziegler,  North  Platte Bruce  Claussen.  North  Platte 

Madison  Six  (4) Wm.  H.  Berrick,  Madison Pauline  K.  Slaughter.  Norfolk 

Merrick  (5) E.  T.  Zikmund,  Central  City Kenneth  Treptow.  Central  City 

Nance  (5) K.  R.  Dalton,  Genoa J.  C.  Maly.  FMllerton 

Nemaha  (3) Paul  M.  Scott.  Auburn _F.  M.  Tushla.  Auburn 

Northwest  Nebraska  (8) Ben  Bishop.  Crawford S.  R.  Rathbun.  Crawford 

Nuckolls  (7) Arnold  I.  Webman,  Superior — Claude  T.  Mason,  Superior 

Omaha-Douglas  (1) Biarl  A.  Connolly.  Omaha E.  K.  Connors.  Omaha 

Otoe  (2) R.  C.  Fenstermacher.  Nebr.  City_.C.  R.  Williams.  Syracuse 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City.H.  C.  Stewart.  Pawnee  City 

Phelps  (10) Evald  Prems,  Holdrege Wm.  S.  Bivens.  Holdrege 

Platte  (5) W.  R.  Miller,  Columbus C.  A.  Medlar,  Columbus 

Polk  (6) C.  L.  Anderson.  Stromsburg H.  S.  Eklund,  Osceola 

Richardson  (3) W.  V.  Glenn,  Falls  City Harlan  S.  Heim.  Humboldt 

Saline  (7) L.  W'.  Forney.  Crete R.  W.  Homan.  Crete 

Saunders  (6) E.  J.  Hinrichs,  Wahoo John  E.  Hansen.  Jr.,  Wahoo 

Scotts  Bluff  (12) Otho  Brown.  Scottsbluff Harold  Gentr>\  Gering 

Seward  (6) W\  Ray  Hill,  Seward Coll  Kamprath,  Utica 

Southwest  Nebraska  (10) Br>’ce  G.  Shopp.  Imperial L.  E.  Dickinson.  Jr..  McCook 

'lliayer  (7) F.  A.  Mountford.  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) Walter  Goehring.  Blair C.  D.  Howard.  Blair 

York  (6) J.  S.  Bell,  York B.  N.  Greenberg,  York 
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The  Month  in  Washington — 

(Continued  from  page  43-A) 

Another  plan  being  considered  by  some 
other  members  of  Congress  would  broaden 
the  Federal-State  public  assistance  program 
to  provide  more  health  care  for  needy  older 
persons. 

Both  President  Eisenhower  and  Vice  Pres- 
ident Nixon  reiterated  their  opposition  to 
any  compulsory  health  plan  such  as  the  For- 
and  bill.  The  President  told  a news  confer- 
ence that  such  steps  would  be  a definite 
step  toward  socialized  medicine.  He  pro- 
posed that  medical  care  for  the  aged  be  im- 
proved through  further  development  of  vol- 
untary health  insurance  programs. 

Vice  President  Nixon  gave  his  position  in 
a letter  to  physicians  who  had  communicated 
with  him  about  the  matter. 

“The  Vice  President,  throughout  his  ca- 
reer as  a public  official,  has  consistently  op- 
posed and  will  continue  to  oppose  any  com- 
pulsory health  insurance  program,”  the  let- 
ter said.  “This,  of  course,  includes  the  For- 
and  bill  . . .” 

“He  believes  that  the  best  way  to  handle 
the  problem  of  people  over  65  who  do  not 


have  and  cannot  afford  health  insurance  is 
through  a program  which  will  enable  those 
who  desire  to  do  so  to  purchase  health  in- 
surance on  a voluntary  basis.” 

On  the  other  side,  three  candidates  for 
the  Democratic  nomination  for  President — 
Sens.  John  F.  Kennedy  (Mass.),  Hubert  H. 
Humphrey  (Minn.),  and  Stuart  Symington 
(Mo.)  — said  they  would  push  for  passage 
of  Forand-type  legislation. 

The  A.F.L.-C.I.O.  continued  its  all-out 
campaign  in  support  of  the  Forand  bill. 
Leaders  of  the  labor  union  repeatedly  at- 
tacked the  American  Medical  Association 
for  opposing  the  bill. 

One  of  the  attacks  prompted  Dr.  Louis 
M.  Orr,  Florida,  to  protest  in  a letter  to 
A.F.L.  - C.I.O.  President  George  M e a n y 
against  the  union’s  “deliberate  distortions 
of  the  truth,  perversions  of  the  truth,  and 
outright  untruths.” 

Dr.  Orr  charged  that  allegations  in  a po- 
litical memorandum  of  the  A.F.L.-C.T.O.’s 
Committee  on  Political  Education  (COPE) 
“not  only  . . . attempt  to  impugn  the  mo- 
tives and  competence  of  the  nation’s  physi- 
( Continued  on  page  52- A) 
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Gilmour-Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 
Phone  ID  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablisbed  1927 


We 


Splint  & Brace 
SHOP . . . 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 


Braces,  Belts 
and 

Artificial  Limbs 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


4 

Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 


1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


^octon  sJ 
Q0UX6Q 


“Today,  gentlemen,  we’ll  take  up  the  ‘wrinkles 
of  concern  in  the  brow,  the  sympathetic  and  undei'- 
standing  look’.’’ 
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Triaminic 


...relief  from  pollen  allergies 

more  complete  than  antihistamines  alone... more  thorough  than  nose  drops  or  sprays 

The  miseries  of  respiratory  allergy  can  be  relieved  so  effectively 
with  Triaminicd’®  Triaminic  contains  two  antihistamines  plus 
the  decongestant,  phenylpropanolamine,  to  help  shrink  the  en- 
gorged capillaries,  reduce  congestion  and  bring  relief  from  rhin- 
orrhea  and  sinusitisd  Oral  administration  distributes  medication 
to  all  respiratory  membranes  without  risk  of  “nose  drop  addic- 
tion” or  rebound  congestion. 

Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCI  50  mg. 

Pheniramine  maleate  25  mg, 

Pyrilamine  maleate 25  mg. 


also  available; 

TRIAMINIC  JUVELETS®  '/2  the  formulation  of  the  Triaminic  Tablet  with  timed-release  action. 
TRIAMINIC  SYRUP  each  teaspoonful  (5  ml.)  provides  Va  the  formulation  of  the  Triaminic  Tablet. 


Relief  is  prompt  and  prolonged 
because  of  this  special 
timed-release  action 


References:  1.  Fabricant,  N.  D,;  E.  E.  N.T.  Monthly  37:460  (July)  1958  2.  Lhotka,  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958.  4.  Fuchs,  M.;  Bodi.  T.;  Malien,  S.  R.;  Hernando.  L., 
and  Moyer,  J.  H.:  Antibiotic  Med.  &.  Clin.  Ther.  7:37  (Jan  ) 1960.  5.  Halpern,  S.  R.,  and  Rabinowitz,  H.:  Ann. 
Allergy  18:36  (Jan.)  1960. 

first  — the  outer  layer  dissolves 
within  minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core  disintegrates 
to  give  3 to  4 more 
hours  of  relief 


SMITH-DORSEY  • A DIVISION  OF  THE  WANDER  COMPANY  • LINCOLN,  NEBRASKA 


Vhif  the  • PAX  ROOM 
• COFFEE  SHOP 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Famam 

In  the  heart  of  downtowTi  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

• TAVERN  GRILL 
• MURAL  LOUNGE 

J.  DROLICK,  Mgr. 


AN  AFFILIATED  NATIONAL  HOTEL 


The  Month  in  Washington — 

(Continued  from  page  45- A) 
cians,  but  they  seek  to  mislead  labor’s  rank 
and  file,  the  members  of  Congress,  and  the 
American  people  as  a whole.” 

“When  the  A.M.A.  opposes  any  legislative 
health  measure,  it  does  so  because  its  mem- 
bers believe  that  it  would  lead  to  poorer  — 
not  better  — health  care  for  the  people  of 
this  country,”  Dr.  Orr  said. 

Senate  Republican  Leader  Everett  M. 
Dirksen  (111.)  also  defended  the  A.M.A.  as 
well  as  the  Eisenhower  Administration, 
against  the  attacks  when  A.F.L.-C.I.O.  lead- 
ers repeated  them  in  testimony  before  the 
Senate  Subcommittee  on  Problems  of  the 
Aged  and  Aging. 

Senator  Dirksen  denounced  them  as  “gra- 
tuitous slurs,”  “stinking  statements,”  “in- 
vidious . . . insane  charges”  which  constitut- 
ed “an  absolute  disservice  to  the  country.” 

Dr.  James  A.  Appel,  Lancaster,  Pa.,  a 
membei’  of  the  A.iM.A.  Board  of  Trustees, 
testified  before  the  Senate  Subcommittee 
that  the  greatest  health  problem  faced  by 
older  people  is  “their  isolation  from  the  rest 
of  society.”  He  said : 


“The  health  problems  of  the  aged  can  only 
be  solved  within  the  context  of  total  health. 
They  involve  far  more  than  hospitals  or  a 
doctor’s  care.  They  involve  the  older  per- 
son’s other  requirements  in  life,  whether 
these  be  housing,  recreation,  community  un- 
derstanding and  acceptance,  the  right  to  be 
useful,  the  courtesy  of  being  treated  as  in- 
dividuals, or  the  opportunity  of  living  as 
self-reliant,  respected  members  of  society.” 

As  for  an  aged  person  being  denied  med- 
cial  care  because  of  a lack  of  money,  Dr. 
Appel  said  emphatically: 

“Medical  care  is  available  to  every  man, 
woman,  and  child  in  the  United  States  re- 
gardless of  his  or  her  ability  to  pay  for  it. 

“That  care  is  not  now  denied,  nor  will 
it  be  denied.” 

A Survey  of  Malpractice  Litigation — 

An  estimated  6000  cases  of  medical  mal- 
practice are  being  tried  each  year  with  a 
cost  of  at  least  45  million  dollars,  according 
to  the  President  of  the  Dade  County  Medical 
Association.  Referring  to  the  survey  made 
several  years  ago  showing  11  per  cent  of 
(Continued  on  page  56- A) 
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VARICOSE 
ULCER 
15  years  duration 
. . . resolved  with 
VARIDASE’ 


INFLAMMATORY 
DERMATOSIS 
rapidly  spreading 
rhus  dermatitis 
healed  within 
a week' 


INFECTED 
LACERATION 
marked  reversal 
in  3 days. . . 

returned 
to  school . . . 
closure  advanced' 


REFRACTORY 
CELLULITIS 
normal  routine 
resumed  after  4 days 
of  VARIDASE' 


THROMBOPHLEBITIS 
back  on  his  feet 
in  a week  after 
recurrent  episode' 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


A Survey  of  Malpractice  Legislation — 

(Continued  from  page  52-A) 

physicians  in  active  practice  have  been  sub- 
ject to  a claim  or  suit,  the  article  in  the 
Bulletin  of  the  Dade  County  Medical  Asso- 
ciation  asks  if  the  situation  in  his  own  coun- 
ty is  the  same  or  similar  to  the  national  pic- 
ture. The  availability  of  local  statistics  was 
said  to  be  necessary  to  define  the  problem 
and  to  counter  insurance  companies’  claims 
of  continuing  losses  on  physicians’  profes- 
sional liability  insurance. 

The  editorial  proposes  that  a real  service 
could  be  rendered  to  the  members  of  the 
county  society  if  a determination  could  be 
made  of  the  rate  and  amount  of  malpractice 
litigation  pending  in  the  local  county.  If 
the  claims  of  the  insurance  companies  can 
not  be  refuted  by  such  a suiwey,  the  infor- 
mation so  obtained  could  lead  to  the  deter- 
mination of  the  causes  and  reasons  which 
have  led  to  increasing  litigation.  It  would 
be  hoped  that  remedial  measures  would  then 
result. 

In  planning  the  survey,  a simple  question- 
naire was  prepared  and  complete  secrecy 
was  assured  by  stating  that  no  individual 
names  were  desired.  It  was  hoped  that  the 


success  of  such  a survey  might  stimulate 
the  state  medical  association  to  undertake 
a similar  study  of  the  problem  over  the  en- 
tire state. 
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when  air-borne  tree  pollens  attack... 


BENADRYL 


antihistaniinic-antisj)asmoJic 

gives  prompt,  comprehensive  relief 


In  sensitivity  to  tree  pollens,  BENADRYL  pro- 
vides simultaneous,  dual  control  of  allergic 
symptoms.  Nasal  congestion,  lacrimation,  sneez- 
ing, and  related  histamine  reactions  are  effec- 
tively relieved  by  the  antihistaminic  action  of 
BENADRYL.  At  the  same  time,  its  antispasmodic 
effect  aids  in  alleviating  bronchial  and  gastro- 
intestinal spasms.  This  duality  of  action  makes 
BENADRYL  valuable  throughout  a wide  range 
of  allergic  disorders. 

BENADRYL  Hydrochloride  (diphenhydramine  hydro- 
chloride, Parke-Davis)  is  available  in  a variety  of  forms 
including:  Kapseals,®  50  mg.;  Kapseals,  50  mg.  with 
ephedrine  sulfate,  25  mg.;  Capsules,  25  mg.;  Elixir, 
10  mg.  per  4 cc.;  and,  for  delayed  action,  Emplets,® 
50  mg.  For  parenteral  therapy,  BENADRYL  Hydrochlo- 
ride Steri-Vials,®  10  mg.  per  cc.;  and  Ampoules,  50  mg. 
per  cc.  J5960 


Lf>m 


PARKE-DAVIS 

PARKE,  DAVIS  & COMPANY  . DETROIT  32,  MICHIGAN 


r' 


4 


JUNE,  1960  VOL.  45,  NO.  6 

EDITOR- 

GEORGE  W.  COVEY,  M.D. 

2900  Jackson  Drive,  Lincoln  2,  Nebr. 

ASSOCIATE  EDITORS- 

RICHARD  L.  EGAN,  M.D. 

St.  Joseph's  Hospital,  Omaha 
C.  R.  HANKINS,  M.D. 

822  The  Doctors  Building,  Omaha  31 
J.  MARSHALL  NEELY,  M.D. 

924  Sharp  Building,  Lincoln 
W.  MAX  GENTRY,  M.D. 

Gering 

ASSISTANT  EDITORS- 

FREDERICK  M.  NEBE,  M.D. 

Review  Editor 
943  Stuart  Bldg.,  Lincoln 
GEORGE  E.  STAFFORD,  M.D. 

Lincoln 

L.  DWIGHT  CHERRY,  M.D. 

Lincoln 

PAUL  L.  PETERSON,  M.D. 

Lincoln 

FRANK  P.  STONE,  M.D. 

Lincoln 

ROBERT  J.  STEIN,  M.D. 

Lincoln 

J.  H.  BARTHELL,  M.D. 

Lincoln 

H.  A.  HANSEN,  M.D. 

Lincoln 

H.  V.  MUNGER,  M.D. 

Lincoln 

C.  K.  ELLIOTT,  M.D. 

Lincoln 

FRANK  COLE,  M.D. 

Lincoln 

M.  C.  SMITH,  Business  Manager 
1315  Sharp  Building,  Lincoln 
Telephone  HEmlock  2-7585 

PUBLICATIONS  COMMITTEE- 

F.  W.  NIEHAUS,  M.D.,  Chairman 
Omaha 

GEORGE  STEWART,  M.D. 

Norfolk 

PAUL  BANCROFT,  M.D. 

Lincoln 

R.  B.  ADAMS,  M.D.,  Ex-Officio 
Lincoln 


SUBSCRIPTION  RATE 

$3.50  Per  Year  Single  Copies  50c  Each 


The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  should  be  typewritten,  double- 
spaced, and  the  original,  not  the  carbon 
submitted. 

Reprints  should  be  ordered  from  the 
printer,  NEWS  Printing  Service,  Norfolk,  Ne- 
braska. 

Copyright  1960  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 


THE  NEBRASKA  STATE 
MEDICAL  JOURNAL 

2900  Jackson  Drive,  Lincoln  2,  Nebraska 


CONTENTS: 

EDITORIALS- 

Regulation  of  Hospital  Practice 295 

"Extermination"  and  "Mutilation"  295 

Hermes  or  Aesculapius?  296 

Governmental  Subsidy  — Governmental  Control....  296 
The  Ephebiatrician  333 

ORIGINAL  SECTION- 

The  Rest  Between  Heart  Beats 297 

William  Nance  Anderson,  M.D. 

Surgical  Treatment  of  Bullous  Emphysema— 

The  Poor  Risk  Patient  306 

Benedict  R.  Walske,  M.D. 

Q Fever  Studies  in  Families  of  the  Omaha- 

Douglas  County  Milkshed  309 


Matilda  S.  Mclntire,  M.D. 

Robert  D.  Hedequist 
J.  A.  Youngstrom 

Use  of  Trifluoperazine  and  Discharge  Planning 

Procedures  in  Psychotic  Patients  313 

Edward  R.  Spicer,  M.D. 

Walter  M.  Gysin,  M.D. 


ORGANIZATION  SECTION- 

Coming  Meetings  316 

Orchids  to  Some  of  Our  Members 316 

Past  Presidents'  Annual  Breakfast 317 

About  Our  New  Officers 317 

Our  50-Year  Men  317 

Medicine  in  the  News  319 

Doctors  in  the  News 320 

News  and  Views  320 

News  From  Our  Medical  Schools 326 

News  From  Nebraska  Heart  Association 328 

Human  interest  Tales  328 

Announcements  329 

Deaths  331 

The  Woman's  Auxiliary  331 

Know  Your  Blue  Shield  Plan 332 

Comments  From  Your  President 334 

Organizations,  State  335 

Organizations,  National  336 


OUR  COVER  THIS  MONTH- 

Snake  Falls,  the  largest  waterfall  in  Nebraska,  are  located  in 
Cherry  County,  about  twenty  miles  southwest  of  Valentine. 
They  are  in  a small  canyon  of  the  Snake  River.  The  falls 
are  not  easy  to  reach,  and  not  many  Nebraska  people  have 
seen  them.  The  surrounding  area  is  Sandhills,  and  they  are 
situated  quite  a distance  from  any  major  highway  or  road. 
Truly  a Nebraska  beauty  spot,  it  is  unfortunate  this  place  is 
not  easily  reached  and  that  a proposed  irrigation  project 
threatens  to  dry  up  the  falls  for  much  of  the  year. 
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KANTREX 


INJECTION 

■ fr.  7'.-/* 


...  a highly  potent,  TH 
bactericidal  antibiotic 
for  combating  staph  and 
gram  negative  infections 


. .^well  tolerated  when 
used  on  a properly  individ- 
uahzed  dosage  schedule 
which  does  not  induce 
excessive  blood  levels 


“In  many  instances  its  effect  has  been  dramatic  and  life  saving . . 

“Six  of  the  patients  who  survived  were  considered  to  be  terminally  ill  at  the  time 
kanamycin  was  started  but  showed  dramatic  improvement  and  eventual  complete 


“. . . indeed,  the  results  [with  kanamycin]  are  the  most  remarkable  ever  achieved 
with  otherwise  fatal  staphylococcal  infections  that  we  have  ever  seen.”® 

“There  appears  to  be  no  doubt  that  kanamycin  has  been  lifesaving  in  those  in- 
stances in  which  organismal  resistance  precludes  the  use  of  other  antimicrobials.’” 

Information  on  dosage,  administration  and  precautions 
contained  in  package  insert  or  available  on  request. 

SUPPLY:  Kantrex  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  vial  containing  2 ml.  volume. 
Kantrex  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  vial  containing  3 ml.  volume. 

REFERENCES:  1.  Yow,  E.  M.:  Practitioner  182:759,  1969.  2.  Yow,  M.  D.,  and  Womack,  G.  K.;  Ann.  N.  Y Acad.  Sci.  76:368, 
1958.  3.  Bunn,  P.  A.,  Baltch,  A.,  and  Krajnyek,  0.:  Ibid.  76:109,  1958.  4.  Council  on  Drugs,  J.A.M.A.  172:699,  1960. 
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Current  Comment 


A LOGICAL  ADJUNCT  TO  THE 
WEIGHT-REDUCING  REGIMEN 


meprobamate  plus  d-amphetamine . . . 
reduces  appetite . . .elevates  mood . . . eases 
tensions  of  dieting. ..without  overstimula- 
tion, insomnia  or  barbiturate  hangover. 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 

anorectic-ataractic  g- 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


NOW — 

IT'S 

CUSACK -HARMON 

COMPANY 

Formerly  Seiler  Surgical  Co. 
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BOOKS 

Arriving  for  review  this  past  month  have  been 
two  volumes  of  interest.  The  first  of  t h e s », 
VIRUS  VIRULENCE  AND  PATHOGENICITY,  is 
a compilation  of  the  papers  presented  by  the  Ciba 
Foundation  Study  Group  No.  4 which  met  in  London 
June  15,  1959.  Papers  presented  include  the  fol- 
lowing: 

(a)  The  definition  and  measurement  of  virus  vi- 
imlence. 

(b)  Host-cell  factors  and  virus  virulence. 

(c)  The  effect  on  virulence  of  changes  in  para- 
site and  host. 

(d)  Broad  aspects  of  the  problem  of  human  vi- 
nilence  in  influenza  vii-uses. 

(e)  The  severity  of  influenza  as  a reciprocal  of 
host  susceptibility. 

(f)  The  vii-ulence  for  man  of  some  respiratory 
viruses  passed  in  tissue  cultures. 

Also  included  is  a general  discussion  by  seventeen 
world-renowned  experts  in  the  field  of  virology 
concerning,  first,  the  evidence  for  and  against  va- 
riation in  vii-ulence  and  human  pathogenicity  as 
they  occur  in  Nature;  and,  secondly,  the  rationale 
of  obtaining  strains  for  live  vii-us  vaccination. 

VIRUS  VIRULENCE  AND  PATHOGENI- 
CITY by  the  Ciba  Foundation  Study  Group  No. 

4,  published  April,  1960,  by  Little,  Brown  and 

Company  of  Boston.  114  pages.  $2.75. 


Issued  by  Ciba  Phannaceutical  Products  Inc.,  is 
a paper-bound  edition  of  Homer  W.  Smith’s  delight- 
ful account  of  the  evolution  of  the  human  kidney 
entitled,  FROM  FISH  TO  PHILOSOPHER,  THE 
STORY  OF  OUR  INTERNAL  ENVIRONMENT. 
This  is  the  story  of  how  our  kidneys  work,  and  of 
how  they  came  to  work  the  way  they  do  — which 
is  the  story  of  the  evolution  of  the  vertebrates,  of 
which  man  is  the  most  notable  and  intelligent  species 
and  the  only  philosopher.  But  the  story  of  the 
evolution  of  the  vertebrates  is  one  with  the  story 
of  the  earth. 

Doctor  Smith  emphasizes  the  primary  importance 
of  the  kidneys  in  maintaining  our  “intemal  en- 
vironment.” Bones  can  break,  muscles  can  atrophy, 
glands  can  loaf,  even  the  brain  can  go  to  sleep, 
and  these  will  not  endanger  our  suiwival,  but  should 
the  kidneys  fail  in  their  task  neither  bone,  muscle, 
gland  nor  brain  can  cany  on. 

FROM  FISH  TO  PHILOSOPHER,  THE 
STORY  OF  OUR  INTERNAL  ENVIRON- 
MENT by  Homer  W.  Smith,  published  April, 
1960,  by  Ciba  Pharmaceutical  Products  Inc., 
Summit,  New  Jersey.  304  pages.  (Price  not 
given). 
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eases  tensions  of  dieting. ..without  over- 
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hangover. 
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Current  Comment 

The  Month  in  Washington — 

Politics  now  overshadow  all  other  factors 
in  the  issue  of  health  care  for  the  aged. 

It  appears  certain  to  be  a major  issue  in 
this  year’s  campaigning  for  the  White  House 
and  Congress,  regardless  of  what  Congress 
does  in  the  field  before  adjourning  this  sum- 
mer. 

Both  the  Democrats  and  the  Republicans 
are  supporting  costly,  sweeping  plans  which 
differ  on  the  basic  approach.  The  major 
Democratic  plans  call  for  use  of  the  Social 
Security  System.  The  Republican  proposals 
would  have  the  Federal  government  and  the 
states  put  up  hundreds  of  millions  of  dol- 
lars to  help  the  aged  buy  health  insurance 
on  a voluntary  basis. 

The  medical  profession  and  allied  groups 
oppose  these  political  solutions  because, 
among  many  other  important  reasons,  they 
actually  would  not  meet  the  problems  of 
many  aged  who  need  help  in  financing  the 
cost  of  illness. 


“You’re  no  slouch  on  the  couch,  either.” 


IMeanwhile,  a key  Democrat  — Rep.  Burr 
Harrison  of  ^Trginia  — warned  Congress 
against  acting  on  such  legislation  in  this  year 
of  a national  election.  He  predicted  that 
if  any  such  legislation  should  be  approved 
this  year,  it  “would  be  certain  to  be  a mon- 
strosity.” 

Noting  that  various  solutions  had  been 
proposed,  Harrison  said : 

“The  only  features  which  these  proposals 
have  in  common  are  that  they  are  all  tre- 
mendously expensive:  they  all  propose  revo- 
lutionary change,  and  they  are  all  complicat- 
ed, uncertainly-based  and  little-understood 
by  the  prospective  beneficiaries.” 

Harrison,  who  is  a member  of  the  House 
Ways  and  IMeans  Committee  which  handles 
such  legislation,  urged  that  Congress  defer 
action  until  next  year.  He  recommended 
that,  in  the  meantime,  the  Ways  and  Means 
Committee  “conduct  an  exhaustive  study  of 
the  various  proposals.” 

In  early  May,  the  Eisenhower  Administra- 
tion unveiled  a Federal-state,  $1.2  billion-a- 
year  plan  to  help  the  aged  with  limited  in- 
comes buy  broad  medical  and  hospital  insur- 
ance coverage.  Under  the  plan,  an  aged 
person  — if  able  financially  — would  bear 
(Continued  on  page  46- A) 
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The  .Month  in  Washington — 

(Continued  from  page  38-A) 
part  of  the  cost  of  both  the  insurance  and  of 
the  medical  care  and  hospitalization. 

Arthur  S.  Flemming,  Secretary  of  Health. 
Education  and  Welfare,  and  Vice  President 
Richard  i\I.  Nixon  stressed  that  participation 
bj'  the  aged  in  the  Administration  program 
would  be  on  a voluntary  basis. 

The  Administration’s  plan  immediately 
ran  into  widespread  opposition.  Dr.  Louis 
M.  Orr,  Orlando,  Fla.,  President  of  the 
American  Medical  Association,  said  it  was 
based  “on  the  false  premise  that  almost  all 
persons  over  65  need  health  care  and  cannot 
afford  it.” 

“This  is  not  a fact,”  Dr.  Orr  said.  “The 
truth  is  that  a majority  of  our  older  people 
are  capable  of  continuing  a happy,  healthy, 
and,  in  many  cases,  productive  life.  Of  the 
more  than  15  million  persons  in  the  nation 
over  65  years  of  age,  only  15  per  cent  are 
on  old-age  assistance.” 

Dr.  Orr  said  neither  the  Administration’s 
proposal  nor  the  Forand-type  Social  Secur- 
ity approach  is  tailored  to  meet  the  prob- 


lems of  the  undetermined  number  of  older 
persons  who,  “although  able  to  finance  other 
costs,  find  it  difficult  to  withstand  the  addi- 
tional burden  of  the  cost  of  illness.” 

Dr.  Orr  advocated  the  A.M.A.’s  positive 
eight-point  program  for  the  health  care  of 
the  aged  as  a “sensible,  economical”  plan 
that  would  preserve  freedom  as  well  as  pro- 
mote security.  If  both  these  objectives  are 
to  be  realized.  Dr.  Orr  said,  health  care  pro- 
grams for  the  aged  “must  necessarily  be  lim- 
ited to  support  for  the  needy  aged  and  leave 
to  voluntary,  competitive,  private  enterprise, 
those  activities  needed  to  improve  the  health 
care  of  the  rest.” 

In  brief,  the  A.M.A.  program  comprises; 
( 1 ) improved  preventive  medical  care  for  the 
aged;  (2)  a state-administered  program  of 
Federal  grants-in-aid  to  states  for  liberiza- 
tion  of  existing  old-age  assistance  programs 
so  that  the  near-needy  could  be  given  health 
care  without  having  to  meet  the  present  rigid 
requirements  for  indigency;  (3)  better  nurs- 
ing home  facilities  for  the  long-term  care  of 
aged  persons,  especially  those  over  age  75; 
(4)  rapid  development  of  health  insurance 
(Continued  on  page  48-A) 
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The  Month  in  Washington — 

(Continued  from  page  46- A) 
and  prepayment  policies  to  provide  long-term 
nursing  home  care ; 

(5)  Expansion  of  home  nursing  care  serv- 
ices; (6)  elimination  of  compulsory  retire- 
ment and  a basic  change  in  the  attitude  that 
a person  who  reaches  65  has  suddenly  be- 
come non-productive  and  senescent;  (7) 
health  education  to  install  a “will  to  live” 
in  older  persons  and  to  make  them  aware 
of  the  need  for  continuing  healthful  nutri- 
tion; and  (8)  anti-inflationary  curbs  to 
maintain  the  purchasing  power  of  fixed  pen- 
sion and  annuity  benefits. 

A Republican  lawmaker,  Sen.  Barry  Gold- 
water  of  Arizona,  denounced  the  Admini- 
stration’s plan  as  “socialized  medicine”  and 
a “dime  store  new  deal.”  The  outspoken 
conservative  predicted  its  ultimate  cost 
would  be  “staggering.”  He  said  the  Admin- 
istration could  have  done  better  by  propos- 
ing “full  deductions  for  taxes  for  any  amount 
spent  for  medical  care  of  anyone”  and  for 
full  costs  of  health  plans  by  either  an  indi- 
vidiual  or  corporation. 

In  endorsing  the  Administration’s  plan. 
Vice  President  Nixon  charged  the  Foi'and- 
type  proposals  backed  widely  by  Democrats 
would  “open  the  door  for  socialized  medi- 
cine.” He  said ; 

“The  Forand  bill  and  similar  plans  would 
set  up  a great  state  program  which  inevit- 
ably would  head  in  the  direction  of  herding 
the  ill  and  elderly  into  institutions  whether 
they  desired  this  or  not.  Such  a state  pro- 
gram would  threaten  the  high  standards  of 
American  medicine.” 

Sen.  Pat  HcNamara  (D.,  Mich.),  Chair- 
man of  the  Senate  Subcommittee  on  Prob- 
lems of  the  Aged,  headed  a group  of  16  Sen- 
ate Democrats  who  sponsored  legislation 
that  would  provide  hospitalization  and  med- 
ical care  for  virtually  all  the  nation’s  older 
persons. 

The  co-sponsors  included  three  avowed 
candidates  for  the  Democratic  nomination 
for  president — Sens.  Hubert  H.  Humphrey 
(Minn.),  John  F.  Kennedy  (Mass.)  and  Stu- 
art Symington  (Mo.). 

Cost  of  the  McNamara  legislation  was  es- 
timated at  $1,578,000,000  a year.  This 
would  be  financed  by  a one  quarter  per  cent 
increase  in  the  Social  Security  tax  and  370 
million  dollars  from  general  tax  money. 
(From  Washington  Office,  A.IM.A.). 
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Current  Comment 

.Medical  Citizenship — 

A plea  to  direct  the  attention  of  the  physi- 
cian to  an  important  but  often  neglected  part 
of  his  activity  — citizenship  — is  the  theme 
of  an  editorial  in  the  Pennsylvania  Medical 
Journal.  In  contrast  to  the  activities  of  our 
profession  as  a public  service,  our  contribu- 
tion to  good  government  falls  considerably 
short  of  the  ideal.  Too  often,  our  service  to 
our  country  during  peacetime  is  confined  to 
paying  our  taxes  and  making  trips  to  the 
voting  booth. 

Associated  with  this  indifference,  the 
trends  of  three  decades  has  brought  both  our 
profession  and  our  nation  to  a position  of 
critical  juncture  with  freedom  that  has  been 
weakened  by  the  inroads  of  governmental 
paternalism. 

Federal  government  has  flourished  with 
the  hallicination  that  the  existence  of  a prob- 
lem demands  solution  by  the  national  govern- 
ment. The  physician  in  general  is  aware  of 
the  results  of  this  trend,  not  only  for  the 
nation  but  for  his  own  stake  in  numerous 
trends  and  policies  of  the  federal  govern- 
ment. 


Suggestions  are  made  to  guide  the  physi- 
cian in  effectively  performing  his  duties  as 
a citizen.  It  is  proposed  that  he  first  work 
in  diligent  support  of  state  and  national  or- 
ganizations of  physicians  by  informing  him- 
self as  to  the  facts  and  then  infonning  oth- 
ers as  to  what  the  facts  are.  It  is  to  be  hoped 
that  if  the  American  people  know  the  truth, 
they  will  not  fall  prey  to  the  demigod. 

The  physician  is  also  urged  as  part  of  his 
citizenship  to  work  individually  in  behalf  of 
the  principles  of  government  in  which  he  be- 
lieves and  in  behalf  of  candidates  who  stand 
for  these  principles.  The  important  point  is 
alleged  that  it  is  easier  to  elect  an  individual 
to  office  who  believes  as  you  do  than  it  is 
to  change  someone  who  has  already  begun  to 
occupy  the  office. 

The  editorial  recommends  that  our  county 
societies  consider  the  establishment  of  gov- 
ernment affairs  committees.  It  would  be  the 
duty  of  this  committee  to  advise  the  society 
with  respect  to  governmental  matters  that 
are  of  interest  to  the  membership.  The 
committee  would  also  outline  a program 
whereby  the  practitioner  could  become  a 
more  influential  voice  in  support  of  a sound 
American  government. 
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Councilor  Districts  and  Counties 
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Richardson. 

Fourth  District : Councilor : Geo. 

Salter,  Norfolk.  Counties:  Knox. 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  C. 
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Saunders,  Butler,  Seward,  Polk, 
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Nuss,  Sutton.  Counties : Saline, 
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er, Jefferson. 
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Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
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Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) G.  A.  Kuehn,  Hastings Robert  Mastin,  Kenesaw 

Boone  (5) Roy  J.  Smith,  Albion Robert  H.  Westfall.  Albion 
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Hall  (9) Elroy  A.  Brugh,  Grand  Island Robert  R.  Geer,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 

Holt  & Northwest  (8) Joseph  David,  Lynch Robert  W.  Waters,  O’Neill 

Howard  (9) E.  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) Wm.  P.  Yoachim,  Fairbury K.  J.  Kenney,  Fairbury 

Johnson  (3) John  C.  Schutz,  Tecumseh Ralph  Paul,  Sterling 

Lancaster  (2) Paul  M.  Bancroft,  Lincoln Forrest  I.  Rose,  Lincoln 

Lincoln  (11) Robt.  Ziegler,  North  Platte Bruce  Claussen,  North  Platte 

Madison  Six  (4) Wm.  H.  Berrick,  Madison Pauline  K.  Slaughter,  Norfolk 

Merrick  (5) E.  T.  Zikmund,  Central  City Kenneth  Treptow,  Central  City 

Nance  (5) K.  R.  Dalton,  Genoa J.  C.  Maly,  Fullerton 

Nemaha  (3) Paul  M.  Scott,  Auburn F.  M.  Tushla.  Auburn 

Northwest  Nebraska  (8) Ben  Bishop,  Crawford S.  R.  Rathbun,  Crawford 

Nuckolls  (7) Arnold  I.  Webman,  Superior- Claude  T.  Mason,  Superior 

Omaha-Douglas  (1) Earl  A.  Connolly,  Omaha E.  K.  Connors,  Omaha 

Otoe  (2) .R.  C.  Fenstermacher,  Nebr.  City_.C.  R.  Williams,  Syracuse 

Pawnee  (3) .A.  B.  Anderson,  Pawnee  City.H.  C.  Stewart.  Pawnee  City 

Phelps  (10) Evald  Prems,  Holdrege Wm.  S.  Bivens.  Holdrege 

Platte  (5) W.  R.  Miller,  Columbus C.  A.  Medlar,  Columbus 

Polk  (6) C.  L.  Anderson,  Stromsburg H.  S.  Eklund,  Osceola 

Richardson  (3) W.  V.  Glenn,  Falls  City Harlan  S.  Heim,  Humboldt 

Saline  (7) L.  W.  Forney,  Crete R.  W.  Homan,  Crete 

Saunders  (6) E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff  (12) Otho  Brown,  Scottsbluff Harold  Gentry,  Gering 

Seward  (6) W.  Ray  Hill,  Seward Coll  Kamprath,  Utica 

Southwest  Nebraska  (10) Bryce  G.  Shopp,  Imperial L.  E.  Dickinson,  Jr.,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) .Walter  Goehring,  Blair C.  D.  Howard,  Blair 

York  (6) J-  S.  Bell,  York B.  N.  Greenberg,  York 


Home  Care  for  Tuberculosis — 

Home  treatment  of  tuberculosis  has  be- 
come an  increasingly  important  question 
with  the  deveolpment  of  present  day  drug 
therapy.  In  a few  instances,  such  treatment 
is  not  only  practical  but  wise,  but  it  is  also 
surrounded  with  many  problems.  Some  of 
these  are  discussed  in  the  report  of  the  Com- 
mittee on  Tuberculosis  of  the  Texas  Medical 
Association. 

Printed  in  the  Texas  State  Journal  of  Med- 
icine, the  statement  indicates  three  import- 
ant factors.  One  of  these  is  the  type  of  pa- 
tient. To  be  suitable  for  care  in  his  home, 
the  patient  must  be  cooperative  and  con- 
cerned about  the  welfare  of  those  in  contact 
with  him.  He  must  be  an  individual  who 
will  follow  instructions  of  his  physicians  and 
must  understand  the  principles  of  sanitation. 
He  must  be  willing  to  take  his  medication  as 
prescribed.  The  presence  of  a postive  sput- 
um is  a very  complicating  facet  of  the  prob- 
lem. 

The  home  to  be  used  for  treatment  must 
have  ample  facilities.  Ideally,  the  patient 


should  have  his  own  private  “infirmary” 
within  the  house.  Proper  provision  for  dis- 
posal of  sputum  must  be  present.  The  home 
should  be  accessible  to  medical  consultation 
in  the  event  of  an  emergency. 

The  other  occupants  of  the  home  com- 
prise the  third  important  factor.  Other 
members  of  the  household  must  be  taught 
proper  respect  for  the  diseased,  which  is 
complicated  if  children  are  present.  The  in- 
dividual should  not  be  treated  at  home  if  his 
presence  will  create  a real  health  hazard. 

Ideally,  and  in  spite  of  the  development  of 
drug  therapy,  an  initial  period  of  hospitaliza- 
tion in  the  treatment  of  active  tuberculosis 
is  desirable  . During  this  time  the  patient’s 
sputum  should  be  converted  to  negative  and 
he  should  receive  education  about  the  nature 
of  his  disease  and  what  is  required  of  him 
after  leaving  the  sanitorium.  During  this 
period  of  hospitalization  the  household  can 
be  prepared  to  receive  the  patient  and  to 
provide  an  atmosphere  inducive  to  continu- 
ing improvement. 
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PHYSICIANS'  EXCHANGE 

AdTertiiemento  in  thii  colmnn  arc  at  a rate  ot  six  cents 
par  word  with  a minimam  of  $2.00  per  insertion.  Copy 
must  be  received  bj  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 


PLATTE  VALLEY  — Active  practice  in  a thriv- 
ing community.  Gross  $35,000  to  $40,000  per  year. 
Clinic  building  furnished  by  town.  Nominal  rent. 
Completely  equipped.  Present  physician  leaving  for 
residency.  Contact  Nebraska  State  Medical  Journal, 
Box  15,  1315  Shai-p  Building,  Lincoln  8,  Nebraska. 


FOR  SALE  — Seven  units  of  six  drawer  Rem- 
ington-Rand Kompakt  files  8%xll".  These  files 
are  in  excellent  condition.  They  will  be  available 
in  June  1960,  and  will  be  sold  either  separately  or 
as  a complete  unit.  Write  Box  19,  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln,  Nebr. 


FOR  SALE  — Office,  diagnostic  and  surgical 
equipment.  Excellent  quality  and  recently  pur- 
chased. Good  opportunity  if  equipping  a new 
office.  Terms  if  needed.  Write  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln,  Ne- 
braska, Box  20. 


The  Neurological  Hospital 

2625  West  Paseo 
KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


BRACES  and  ORTHOPEDIC 
-f  APPLIANCES 

PROMPT  SERVICE  measure 

^HoF^ORRECTONS^A^^]^^ 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  ].  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  GR  7-3773 


FOR  SALE  — Office  equipment.  Picker  X ray 
and  tank,  electro  surgical  equipment.  New  Hanovia 
heat  lamp  and  small  instruments.  Write  Mrs.  F. 
P.  Dorsey,  Hartington,  Nebraska. 

OPENINGS  AVAILABLE  — The  Gelvin-Haughey 
Clinic  of  Concordia,  Kansas,  composed  of  eleven 
physicians,  has  the  following  openings: 

Two  General  Practitioners  — starting  salary  $12,- 
000  per  year. 

One  Ob-Gyn  and  one  Internal  Medicine,  starting 
salary  $15,000  per  year.  Nothing  to  buy.  Salary 
increase  the  second  year  and  eligible  for  a partner- 
ship the  third  year.  A modem  150-bed  hospital  lo- 
cated opposite  the  clinic.  Contact  the  Gelvin- 
Haughey  Clinic,  1010  3rd  Avenue,  Concordia,  Kan- 
sas. 


LOCUM  TENENS  — Wanted  for  2-4  months. 
UN  graduate  1959  completing  internship.  Nebraska 
license,  available  July  10th.  Dale  V.  Bass,  M.D., 
San  Bernardino  County  Charity  Hospital,  San  Bern- 
ardino, California. 


OPENING  — For  associate  physician  in  estab- 
lished office  at  excellent  location  in  Northwest 
Denver.  Doctor  moving  enjoyed  a very  large  prac- 
tice, a very  substantial  part  of  which  will  re- 
main with  the  new  doctor.  Remaining  associate 
physician  is  well  established  internist.  Write  Henry 
E.  Zarlengo,  3420  West  46th  Avenue,  Denver  21, 
Colorado. 


“I  wouldn’t  carry  the  pills  in  your  purse  . . , 
you  might  need  one  in  a hurry.” 
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CHICKEN  SESAME— with  its  crunchy  nutlike  flavor  from  the  Indies— is  typical  of  the  glorious  eating  contained  in  this  new  Wesson  cook  book. 
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Current  Comment 

BOOKS 

Arriving  this  past  month  for  review  was  a book 
which  promises  to  answer  a long  standing  need. 
Each  of  us  in  active  practice  has  at  some  time  been 
faced  with  the  problem  of  a patient  who  is  pregnant 
and  who  has  some  coincidental  disease,  perhaps  a 
disease  that  existed  prior  to  pregnancy,  perhaps  a 
disease  that  was  first  diagnosed  after  pregnancy 
was  established.  Given  such  an  intercurrent  condi- 
tion, how  will  it  affect  the  patient  and  the  preg- 
nancy, and  conversely,  how  will  this  disease  be  af- 
fected by  the  condition  of  pregnancy  ? 

The  .staff  of  the  Mount  Sinai  Ho.spital  of  New 
York  City  has  provided  answers  to  the  above  ques- 
tions in  the  new  book  entitled,  “Medical,  Surgical 
and  Gynecological  Complications  of  Pregnancy.” 

The  topics  discussed  in  this  volume  include  the 
following: 

Diseases  of  the  Cardiovascular-Renal  System — 
Heart  Disease,  Anterial  Complications,  Varicose 
Veins,  and  RNTJertension  and  Toxemia  of 
Pregnancy 

Diseases  of  the  Pulmonary  System — 

Management  of  Tuberculosis,  Bronchiectasis, 
Sarcoidosis,  Pulmonary  Embolization  and  In- 
farction, and  Allergy  of  the  Respiratory  Tract 

Diseases  of  the  Gastrointestinal  System — 

Salivation,  Hyperemesis,  the  Digestive  Tract, 
the  Liver,  and  Colorectal  Lesions 


Diseases  of  the  Eye,  Ear,  Nose,  and  Throat — 

The  Eye,  Nasal  Complications,  Otosclerosis,  and 
the  Oral  Cavity 

Surgical  Problems — 

Surgical  Complications,  Orthopedic  Complica- 
tions, and  Urologic  Complications 

Gynecologic  Problems — 

Leukorrhea,  Vaginal  Cytology,  Carcinoma  in 
Situ  of  the  Cei^'ix,  Invasive  Carcinoma  of  the 
Cer\'ix,  Ovarian  Neoplasms,  Fibromyomas, 
Pregnancy  Following  Vaginal  Plastic  Sur- 
gery, and  the  Incompetent  Internal  Os  of  the 
Cervix 

Neuropsychiatric  Problems — 

Neurologic  Complications,  Myasthenia  Gravis, 
and  Mental  and  Emotional  Problems 

Hematologic  Problems — 

Erythroblastosis  and  Maternal  Isoimmuniza- 
tion, Hematologic  Complications,  and  Gau- 
cher’s Disease 

Endocrine  Disorders — 

The  Thyroid  Gland,  the  Adrenal  Cor'tex,  the  Pit- 
uitary Gland  and  Ovary,  and  Diabetes  Mellitus 

Dermatology  and  Syphilis — 

DerTnatologic  Complications,  and  Syphilis 

Infections — 

Antibiotics  and  Chemotherapy,  and  Viral  and 
Parasitic  Diseases 

(Continued  on  page  22-A) 


ESTABLISHED  1884. ..BOOKLET  ON  REQUEST 
D Fully  Accredited 


Sleyster  Hall  ' 


ONE  OF  14  UNITS 


1220  DEWEY  AVENUE 


WAUWATOSA  13,  WISCONSIN 

A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 


For  information  write  to  Department  of  Admissions 
Tei.  No.:  Biuemound  8-2600 


lO-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing?  its  advertiKcrH 


( 


i 


94  to  6 BONADOXIN'stops  morning  sickness 


c 


■ When  she  asks  “Doctor,  what  will  it 

( be?”  you  can  either  flip  a coin  or  point 

[ out  that  51.25%  Ijirths  are  male.'  But 

when  she  mentions  morning  sickness, 
I your  course  is  clear:  bonadoxin. 


For,  in  a series  of  766  cases  of  morning 
sickness,  seven  investigators  report  ex- 
cellent to  good  results  in  94%.^  More 
than  60  million  of  these  tiny  tablets 
have  been  taken.  The  formula:  25  mg. 
Meclizine  HCl  (for  antinauseant  ac- 
tion) and  50  mg.  Pyridoxine  HCl  (for 


metabolic  replacement).  Just  one  tablet 
the  night  before  is  usually  enough. 

BONADOXIN  — DROPS  and  Tablets  — are 
also  effective  in  infant  colic,  motion 
sickness,  labyrinthitis,  Meniere’s  syn- 
drome and  for  relieving  the  nausea  and 
vomiting  associated  with  anesthesia  and 
radiation  sickness.  See  pdr  p.  795. 

1.  Projection  from  \’ital  Statistics,  U.S.  Govern- 
ment Dept.  HE\^  , Vol.  48,  No.  14,  1958,  p.  398. 

2.  .Modell.  W. : Drugs  of  Choice  1958-1959,  St.  Louis, 
C.  V.  Mosl))'  Company,  1958,  p.  347. 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 


14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

• TAVERN  GRILL 
MURAL  LOUNGE 


J.  DROLICK,  Mgr. 


AN  AFFILIATED  NATIONAL  HOTEL 


BOOKS 

(Continued  from  page  10- A) 

Collagen  Disorders — 

Rheumatoid  Arthritis,  and  Systemic  Lupus 
Ei-j'thematosus 

Malignancy — 

Pregnancy  and  Cancer,  and  Carcinoma  of  the 
Thyroid 

Genetic  Considerations — 

Radiation,  Pregnancy,  and  Progeny,  and  Con- 
genital Abnormalities 

The  physician  who  cannot  benefit  by  reading  the 
above  book  and  reviewing  the  experiences  and  rec- 
ommendations of  the  staff  of  one  of  our  largest  and 
best  hospitals  must  be  a rare  individual. 

.Medical,  Surgical  and  Gynecological  Complica- 
tions of  Pregnancy,  written  by  The  Staff  of  the 
-Mount  .Sinai  Hospital  of  New  York  City,  edited  by 
-\lan  F.  Guttmacher,  M.D.,  and  Joseph  J.  Rovin- 
sky,  -M.I).  Published  in  May,  1960  by  the  Williams 
and  Wilkins  Company  of  Baltimore,  Maryland.  619 
pages.  Price  $16.50. 

— F.M.N. 

The  Month  in  Washington — 

An  omnibus  bill  approved  by  the  House 
Ways  and  IMeans  Committee  contains  two 
provisions  of  major  importance  to  physi- 
cians — Social  Security  coverage  for  doctors 
and  a Federal-state  program  to  provide 


health  care  for  older  persons  with  low  in- 
comes. 

About  150,000  self-employed  physicians 
would  be  covered  by  Social  Security  on  the 
same  basis  as  lawyers,  dentists  and  other 
self-employed  professional  people  now  are 
covered.  Becoming  effective  for  taxable 
years  ending  on  Dec.  31,  1960,  or  June  30, 
1961,  self-employed  physicians  would  be  re- 
quired to  pay  a Social  Security  tax  of  4i/> 
per  cent  of  the  first  $4,800  of  income.  Physi- 
cians also  would  be  subject  to  the  automatic 
increases  in  the  Social  Security  tax  in  future 
years. 

Medical  and  dental  interns  would  be  cov- 
ered for  the  first  time  also. 

Rep.  Wilbur  IMills  (D.,  Ark.),  Chairman 
of  the  Ways  and  IMeans  Committee,  was  the 
main  architect  of  the  health  program  for 
“medically  indigent”  aged.  It  was  designed 
to  provide  a broad  range  of  hospital,  medical 
and  nursing  services  for  persons  65  years  of 
age  and  older  who  are  able  financially  to 
take  care  of  their  ordinary  needs  but  not 
large  medical  expenses. 

It  would  be  up  to  each  state  to  decide 

(Continued  on  page  36- A) 
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anxiety-tension 
specify 
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dihydrochloride 

brand  of  thiopropazate  dihydrochloride 

for  rapid  relief  of  anxiety  manifestations 

You  will  find  Dartal  outstandingly  beneficial 
in  management  of  the  anxiety -tension  states 
so  frequent  in  hypertensive  or  menopausal 
patients.  And  Dartal  is  particularly  useful 
in  the  treatment  of  anxiety  associated  with 
cardiovascular  or  gastrointestinal  disease,  or 
the  tension  experienced  by  the  obese  patient 
on  restricted  diet.  You  can  expect  consistent 
results  with  Dartal  in  general  office  practice. 


with  low  dosage:  Only  one  2,  5 or  10  mg.  tablet 
t.i.d.  with  relative  safety:  Evidence  indicates  Dartal 
is  not  icterogenic. 

Clinical  reports  on  Dartal:  1.  Edisen,  C.  B.,  and  Samuels, 
A.  S.:  A.M.A.  Arch.  Neurol.  & Psychiat.  S0;481  (Oct.)  1958. 

2.  Ferrand,  P.  T.;  Minnesota  Med.  41:853  (Dec.)  1958. 

3.  Mathews,  F.  P.:  Am.  J.  Psychiat.  114:1034  (May)  1958. 
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The  Month  in  Washington — 

(Continued  from  page  22-A) 
whether  it  participates  in  the  program.  The 
extent  of  participation  — the  number  of 
benefits  offered  to  older  persons  — also 
would  be  at  the  option  of  individual  states. 

The  states  would  determine  the  eligibility 
of  older  persons  to  receive  benefits  under 
the  program.  However,  the  legislation  laid 
down  a general  framework  for  eligibility: 
persons  65  years  and  older,  whose  income 
and  resources  — taking  into  account  their 
other  living  requirements  — are  insufficient 
to  meet  the  cost  of  their  medical  care. 

The  program  couldn’t  become  effective 
until  July  1,  1961.  Before  putting  such  a 
program  into  effect,  a state  would  have  to 
submit  to  the  Federal  government  a plan 
meeting  the  general  requirements  outlined 
in  the  legislation. 

The  program  would  be  financed  jointly  by 
the  Federal  and  state  governments.  Federal 
grants  would  have  to  be  matched  by  partici- 
pating states  on  the  same  basis  as  under  the 
present-old  age  assistance  formula. 

States  could  elect  to  provide,  with  Federal 
financial  aid,  any  or  all  of  the  following 
benefits : — 

(1)  Inpatient  hospital  services  up  to  120 
days  per  year;  (2)  skilled  nursing-home 
services;  (3)  physicians’  services;  (4)  out- 
patient hospital  services;  (5)  organized 
home  care  services;  (6)  private  duty  nurs- 
ing services;  (7)  therapeutic  services;  (8) 
major  dental  treatment;  (9)  laboratory  and 
X-ray  services  up  to  $200  per  year,  and  (10) 
prescribed  drugs  up  to  $200  per  year. 

The  committee  put  a $325  million  price 
tag  on  the  program  for  the  first  full  yeaj’ 
of  operation  — $185  million  Federal  and 
$140  million  state.  However,  this  estimate 
could  hardly  be  more  than  an  educated  guess 
of  sorts.  The  actual  cost  Avould  depend  upon 
unpredictable  factors  — how  many  states 
would  participate,  how  many  benefits  thej' 
would  offer,  and  how  many  older  persons 
would  qualify  and  what  services  they  would 
require. 

The  committee  estimate  was  based  on  be- 
tween 500,000  and  1 million  older  persons 
a year  receiving  health  services  under  the 
program.  If  all  states  participated  fully, 
the  committee  said,  potential  protection 
(Continued  on  page  38-A) 
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GONORRHEA  IS  ON  THE  MARCH  AGAIN... 
a new  timetable  for  recovery: 

only  six  capsules  of  TETREX  can  cure  a male  patient  with  gonorrhea  in  just  one  day* 

TETREX  CAPSULES.  250  mg.  Each  capsule  contains: 
TETREX  (tetracycline  phosphate  complex  equivalent  to 
tetracycline  HCI  activity)  — 250  mg. 

DOSAGE:  Gonorrhea  in  the  male  — Six  capsules  of 
TETREX  in  3 divided  doses,  in  one  day. 

♦ Marmell.  M..  and  Prigot,  A.:  Tetracycline  phosphate  complex  in  the  treat- 
ment of  acute  gonococcal  urethritis  in  men.  Antibiotic  Med.  &.  Clin.  Ther. 
THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX  6:108  (Feb.)  1959. 

BRISTOL  LABORATORIES, 

SYRACUSE.  NEW  YORK 


The  Month  in  Washington — 

(Continued  from  page  36- A) 

would  be  provided  as  many  as  10  million 
aged  whose  financial  resources  are  so  limit- 
ed that  they  would  qualify  in  case  of  serious 
or  extensive  illness. 

Payments  under  the  program  would  go 
directly  to  physicians  and  other  providers 
of  medical,  hospital  and  nursing  services. 

In  addition  to  the  federal  grants  for  the 
“medically  indigent,”  about  $10  million  more 
in  federal  funds  would  be  authorized  for 
payment  to  states  for  raising  the  standards 
of  medical  care  benefits  under  present  pub- 
lic assistance  programs  for  older  persons. 

The  approach  of  the  Mills  program  was 
similar  to  that  of  Point  2 of  the  American 
Medical  Association’s  8-point  program  for 
health  care  of  the  aged.  Point  2 stated  that 
the  A.M.A.  supports  federal  grants-in-aid 
to  states  “for  the  liberalization  of  existing 
old-age  assistance  programs  so  that  the  near- 
needy  could  be  given  health  care  without 
having  to  meet  the  present  rigid  require- 
ments for  indigency.”  Such  a liberalized 
definition  of  eligibility  should  be  determined 
locally,  the  A.M.A.  said. 


Approval  of  the  IMills  plan  by  the  com- 
mittee marked  a sharp  setback  for  organized 
labor  leaders.  But  they  continued  their  all- 
out  pressure  campaign  in  an  effort  to  get 
Congressional  approval  of  F o r a n d - type 
legislation  that  would  use  the  Social  Security 
system  to  provide  hospitalization  and  med- 
ical care  for  the  aged.  After  being  defeated 
in  the  Ways  and  Means  Committee,  labor 
union  leaders  and  other  supporters  of  For- 
and-type  legislation  directed  their  major 
efforts  to  trying  to  get  the  Senate  to  sub- 
stitute the  Social  Security  approach. 

The  committee  had  been  considering 
health-care-for-the-aged  legislation  intermit- 
tently for  more  than  a year.  Hearings  were 
held  on  the  Forand  bill  last  summer  but  ac- 
tion was  postponed  until  this  year. 

Prior  to  approving  the  Mills  plan,  the  com- 
mittee rejected  the  Forand  bill  (three  times) 
and  the  Eisenhower  Administration’s  far- 
reaching  public  assistance  alternative.  Both 
plans  were  opposed  by  the  medical  profes- 
sion and  allied  groups. 

While  these  legislative  proposals  were  in 
the  limelight,  a little-noticed  bill  was  enact- 
( Continued  on  page  42-A) 
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when  that  early  Monday  morning  telephone 
call  is  from  a weekend  do-it-yourselfer 


. . and  this  morning,  Doctor,  my  hack 
is  so  stiff  and  sore  I can  hardly  move.” 

now. . . there  is  a way  to  prompt,  dependable 
relief  of  back  distress 

the  pain  goes  while  the  muscle  relaxes 


POTENT  — rapid  relief  in  acute  conditions 

SAFE— for  prolonged  use  in  chronic  conditions 

notable  safety — extremely  low  toxicity;  no  known 
contraindications;  side  effects  are  rare; 
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rapid  action,  sustained  effect  — starts  to  act 
quickly,  relief  lasts  up  to  6 hours 

easy  to  use— usual  adult  dosage  is  one  350  mg. 
tablet  3 times  daily  and  at  bedtime 

supplied  — as  350  mg.,  white,  coated  tablets, 
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(Continued  from  page  38-A) 
ed  into  law  to  give  $50  million  in  relief  to 
taxpayers  burdened  with  taking  care  of  ill 
dependent  parents. 

The  new  law  permits  taxpayers  full  deduc- 
tion on  federal  income  taxes  for  medical  and 
dental  expenses  paid  for  a dependent  par- 
ent 65  years  of  age  and  older.  Previously, 
such  a deduction  was  limited  to  costs  in  ex- 
cess of  three  per  cent  of  the  taxpayer’s  ad- 
justed gross  income. 

Changes  in  the  Social  Security  program 
called  for  in  the  catch-all  bill  approved  by 
the  Ways  and  Means  Committee  included : — 

1.  Eliminate  the  requirement  that  a dis- 
abled person  must  be  at  least  50  years 
old  to  be  eligible  for  Social  Security 
benefits. 

2.  Provide  Social  Security  benefits  for 
about  25,000  widows  of  workers  who 
died  before  1940. 

3.  Increase  the  benefits  of  400,000  sur- 
viving children  of  workers  covered  by 
Social  Security. 

Although  all  these  revisions  will  increase 


costs  of  the  program,  neither  the  Social  Se- 
curity tax  rate  nor  tax  base  was  increased. 

The  revisions  will  mark  the  fifth  consecu- 
tive year  of  a national  election  that  the 
Social  Security  program,  originally  enacted 
in  1935,  has  been  expanded.  Some  of  the 
expansions  have  been  accompanied  by  tax 
increases.  (Washington  Letter — A.M.A.). 

Presidential  Program  in  Michigan — 

Reviewing  past  progress  and  planning  for 
the  next  five  years,  at  which  time  the  Michi- 
gan State  iNIedical  Society  will  observe  its 
centennial  anniversary,  the  president  of  this 
Society  described  the  program  as  an  all-out 
professional  effoiT. 

As  Described  in  the  Journal  of  the  Michi- 
gan State  Medical  Society,  the  title  for  the 
program  was  chosen  because  it  is  hoped  that 
the  endorsement  and  support  of  the  presi- 
dent of  every  organization,  association,  and 
corporation  in  ^Michigan  who  has  any  intei’- 
est  or  relationship  to  health  and  health  prob- 
lems will  be  obtained. 

It  is  anticipated  that  existing  health 
(Continued  on  page  46-.\) 
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Presidential  Program  in  Michigan — 

(Continued  from  page  42- A) 
forces  already  meeting  medical  standards 
will  be  integrated,  and  that  potentially  sound 
health  developments  now  in  need  of  expert 
medical  review  and  appraisal  will  be  studied 
and  screened. 

The  goal  of  the  campaign  for  the  next 
five  years  is  to  present  the  people  of  INIichi- 
gan  with  a one-hundredth  birthday  present 
of  five  more  good  years  of  life  as  reflected 
in  the  general  life  expectancy  statistics  as 
recorded  by  the  State  Health  Department. 

The  program  is  not  necessarily  directed 
towards  geriatrics.  Statistically,  the  pre- 
vention of  death  in  a child  of  five  years  of 
age  is  twelve  times  as  effective  in  increasing 
the  general  life  expectancy  of  the  state’s 
citizens  as  would  be  the  adding  of  five  more 
years  to  the  life  of  a man  of  65  years. 


Elimination  of  Tuberculosis — 

The  program  recently  announced  by  the 
National  Tuberculosis  Association  to  wipe 
out  tuberculosis  in  the  United  States  by  lo- 
cating every  person  suffering  from  the  dis- 


ease and  treating  him  with  appropriate 
medication  should  soon  add  still  another 
one-time  killer  to  the  long  list  of  drug- 
eliminated  ailments. 

New  medicines  have  made  it  possible  for 
the  medical  profession  to  not  only  cut  the 
death  rate  from  tuberculosis,  but  to  hope 
for  its  complete  eradication  as  well.  Since 
1940,  new  advances  in  medicine  have  helped 
cut  the  death  rate  from  tuberculosis  from 
45.9  of  every  100,000  Americans  to  only 
seven  per  100,000  in  1958. 

The  steep  drop  in  less  than  twenty  years 
is  due  primarily  to  the  development  of  strep- 
tomycin by  Dr.  Selman  Waksman  of  Rut- 
gers University  (backed  by  a substantial 
grant  from  a large  pharmaceutical  manu- 
facturer). 

But  tuberculosis  is  only  one  of  many  dis- 
eases which  have  responded  in  a similar 
fashion  to  new  medicines.  Such  once  dread- 
ed diseases  as  typhoid  fever,  diphtheria,  mas- 
toiditis, rheumatic  fever,  poliomyelitis,  the 
veneral  diseases  and  many  others  have  lost 
their  sting.  Pneumonia  and  influenza  take 
less  than  half  the  number  of  lives  they  took 
(Continued  on  page  52-A) 
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Neutralization 
with  new  Creamalin 
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Neutralization 
with  standard 
aluminum  hydroxide 


New  PPCAI 

UIAI  IM'ANTACID 

tnUll 

flflUll  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  showthatnewCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasti ng,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy 
droxide  gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcer  ■gastritis  i^astric  hyperacidity 
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Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  repiies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

WANTED  — General  Practitioner  immediately 
for  association,  large  practice  central  Nebraska. 
Write  all  particulars  in  first  letter  regarding  age. 
qualifications,  experience,  and  availability.  Good 
income  and  conditions.  Write  Box  22,  Nebraska 
State  Medical  Journal,  1315  Shai-p  Building,  Lin- 
coln 8,  Nebraska. 


WANTED  — A young  doctor  to  join  an  estab- 
liished  group  of  three  general  practitioners  in  Val- 
entine. We  promise  considerable  experience  in  sur- 
gery, O.B.,  and  all  aspects  of  general  practice.  He 
may  join  us  for  a year  or  two  experience,  and  if 
mutually  agreeable,  it  will  lead  to  a permanent  as- 
sociation. The  starting  salarj'  is  open  for  negotia- 
tion. We  have  a modem,  well  equipped  office  and 
hospital.  If  interested,  please  contact:  J.  E.  Earner, 
M.D.,  Valentine,  Nebraska. 


PLATTE  VALLEY  — Active  practice  in  a thriv- 
ing community.  Gross  $35,000  to  $40,000  per  year. 
Clinic  building  furnished  by  town.  Nominal  rent. 
Completely  equipped.  Present  physician  leaving  for 
residency.  Contact  Nebraska  State  Medical  Journal, 
Box  15,  1315  Sharp  Building,  Lincoln  8,  Nebraska. 

OPENING  — For  associate  physician  in  estab- 
lished office  at  excellent  location  in  Northwest 
Denver.  Doctor  moving  enjoyed  a very  large  prac- 
tice, a very  substantial  part  of  which  will  re- 
main with  the  new  doctor.  Remaining  associate 
physician  is  well  established  internist.  Write  Henry 
E.  Zarlengo,  3420  West  46th  Avenue,  Denver  21, 
Colorado. 

LOCUM  TENENS  WANTED  — General  Prac- 
tice: Central  Nebraska  town  with  modem  hospital, 
1600  population;  attractive  salary  guarantee  plus 
percentage;  housing  furnished;  September  ’60  to 
June  '61;  Permanent  association  possible.  Write 
Nebraska  State  Medical  Journal,  Box  21,  1315  Sharp 
Building,  Lincoln,  Nebraska. 


Elimination  of  Tuberculosis — 

(Continued  from  page  46- A) 
in  1940.  Maternal  deaths  have  dropped 
from  almost  forty  per  10,000  live  births  in 
1940,  to  four  per  10,000,  in  1958. 

As  these  diseases  have  been  defeated  by 
new  medicines,  others  have  come  to  take 
their  place.  (Journal  of  Michigan  State 
Medical  Society). 

Offer  Hospital  Credit  Cards — 

The  board  of  trustees  of  the  Pontiac  Gen- 
eral Hospital  voted  in  January  to  establish  a 
credit-card  plan  for  hospital  costs.  Sur- 
geons’ fees  will  not  be  included ; but  hos- 
pital costs  will  include  X rays  and  labora- 
tory work. 

Harold  P>.  Euler,  hospital  administrator, 
has  explained  that  the  credit  cards  will  en- 
title holders  to  receive  treatment  and  occupy 
hospital  beds  on  a seiwice-now-pay-later 
basis.  Credit  - card  applications  will  be 
checked  by  the  Pontiac  Credit  Bureau. 

The  plan,  he  explained,  will  especially  help 
the  10  per  cent  of  the  hospital  patients  who 
are  not  covered  by  hospitalization  insurance. 


The  Pontiac  plan,  according  to  Mr.  Euler, 
is  the  first  hospital  credit  plan  in  Michigan, 
although  more  popular  in  St.  Louis  and  New 
Jersey.  (Journal  of  the  Michigan  State 
Medical  Society). 


“How  much  for  my  wife’s  operation  without 
the  anesthetic?’’ 
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In  hay  fe\er,  BENADRYL  provides  simultaneous, 
dual  control  of  allergic  symptoms.  Nasal  congestion, 
lacrimation,  sneezing,  and  related  histamine  reac- 
tions are  effectively  relieved  by  the  antihistaminic 
action  of  BENADRYL.  At  the  same  time,  its  anti- 
spasniodic  effect  alleviates  bronchial  and  gastro- 
intestinal spasms.  This  duality  of  action  makes 
BENADRYL  valuable  throughout  a wide  range  of 
allergic  disorders. 

BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride, 
Parke-Davis)  is  available  in  a variety  of  forms  including:  Kap- 
seals,®  50  mg.  each;  Kapseals,  50  mg.,  with  ephedrine  sulfate, 
25  mg.;  Capsules,  25  mg.  each;  Elixir,  10  mg.  per  4 cc.;  and  for 
delayed  action,  Emplets,®  50  mg.  each.  For  parenteral  therapy, 
BEN.ADRYL  Hydrochloride  Steri- Vials,®  10  mg.  per  cc.;  and  Am- 
poules, 50  mg.  per  cc. 
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CLINICAL  REMISSION 


IN  A'fROBLEM’' ARTHRITIC 


In  rheumatoid  arthritis  with  diabetes  mellitus.  A 54-year-old  diabetic 
with  a four-year  history  of  arthritis  was  started  on  Decadron,  0.75  mg./ 
day,  to  control  severe  symptoms.  After  a year  of  therapy  with  0.5  to 
1.5  mg.  daily  doses  of  Decadron,  she  has  had  no  side  effects  and  dia- 
betes has  not  been  exacerbated.  She  is  in  clinical  remission.* 

New  convenient  b.  i.  d.  alternate  dosage  schedule;  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  "chronic”  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

Supplied;  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a clinical  investigator’s  report  to  Merck  Sharp  & Dohme. 

Decadran 


Dexamethasone 


TREATS  m PATIENTS  fim  EFFECTIVELY 

MERCK  SHARP  & DOHME  • Division  of  Merck  & Co.,  INC.,  West  Point,  Pa. 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Current  Comment 

The  Doctor’s  Image — 

A metropolitan  newspaper  commenting 
upon  the  public’s  image  of  the  doctor  states 
that  an  earlier  image  of  the  doctor  has  been 
excessively  romanticized,  and  “today’s  cari- 
cature of  an  impersonal  healing  machine 
with  a built-in  cash  register  is  distorted  be- 
yond reality.” 

Doctor  Milton  A.  Darling  on  the  Presi- 
dent’s Page  of  the  Journal  of  the  Michigan 
State  Medical  Society  suggests  that  we  are 
dealing,  not  with  one,  but  three  images  of 
the  physician  existent  in  the  public  mind. 

INIedicine  itself  is  viewed  by  most  people 
as  an  entity  in  itself,  which  if  they  get 
enough,  and  at  the  right  time,  can  overcome 
all  pains  and  defer  death. 

The  individual  physician  is  considered  to 
be  a reasonably  nice  fellow,  with  good  train- 
ing, who  talks  mainly  to  other  doctors  about 
medicine,  is  opinionated,  and  makes  a con- 
siderable amount  of  money. 

The  image  of  the  medical  profession  is  a 
doctor’s  union  epitomized  by  the  A.M.A.,  to 


them  a powerful  lobby  group  that  needs  bet- 
ter public  relations. 

The  editorial  suggests  that  these  three 
images  should  be  merged  into  a single  one 
to  which  should  be  added  our  primary  desire 
to  serve  the  people  in  the  public  interest. 
W'hen  so  merged,  our  image  could  be  that 
of  a group  of  nice,  well  trained,  prosperous 
arid  civic  minded  people  who  are  controlling 
a valuable  and  constantly  improving  service 
and  protecting  its  application  in  the  public 
interest. 

This  realistic  and  more  favorable  image 
can  result  if  each  of  us  and  all  of  us  work 
as  hard  to  deserve  and  gain  such  an  image 
as  some  of  our  detractors  and  the  socializers 
work  to  divide  us  and  to  render  our  image 
unfavorable. 

If  our  public  image  is  our  shadow  cast  in 
bold  by  the  light  of  public  opinion  against 
the  background  of  modern  society,  we  must 
keep  the  light  of  public  opinion  in  steady 
focus  so  our  shadow  is  our  true  image.  This 
can  be  done  by  communication,  most  effec- 
tive when  carried  out  by  the  doctor  and  his 
office  through  his  word  and  deed. 
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Clinical  results  with  Tv^MCOpBlT 


Excellent 

Good 

Fair 

Poor 

Total 

low  BACK  SYNDROMES 

* Acute  low  back  strain 

25 

19 

8 

6 

58 

Chronic  low  back  strain 

11 

5 

1 

1 

18 

j|  “Porters’  syndrome”* 

21 

5 

1 

1 

28 

j£  Pelvic  fractures 

2 

1 

-- 

— 

3 

PECK  SYNDROMES 

J Whiplash  injuries 

12 

6 

2 

1 

21 

% Torticollis,  chronic 

6 

2 

3 

2 

13 

OTHER  MUSCLE  SPASM 

Spasm  related  to  trauma 

15 

6 

1 

— 

22 

Rheumatoid  arthritis 

— 

18 

2 

1 

21 

Bursitis 

2 

6 

1 

— 

9 

TENSION  STATES 

18 

2 

4 

3 

27 

TOTALS 

y 

112 

(51%) 

70 

(32%) 

23 

(10%) 

15 

(7%) 

220 

(100%) 

♦Over-reaching  in  lifting  heavy  bags  resulting  in  sprain  of  upper,  middle,  and  lower  back  muscles. 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 

1.  Kearney,  R.  D.:  Current  Therap.  Res.  2:127,  April,  1960. 


.1806M  Trancopal  (brand  of  chtormezanone)  and  Caplets,  trademarks  reg.  U.S.  Pat.  Off. 


LABORATORIES,  New  York  1 8,  N.  Y. 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg..  Tablets 


FOR  THERAPY 
OF  OVERWEIGHT  PATIENTS 

■ d-amphetamine  depresses  appetite  and 
elevates  mood 

■ meprobamate  eases  tensions  of  dieting 
(yet  without  overstimulation,  insomnia  or 
barbiturate  hangover). 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 

A LOGICAL  COMBINATION  | 

IN  I 

APPETITE  CONTROL  I 


Current  Comment 

Hospital  Use  Not  Excessive — 

“A  study  of  Indiana  hospital  records  gives 
little  support  to  the  criticism  that  great 
numbers  of  patients  are  unnecessarily  ad- 
mitted to  general  hospitals  or  could  be 
treated  less  expensively  elsewhere.” 

This  conclusion  results  from  a study  of 
the  1956  records  of  the  Blue  Cross  Hospital 
Services  of  Indiana,  as  summarized  by  the 
Health  Insurance  Foundation.  The  study 
further  indicates  that  almost  two-thirds  of 
the  cost  of  hospital  care  in  the  study  group 
went  for  surgery,  including  obstetrical  care 
— services  in  which  hospitalization  is  clear- 
ly indicated. 

Hospital  costs  for  an  individual  admission 
vary  according  to  the  patient’s  disease  and 
while  the  average  cost  per  admission  was 
$166,  the  range  was  from  a low  of  $54  for 
diseases  of  the  upper  respiratory  system  to 
$503  for  digestive  cancer. 

Among  other  findings  of  the  study  were 
these ; 

1.  Diseases  of  the  digestive  system  ac- 
counted for  a larger  share  of  total 


Piotection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since  1902 

^ Handsome,  Professional  Appointment  Book 
sent  to  your  FREE  upon  request. 


hospital  days  than  any  other  cate- 
gory— 145.2  per  1,000  insured  indi- 
dividuals  a year,  or  one-sixth  of  the 
total  days  for  all  admissions. 

2.  Of  all  the  major  diagnostic  categories 
analyzed,  cancer  was  responsible  for 
the  longest  average  hospital  stay,  15.5 
days.  Cancer  patients  also  averaged 
the  highest  bills  per  admission,  $387. 

3.  One-fifth  of  all  hospital  admissions 
were  for  obstetrical  care,  with  an  av- 
erage stay  per  case  of  4.6  days  and  a 
total  hospital  bill  per  admission  $119. 

According  to  this  Indiana  study  by  the 
Health  Insurance  Foundation,  there  were 
115.5  hospital  admissions  per  1,000  in  the 
covered  population  for  all  causes,  and  the 
average  length  of  stay  per  admission  was 
7.3  days.  Total  hospital  use,  the  product  of 
the  two  factors,  amounted  to  838.8  days  per 
1,000  persons  annually. 

Hospital  bills  submitted  to  Blue  Cross  av- 
eraged $22.91  a day  for  room  rate  and  other 
charges,  or  $166  for  each  hospital  stay. 
These  bills,  when  spread  over  the  entire  in- 
sured population  (whether  or  not  they  were 
(Continued  on  page  24-A) 
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Hospital  I’se  Not  Excessive — 

(Continued  from  page  20-A) 

hosp’talized)  came  to  .$19.22  per  person  per 
year,  tvhich  corresponds  closely  to  the  aver- 
a.ye  annual  expenditure  on  hospital  services 
of  $22  in  1957-58  as  reported  by  H.I.F.  in 
February  of  this  year. 

Althouj?h  the  study  was  limited  to  Indiana, 
It  is  said  to  have  nationwide  implications, 
particularly  since  hospital  costs  in  Indiana 
appear  to  be  close  to  national  averages. 

The  “Detail  >lan”  Analyzed — 

The  average  medical  service  representa- 
tive of  a pharmaceutical  firm  is  39  years  of 
age,  has  had  8.4  years  of  detailing  experi- 
ence, usually  with  one  employer,  and  in 
1958  had  a salary  of  $7606. 

The  composite  picture  results  from  a sur- 
vey of  a sample  of  members  of  the  Medical 
Service  Society  of  America  described  in  the 
Pennsylvania  Medical  Journal. 

From  their  incomes,  those  who  answered 
the  questionnaires,  nearly  all  family  men, 
support  on  average  more  than  three  other 
dependents,  and  in  the  majority  of  cases  are 


investing  in  a home.  Publicly  they  have 
high  regard  for  their  employers  but  see  little 
chance  for  advancement  and  yet  are  satisfied 
because  they  consider  theirs  an  honorable 
and  useful  occupation. 

The  majority  believe  that  only  a minority 
of  their  acquaintances  understand  the  nature 
of  their  work,  but  those  who  do  have  ade- 
quate knowledge,  the  majority  have  high  re- 
spect for  the  occupation.  The  majority  had 
reservations  about  the  propriety  of  the  term 
“detail  man.” 

An  accompanying  editorial  accepts  the 
surv^ey  as  presenting  a picture  quite  differ- 
ent than  the  description  coming  from  recent 
congressional  activities.  The  pharmaceutical 
representative  is  not  likely  to  exert  undue  in- 
fluence upon  the  physician.  The  relation- 
ship between  the  physician  and  the  pharma- 
ceutical representative  is  a reciprocal  one,  a 
personal  one  and  a variable  one.  The  physi- 
cian has  the  knowledge  and  judgment  to 
extract  in  accordance  with  his  needs  from 
the  skills  and  knowledge  of  the  detail  man. 
The  loyalties  and  attachments  of  the  detail 
man  are  not  concealed  and  the  phv'Sician  has 
the  necessary  education  to  be  critical  and 
(Continued  on  page  37-A) 
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The  “Detail  Man”  Analyzed — 

(Continued  from  page  24- A) 

scientific  in  dealing  with  this  link  to  the 
commercial  drug  world.  To  assert  that  the 
detail  man  can  brainwash  the  physician  is 
to  insult  both  these  parties.  “If  the  doctor 
brainwashes  so  easily,  it  is  surprising  to 
note  the  enormous  variation  in  his  choice  of 
wives,  drinks,  novels,  cars,  television  pro- 
grams, baseball  heroes,  etc.,  to  say  nothing 
of  tranquilizers.” 


New  Connecticut  Plan  Popular  With  Aged — 

One  phase  of  the  problem  of  assuring  med- 
ical attention  for  the  aged  — low-cost  pre- 
paid medical  coverage  — is  being  successful- 
ly attacked  by  Connecticut  Medical  Service, 
that  state’s  Blue  Shield  Plan,  in  cooperation 
with  the  Connecticut  State  Medical  Society. 

It  is  a voluntary,  prepaid  medical  policy, 
known  as  the  Special  Individual  Contract, 
available  regardless  of  age,  occupation,  or 
condition  of  health.  Within  three  months 
after  it  v^as  launched  some  23,000  members 
were  enrolled,  42.6  per  cent  of  whom  were 
65  years  of  age  or  older,  and  hundreds  of 


new  applications  poured  in  each  week  there- 
after, according  to  the  physicians. 

The  contract,  which  is  continuously  avail- 
able, carries  benefits  identical  to  the  C.M.S. 
Preferred  Contract  — for  members  not  eligi- 
ble on  a group  enrollment  basis — except  that 
maternity  benefits  are  excluded. 
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Current  Comment 

Writing  Your  Congressman?  Make  it  Count! — 

A letter  to  your  congressman  or  senator 
(or  for  that  matter  to  your  governor  or  a 
local  official)  tvill  have  a better  chance  of 
receiving  serious  attention  if  you  follow 
these  rules,  based  on  those  that  the  National 
Education  Association  suggests  to  its  mem- 
bers. 

Do  know  your  legislator’s  full  name  and 
address  — don’t  guess  at  the  spelling. 

Do  use  plain  or  personal  stationery  — 
don’t  send  mimeographed  circulars,  form  let- 
ters, or  printed  post  cards,  which  get  little 
or  no  attention. 

Do  know  what  you’re  talking  about  — • 
don’t  base  your  letter  on  rumors  or  unveri- 
fied statements  or  figures. 

Do  identify  clearly  any  bill  that  you  men- 
tion, if  possible  by  name  and  number  — 
don’t  use  a vague  or  general  description  that 
might  apply  to  any  of  several  pieces  of  legis- 
lation. 

Do  be  concise  when  presenting  the  facts 


— don’t  be  wordy,  but  don’t  leave  out  any 
really  important  details. 

Do  be  sincere  and  courteous  — don’t  use 
flowery  terms  or  threatening  language. 

— The  Pennsylvania  Medical  Journal 


“Of  course  I caia’t  be  sure  yet,  but  it  seems 
that  you  might  be  a kleptomaniac.” 
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Current  Comment 

Hospital  Services  and  Costs — 

More  people  are  entering  hospitals  now 
than  ever  before  because  more  are  going  to 
physicians,  and  physicians  are  caring  for 
these  patients  in  the  hospital  — where  equip- 
ment, supplies,  and  trained  teams  of  workers 
are  centered  to  aid  in  diagnosis  and  treat- 
ment to  speed  recovery. 

There  is  now  an  average  of  2.2  hospital 
employees  for  each  patient  treated  in  a gen- 
eral hospital,  compared  with  1.5  in  1946. 
Nearly  two-thirds  of  these  employees  work 
in  the  professional  service  departments, 
such  as  nursing  service,  operating  and  de- 
livery rooms,  X ray,  laboratories,  and  phar- 
macy. The  others  work  in  the  operation 
and  maintenance,  food  service,  and  admin- 
istrative areas. 

Payroll  accounts  for  two-thirds  of  total 
hospital  costs,  compared  to  one-third  for  in- 
dustry. But  unlike  industry,  the  hospital 
must  be  ready  to  function  24  hours  a day, 
365  days  a year.  And  the  hospital  cannot 
automate,  except  behind  the  scenes.  Direct 
patient  care  is  a personal  service,  to  meet 
the  individual  human  need. 


It  Helps  to  Lose  Weight — 

Weight  reduction  has  a favorable  effect 
on  the  longevity  of  those  who  are  over- 
weight. A study  by  the  Society  of  Actuaries, 
described  in  the  Statistical  Bulletin,  was 
concerned  with  the  mortality  experience  of 
policy  holders  who  were  charged  higher  than 
the  standard  premiums  because  they  were 
overweight  but  who  later  qualified  for  insur- 
ance at  standard  rates  because  of  weight 
reduction.  This  segment  of  the  population 
had  a mortality  significantly  lower  than  the 
rate  for  the  entire  group  of  policy  holders 
in  the  original  overweight  class. 

Adequate  data  is  available  only  for  male 
risks,  but  the  smaller  experience  with  over- 
weight women  who  reduce  their  weight  to 
normal  indicates  that  their  mortality  like- 
wise was  favorably  influenced. 

For  a few  years  after  reducing  their 
weight,  the  overweight  men  had  a mortality 
practically  the  same  as  the  standard  risk. 
After  the  first  few  years,  the  mortality 
tended  to  increase  above  the  standard  risk, 
perhaps  in  keeping  with  the  observation 
that  many  who  reduce  their  weight  fail  to 
maintain  a weight  within  the  normal  range. 
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Current  Comment 


Venereal  Disease  Information  Available — 

The  Venereal  Disease  Branch,  Communic- 
able Disease  Center,  United  States  Depart- 
ment of  Health,  Education  and  Welfare  Pub- 
lic Health  Service,  has  established  and  will 
maintain  a mailing  key  for  the  distribution 
of  informational  copies  of  new  venereal  dis- 
ease educational  materials  as  they  become 
available. 

Approximately  three  times  a year,  collec- 
tions of  world-wide  venereal  disease  litera- 
ture for  profesional  persons  are  abstracted 
and  published  under  the  title:  “Abstracts 

of  Current  Literature  on  Venereal  Disease.” 
This  is  distributed  by  a separate  mailing 
key. 

Persons  desiring  to  be  included  on  either 
or  both  of  those  mailing  keys  should  write  to 
Dr.  William  J.  Brodn,  50  Seventh  Street, 
N.E.,  Atlanta  23,  Ga. 

DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


“It’s  about  that  low  calorie  diet!” 
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CHLOROMYCETIN 


(diloramphcnicol,  Parkc-Davis) 

An  outstanding  and  frequently  reported  characteristic  of  CIILOROMYCETInI"^  “...is  tlie  tact 
that  the  very  great  majoritv  of  tire  so-called  resistant  staphylococci  are  susceptible  to  its  action. 

In  describing  their  study,  Rebhan  and  Edwards-  state  that  “. . .only  a small  percentage  of  strains 
have  shown  resistance...”  to  CHLOROMYCETIN,  despite  steadily  increasing  use  of  the  drug 
over  the  years. 

Fisher^  observes:  “The  over-all  average  incidence  of  resistance,  for  the  31,779  strains  [of  staph- 
ylococci] through  nine  years  was  about  97c.”  FinlaiKH  reports  that,  while  the  proportion  of 
strains  resistant  to  several  newer  antibiotics  has  risen  to  between  10  and  30  per  cent,  such  resist- 
ance to  CHLOROMYCETIN  “...has  been  rare  even  where  this  agent  has  been  used  extensively 
Numerous  other  investigators  concur  in  these  findings. ’"S 

CHLOROMYCETIN  (chloramphenicol,  Parke- Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  asso- 
ciated with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore, 
as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  rccpiircs  prolonged 
or  intermittent  therapy. 

Vwfcrcnccs:  (1)  Welch,  II.,  in  Welch,  II.,  Finland,  M.;  Antiliiotic  Therapy  for  Staphylococcal  Diseases,  New  York,  I 
Medical  Encyclopedia,  Inc.,  1959,  p.  1.  (2)  Rebhan,  A.  W,  & Edwards,  H.  E.;  Canad.  Af.  A.  J.  82:513,  1960.  (3)  Fisher,] 
M.  W;  Arch.  Int.  Med.  U).*>:413,  1960.  (4)  Finland,  M.,  in  Welch,  H.,  & Finland,  M.;  Antibiotic  Therapy  for  Staphy- 
lococcal Diseases,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  187.  (5)  Bercovitz,  Z.  T:  Geriatrics  l.>:164.  1960.1 
(6)  Glas,  W.  W,  & Britt,  E.  M.:  Management  of  Hospital  Injections,  in  Symposium  on  Antibacterial  TherajTy,  Michigan] 
& Wayne  County  Acad.  Cien.  Pract.,  Detroit,  September  12,  1959,  p.  7.  (7)  Staphylococcal  Infections  in  Pediatrics, 
Scientific  Exhibit,  Commission  on  Professional  and  Hospital  Activities,  108th  Ann.  Meet.,  A.  M.  A.,  Atlantic  City, 
June  8-12,  1959.  (8)  Robinson,  H.  M.,  Jr.;  Robinson,  R.  C.  V.,  & Raskin,  J.;  Postgrad.  Med,  27:522,  1960. 
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3 tics  were  gathered  over  almost  a decade  on  329  children  with  staphylococcal  pneumonia;  1,663  sensitivity  tests  were  performed. 

I 5d  from  Rebban  & Edwards.*  looco 
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OUR  COVER  THIS  MONTH- 

"Old  Bob"  is  the  familiar,  not  the  registered  name  of 
this  herd  bull.  The  owner  is  Mr.  W.  Everett  Brown,  Fair 
Play  Ranch,  near  Valentine,  Nebraska.  Mr.  Brown  states 
that  Old  Bob  is  responsible  for  the  high  quality  of  the 
registered  cattle  on  the  ranch. 

It  is  interesting  that  artificial  insemination  is  now  em- 
ployed on  the  Fair  Play  Ranch,  and  that  enough  frozen 
semen  from  Old  Bob  is  on  hand  to  last  four  years. 
(Photograph  by  Dick  Hufnagle,  Lincoln). 
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It  is  our  objective  to  produce  the  finest 
reagents  obtainable  for  clinical  laboratory  use. 
Their  consistent  accuracy  saves  hours  of 
the  technician’s  time. 

Our  scientific  laboratory  control  is  your 
assurance  that  Ulmer  reagents  are  always 
fresh  and  meet  the  most  exacting  standards  for 
each  procedure.  Every  step  of  the 
manufacturing  process  is  checked  from  the 
raw  materials  to  the  finished  product. 
Moreover,  our  chemists  are  available  to 
assist  with  any  procedures  with  which  you 
may  be  experiencing  difficulties.  Do  not 
hesitate  to  call  on  them  for 
assistance  or  advice. 

For  prompt  and  efficient  service  as  well  as 
guaranteed  satisfaction,  insist  on  Ulmer 
Reagents  and  order  them  direct  from  P & H. 
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Current  Comment 

BOOKS 

During  the  past  month  your  review  editor  has 
received  three  books  each  of  which  has  been  writ- 
ten by  one  or  more  of  our  colleagues  in  England 
or  Scotland,  printed  in  Great  Britain,  and  distrib- 
uted in  the  United  States  by  The  Williams  & Wil- 
kins Company  of  Baltimore. 

The  first  book  to  arrive  was  a small  handbook 
(479  pages)  entitled  “Bedside  Diagnosis”  and  writ- 
ten by  Charles  Seward,  M.D.,  F.R.C.P.  (Edin.), 
with  a foreword  by  Lord  Cohen  of  Birkenhead, 
M.D.,  Professor  of  Medicine  at  the  University  of 
Liverpool. 

Dr.  Seward  has  attempted  to  avoid  “diagnosis  by 
matching,”  i.e.  the  delineation  of  diseases  by  sim- 
ply comparing  the  patient,  his  signs  and  symptoms, 
with  the  textbook  description  of  the  usual  findings 
in  the  disease  state  in  question.  Instead,  Dr.  Sew- 
ard has  based  his  text  upon  the  concept  of  disease 
as  a disturbance  of  function  which  may  or  may  not 
be  accompanied  by  structural  change.  He  stresses 
that  the  causes  of  disease  are  often  indicated  by 
the  grouping  and  mode  of  development  of  symp- 
toms and  signs.  He  tackles  the  problem  of  diag- 
nosis in  a way  which  emphasizes  that  any  symptom, 
such  as  breathlessness,  may  arise  from  disease  in 
many  oi’gans  or  systems  — the  respiratory  or  car- 
diovascular systems,  the  blood,  the  brain  or  mind. 
The  student  who  masters  the  pi'inciples  on  which 
this  handbook  is  based  will  have  an  intelligent  and 
rewarding  approach  to  the  diagnosis  of  disease,  and 
he  will  have  laid  a foundation  which  will  remain 
firm  whatever  stress  the  superstructure  of  later 
knowledge  may  impose  upon  it.  And  even  the  ex- 
perienced practitioner  will  learn  much  from  its  text. 

“BEDSIDE  DIAGNOSIS”  by  Charles  Seward, 
M.D.,  F.R.C.P.  (Edin.),  published  July,  1960,  by 
The  Williams  and  Wilkins  Company,  Baltimore 
2,  Maryland  (exclusive  U.S.  agents),  479  pages, 
S6.00. 

The  second  book  turned  out  to  a real  fine  text- 
book for  medical  students  and  practicing  physicians 
entitled  “The  Principles  and  Practice  of  Medicine,” 
written  by  Sir  Standley  Davidson,  M.D.,  Physician 
to  Her  Majesty  the  Queen  in  Scotland,  Professor  of 
Medicine  and  Clinical  Medicine,  University  of  Edin- 
burgh, 1938  to  date,  and  Physician-in-Charge,  Royal 
Infii-maiy,  Edinburgh,  1938  to  date,  assisted  by  the 
past  and  present  members  of  the  staff  of  the  De- 
partment of  Medicine,  University  of  Edinburgh,  and 
associated  clinical  units.  This  book  is  a standard 
textbook  in  the  British  Isles,  Spain,  and  many  parts 
of  South  America,  Asia,  and  Africa.  Its  popularity 
is  attested  to  by  the  fact  that  the  present  volume 
is  the  fifth  new  edition  in  the  past  eight  years.  A 
translation  in  Spanish  is  available. 

Sir  Stanley  and  his  colleagues  have  achieved  a 
balanced  style  and  composition  making  the  reader 
think  of  this  book  as  the  work  of  a single  author, 
and  yet  it  reflects  the  diversity  and  depth  of  knowl- 
edge and  experience  which  can  be  contributed  only 
by  drawing  upon  the  talents  of  many  authorities. 
Most  of  the  book  is  devoted  to  those  disorders 
most  commonly  encountered  in  practice.  The  selec- 
tion of  the  rarer  diseases  for  inclusion  was  based 
principally  on  their  cultural  interest  or  their  educa- 
( Continued  on  page  28-A) 
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BOOKS 

(Continued  from  pag’e  22- A) 

tional  value  as  examples  of  applied  anatomy  or 
physiology.  In  addition,  although  such  diseases  as 
diphtheria,  typhoid  fever  and  rabies  are  rarely  en- 
countered in  Great  Britain,  and  although  the  inci- 
dence of  tuberculosis,  sj-philis  and  their  complica- 
tions has  fallen  greatly  in  recent  years,  nevertheless 
such  diseases  are  still  of  great  importance  in  many 
other  parts  of  the  world  where  this  book  is  very 
widely  read,  and  hence  discussions  of  these  diseases 
are  included  in  an  extended  fonn.  Each  section  of 
the  book  starts  with  a discussion  of  the  anatomy 
and  physiology  of  the  system  concerned  in  order  to 
encourage  a rational  approach  to  an  understanding 
of  symptomatology  and  treatment,  and  each  sec- 
tion ends  with  a review  of  the  measures  available 
for  the  prevention  of  the  disease  under  discussion. 

“THE  PRINCIPLES  AND  PRACTICE  OF 
MEDICINE”  by  Sir  Stanley  Davidson,  M.D., 
F.R.C.P.  (Edin.  and  London),  F.R.S.  (Edin.), 
published  July,  1960,  by  The  Williams  and  Wil- 
kins Company,  Baltimore  2,  Maryland  (exclu- 
sive U.S.  agents),  1112  pages,  $8.00.  (Note: 
This  is  a lot  of  book  for  the  money). 

The  third  book,  really  a little  booklet,  was  writ- 
ten by  T.  L.  Cleave,  M.R.C.P.  (Lond.),  a Surgeon 
Captain  in  the  Royal  Navy.  Its  title  — “On  the 
Causation  of  Varicose  Veins  and  Their  Prevention 
and  Arrest  by  Natural  Means  — An  Evolutionary 
Approach.” 

Doctor  Cleave  attempts  to  explain  the  presence 
of  varicose  veins  in  the  rectum,  the  scrotum,  the 
vulva,  and  the  legs  by  relating  them  to  a com.mon 


cause,  namely  colonic  stasis.  Other  factors,  he 
states,  are  of  secondary  importance,  and  he  mar- 
shalls quite  a lot  of  support  for  this  theoiy.  He 
attributes  this  ‘colonic  stasis”  to  the  fact  that  with 
the  march  of  cirilization,  mankind  has  been  pro- 
gressively more  “successful”  in  removing  the  fibre 
from  the  carbohydrates  that  are  eaten,  and  he  sug- 
gests a return  to  whole-grain  bread  and  cereals, 
and  also  he  recommends  that  refined  sugar  be  re- 
placed by  natural  sugars  which  replacement  can  be 
achieved  in  part  by  substituting  fresh  and/or  dried 
fruits  for  candies  and  other  sweetstuffs  prepared 
with  refined  sugar. 

Although  I have  in  a sense  summarized  this  book 
for  you,  the  reader,  I would  i-ecommend  your  read- 
ing the  text  and  weighing  Doctor  Cleave’s  facts 
and  arguments  in  the  light  of  your  own  obseiwa- 
tions.  As  you  are  aware.  Dr.  Cleave’s  premise  has 
been  supported  by  the  various  chiropractors  and 
health  food  stores  in  our  communities  for  quite  some 
time.  It  might  well  be  to  the  advantage  of  the 
medical  profession  to  consider  again  the  pi'ovoca- 
tive  obsem'ations  and  conclusions  of  Surgeon  Cap- 
tain Cleave. 

“ON  THE  CAUSATION  OF  VARICOSE 
VEINS  AND  THEIR  PREVENTION  AND  AR- 
REST BY  NATURAL  MEANS  — AN  EVOLU- 
TIONARY APPROACH”  by  T.  L.  Cleave, 
M.R.C.P.  (Lond.),  published"  July,  1960  by 
John  Wright  and  Sonds  Lt.  of  Bristol,  Eng- 
land, and  distributed  in  the  U.S.  by  The  Wil- 
liams and  Wilkins  Company,  Baltimore  2,  Maiy- 
land  (exclusive  U.S.  agents),  39  pages,  $2.50. 

— F.M.N. 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Current  Comment 

The  ^lonth  in  ^^'ashinston  (June) — 

Congress  returned  to  work  this  month  to 
take  up  its  unifinshed  business,  including 
the  controversial  issue  of  health  care  for  the 
aged,  an  atmosphere  dominated  by  election- 
year  politics. 

The  thi’ee  or  four  week,  tag-end  session 
of  Congress  loomed  as  one  of  the  most  im- 
portant meetings  in  the  past  decade  as  far 
as  possible  impact  on  the  medical  profession 
is  concerned. 

The  lawmakers  are  slated  to  decide 
whether  to  embark  the  Federal  government 
on  a course  that  could  threaten  the  private 
practice  of  medicine,  or  to  adopt  a volun- 
tary program  that  would  pose  no  such  dan- 
ger. 

The  omnibus  social  security  bill  approved 
by  the  House  Ways  and  Means  Committee 
was  easily  cleared  by  the  House,  381  to  23, 
and  sent  to  the  Senate  Finance  Committee, 
which  held  two  days  of  hearings.  The 
measure  contained  a voluntary,  Federal 
State  program  for  assisting  needy  aged  per- 
sons meet  their  health  care  costs.  Both  the 


Administration  and  the  American  Medical 
Association  endorsed  the  House  measure  as 
in  keeping  with  the  concept  of  giving  the 
states  prime  responsibility  for  helping  their 
citizens,  for  aiding  those  who  are  most  in 
need  of  help,  and  for  avoiding  the  compul- 
sory aspects  of  health  plans  involving  the 
social  security  mechanism. 

A vote  by  the  Finance  Committee,  headed 
by  Sen.  Harry  F.  Byrd  (D.,  Va.),  was  sched- 
uled shortly  after  the  Senate  resumed  opera- 
tions in  August.  Whatever  action  the  Com- 
mittee took,  however,  proponents  of  schemes 
such  as  the  Forand  bill  to  provide  a com- 
pulsory, federal  medical  progi’am  promised 
a deteiTnined  fight  on  the  floor  of  the  Senate. 

In  the  event  Congress  should  approve  a 
government  medicine  plan,  opponents  were 
counting  on  a Presidential  veto  to  kill  the 
measure.  The  Chief  Executive  repeatedly 
has  asserted  in  strong  language  his  all-out 
opposition  to  any  compulsory  plan  for  health 
care  financing. 

At  the  Senate  Finance  Committee  hearing, 
Arthur  S.  Flemming,  Secretary  of  Heatlh, 
Education  and  Welfare,  renewed  the  Admin- 
( Continued  on  page  48-A) 
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REMEMBER  THIS:  SO  DOES  ENARAX 


Think  of  your  patient  with  peptic  ulcer— or  with  gastrointestinal 
dysfunction  — on  a typical  day. 

Think  of  the  anxieties,  the  tensions. 

Think,  too,  of  the  night:  the  state  of  his  stomach  emptied  of  food. 
Disturbing? 

Then  think  of  enarax.  For  enarax  was  formulated  to  help  you  control  pre- 
cisely this  clinical  picture,  enarax  provides  oxyphencyclimine,  the  in- 
herently long-acting  anticholinergic  (up  to  9 hours  of  actual  achlorhydria') 
. . . plus  Atarax,  the  tranquilizer  that  doesn’t  stimulate  gastric  secretion. 
Thus,  with  b.i.d.  dosage,  you  provide  continuous  antisecretory/antispas- 
modic  action  and  safely  alleviate  anxiety . . . with  these  results:  enarax 
has  been  proved  effective  in  92%  of  G.l.  patients.^'* 

When  ulcerogenic  factors  seem  to  work  against  you,  let  enarax  work 
for  you. 


ENARAX i 
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dosage:  Begin  with  one-half  tablet  b.i.d.  — preferably  in  the  morning  and  before  retiring. 
Increase  dosage  to  one  tablet  b.i.d.  if  necessary,  and  adjust  maintenance  dose  according 
to  therapeutic  response.  Use  with  caution  in  patients  with  prostatic  hypertrophy  and  only 
with  ophthalmological  supervision  in  glaucoma, 
supplied:  In  bottles  of  60  black-and-white  scored  tablets.  Prescription  only. 

References:  1.  Steigmann,  F.,  et  al.:  Am.  J.  Gastroenterol.  33:109  (Jan.)  1960.  2.  Hock,  C.  W.: 
to  be  published.  3.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959.  4.  Data  in  Roerig  Medical 
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treatment  of 
vaginal  infections 


Problem  is:  she’ll  wait  until  discomfort  is  acute 
and  then  expect  immediate  relief.  The  answer  is 
Trisert.  Trisert  preparations  contain  Allantoin, 
an  effective  debriding  agent  which  quickly  dis- 
solves heavy  mucus  often  accompanying  vaginal 
infections  . . . Methylbenzethonium  Chloride, 
a quaternary  germicide  which  removes  unpleasant 
odors  . . . Succinic  Acid,  an  aid  in  maintaining 
optimal  vaginal  pH  . . . 9-Aminoacridine  Hy- 
drochloride which  has  been  included  to  supple- 
ment the  bactericidal  and  trichomonacidal  activity 
of  other  constituents.  Treatment  with  Trisert 
Powder  will  control  symptoms  fast . . . usually 
within  an  hour  . . . and  provide  effective  initial 
treatment  for  48  hours.  After  a second  insuffla- 
tion, the  treatment  is  completed  with  at 
0 home  use  of  Trisert  Tablets  which  will  gen- 
erally bring  the  infection  under  complete 
control  within  7 days. 

Trisert 

TRISERT  TABLETS-Palient  set,  con- 
tains  bottle  of  30  tablets  and  special 
inserter.  Bulk  bottle  of  100  tablets. 

TRISERT  POWDER  — Available  in  4 
gr.  individual  treatment  bottles.  12 
to  carton. 

TRISERT  POWDER  INSUFFLATOR  — Designed 
for  use  with  Trisert  Powder.  Its  use  is  urged  for 
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The  Month  in  Washington  (June) — 

(Continued  from  page  42- A) 

istration’s  flat  stand  against  the  social  se- 
curity avenue  to  financing  health  costs. 
Such  a plan,  he  said,  would  inevitably  lead 
to  pressures  for  expanding  the  benefits  and 
lowering  or  eliminating  the  age  require- 
ment. Under  such  circumstances,  a 15  per 
cent  or  20  per  cent  social  security  payroll 
tax  would  not  be  too  far  off,  he  said.  “We 
believe  it  is  unsound  to  assume  that  revenue 
possibilities  from  a payroll  tax  are  limit- 
less.’’ 

Dr.  Leonard  W.  Larson,  President-elect 
of  the  American  Medical  Association,  told 
the  Committee  the  House  bill  is  the  “anti- 
thesis of  the  centralized,  socialized,  statist 
approach  of  the  proposals  advocating  nation- 
al compulsory  health  insurance. 

“To  those  critics  who  call  this  program 
modest,  we  say  that  fiscal  irresponsibility, 
unpredictable  cost  and  maximum  national- 
ization are  not  the  accepted  criteria  for 
good  legislation,’’  he  testified. 

A spokesman  for  the  insurance  industry 
pointed  out  “giant  strides’’  made  by  private 
health  insurance  in  recent  years  in  covering 
aged  persons.  E.  J.  Faulkner  declared  that 
one  of  the  most  prevalent  and  erroneous  as- 
sumptions on  the  matter  is  that  most  of  the 
aged  aren’t  able  to  contribute  to  financing 
their  own  health  care  costs. 

The  Social  Security  health  bills,  he  said, 
“would  impair  or  destroy  the  private  prac- 
tice of  medicine,  would  add  immeasurably 
to  our  already  crushing  tax  burden,  would 
aggravate  our  severe  public  fiscal  problems, 
and  would  entail  other  undesirable  conse- 
quences.” 

In  other  testimony,  the  A.F.L.  - C.I.O. 
again  urged  enactment  of  a Social  Security 
health  bill ; the  American  Optometric  Asso- 
ciation and  the  International  Chiropractors 
Association  urged  that  health  benefits  in- 
cluded in  any  bill  include  the  services  of 
osteopaths  and  chiropractors,  respectively. 

On  another  legislative  proposal  of  inter- 
est to  the  medical  profession  — the  Keogh- 
Simpson  bill  — a Senate  debate  was  sched- 
uled this  month.  Sen.  Gordon  Allott  (R., 
Colo.),  said  in  a Senate  speech  that  “1  be- 
lieve that  this  legislation  will  have  the  over- 
whelming support  of  this  body.” 

The  bill,  which  would  encourage  retire- 
( Continued  on  page  52-A) 
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I wouldn’t  be  hooting 
all  night  if  I were  able 
to  get  my  beak  on  some 

TRIAMINIC® 

to  clear  up  my 
stuffed  sinuses.” 


. . . and  for  humans 
with  STUFFED-UP 

SINUSES... 


Your  patient  with  sinus  congestion  doesn’t  give  a hoot  about  anything 
but  prompt  relief.  And  TRIAMINIC  has  a pharmacologically  balanced 
formula  designed  to  give  him  just  that.  As  soon  as  he  swallows  the 
tablet,  the  medication  is  transported  systemically  to  all  nasal  and 
paranasal  membranes  — reaching  inaccessible  sinus  cavities  where 
drops  and  sprays  can  never  penetrate.  TRIAMINIC  thereby  brings 
more  complete,  more  effective  relief  without  hazards  of  topical  ther- 
apy, such  as  ciliary  inhibition,  rebound  congestion,  and  “nose  drop 
addiction.” 

Indications : nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


Relief  is  prompt  and  prolonged 

because  of  this  special  timed-release  action: 


first—  the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 


then—  the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

V2  the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

% the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — 1 or  2 tsp.;  Children  6 to  12—  1 tsp.; 

Children  I to  6 — V2  tsp.;  Children  under  1 — Vi  tsp. 


TRIAMINIC' 

running  noses 


timed-release  tablets,  juvelets,  and  syrup 
and  open  stuffed  noses  orally 


I 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln.  Nebraska 
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A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tei.  No.:  Biuemound  8-2600  j 


ESTABLISHED  18B4-  . . . BOOKLET  ON  REQUEST 
Q Fu//y  Accredited 


The  Month  in  Washington  (June) — 

(Continued  from  page  48- A) 

merit  savings  by  the  self-employed  such  as 
laivyers,  small  businessmen  and  physicians, 
has  already  been  approved  by  the  House. 
The  Senate  bill,  voted  by  the  Senate  Finance 
Committee,  would  require  participating 
self-employed  to  establish  retirement  plans 
for  their  employes.  (From  A.M.A.  Washing- 
ton Office). 

■Mail  Trucks  for  Ambulances — 

The  Post  Office  and  the  Office  of  Civil 
Defense  Mobilization  are  cooperating  in  a 
project  to  equip  the  nation’s  40  thousand 
mail  trucks  for  quick  conversion  to  am- 
bulances. 

In  the  first  phase  of  the  program,  8,000 
mail  trucks  will  be  fitted  with  permanent 
metal  brackets  which  will  not  interfere  with 
the  regular  use  of  the  truck.  Litters  can  be 
attached  to  the  brackets  so  as  to  accommo- 
date up  to  four  patients.  A jump  seat  for 
the  attendant  is  placed  at  the  rear. 

It  is  planned  that  when  the  Post  Office 
trucks  are  used  as  ambulances,  they  will  be 


operated  by  the  regular  Post  Office  driver, 
while  trained  personnel  to  care  for  the  vic- 
tims vdll  be  provided  by  Civil  Defense 
agencies. 

Philanthropy  for  Health  Up — 

Philanthropy  for  the  nation’s  health  rose 
to  more  than  one  billion  in  1959.  Accord- 
ing to  the  American  Association  of  Fund- 
Raising  Counsels,  Inc.,  organizations  inter- 
ested in  health  received  an  estimated  14  per 
cent  of  the  total  7.8  billion  philanthropy 
contribution  in  1959. 

According  to  the  Association,  665  million 
dollars  was  given  to  health  causes  by  private 
philanthropy  for  service  funds,  and  an  ad- 
ditional 509  million  was  contributed  for  con- 
struction of  private  medical  facilities.  Ap- 
proximately 161  million  was  spent  by  agen- 
cies working  to  combat  16  separate  diseases 
which  cause  over  one  million  deaths  annu- 
ally. 

The  American  Association  of  Fund-Rais- 
ing Counsels,  Inc.,  is  a nonprofit  organiza- 
tion of  31  firms  engaged  in  organizing,  di- 
recting, and  counselling  fund-raising  activi- 
ties in  the  United  States  and  Canada. 
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VARICOSE 

ULCER 


15  years  duration 
, . . resolved  with 
VARIDASE' 


INFLAMMATORY 
DERMATOSIS 
rapidly  spreading 
rhus  dermatitis 
healed  within 
a week' 


THROMBOPHLEBITIS 
back  on  his  feet 
in  a week  after 
recurrent  episode' 


REFRACTORY 
CELLULITIS 
normal  routine 
resumed  after  4 days 
of  VARIDASE' 


Current  Comment 


BRACES  and  ORTHOPEDIC 
> APPLIANCES 

PROMPT  SERVICE  measure 

^HOE  correctto^nsTa^ speoal^^ 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  GR  7-3773 


The  Neurological  Hospital 


New  Drug  Regulations — 

Stronger  regulations  to  insure  that  physi- 
cians receive  adequate  information  about  the 
drugs  they  prescribe  and  to  insure  the  safe- 
ty of  new  drugs  have  been  proposed  by  the 
Food  and  Drug  Administration. 

The  new  regulations  would  require  sweep- 
ing changes  in  the  labeling  of  prescription 
drugs  and  almost  all  prescription  drug 
packages  and  printed  matter  distributed  to 
physicians  to  promote  the  sale  of  a drug 
would  be  required  to  bear  complete  informa- 
tion for  professional  use  of  the  drug,  includ- 
ing information  about  any  hazards,  side  ef- 
fects or  necessary  precautions. 


2625  West  Paseo 
KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the 
care  and  treatment  of  nervous  and 
mental  patients  and  associate  con- 
ditions. 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


niyii.EY  MEiiir/\i. 

SIIIMM.Y 

241 S “O'*  Lincoln  I,  Nebro\ka 

AUTHOIIZfD  CONTIACT  AGfMT 


Heretofore  such  fully  detailed  information 
has  not  been  required  in  labeling  when  it 
was  available  in  scientific  literature,  or,  in 
certain  cases,  was  available  to  the  physi- 
cian upon  request.  The  only  exception  in 
the  proposed  regulations  would  apply  to  fre- 
quently used  medicines  that  are  commonly 
familiar  to  the  doctor. 

When  safety  requires,  a new  drug  would 
be  kept  off  the  market  until  the  manufactur- 
er’s representations  regarding  the  reliability 
of  manufacturing  methods,  facilities,  and 
controls  have  been  confirmed  by  a factory 
inspection  by  the  Food  and  Drug  Admin- 
istration. Such  an  inspection  would  aim  to 
verify  that  the  firm  can  insure  the  identity, 
strength,  quality,  and  purity  of  each  batch 
of  the  drug. 

Other  proposed  labeling  changes  require 
drugs  for  injection  and  for  use  in  the  eyes 
to  bear  a quantitative  declaration  of  all  in- 
active ingi-edients.  Labels  of  all  prescrip- 
tion drugs  would  be  required  to  include  an 
“identifying  lot  or  control  number  from 
which  it  is  possible  to  determine  the  com- 
plete manufacturing  history  of  the  drug.’’ 
Exemptions  are  permitted  where  there  is  in- 
sufficent  label  space  provided  the  informa- 
tion is  given  on  other  parts  of  the  drug  pack- 
age. All  labeling  bearing  information  for 
use  of  a drug  would  be  required  to  have  the 
date  of  its  issuance. 

F.D.A.  said  the  proposed  labeling  changes 
would  correct  a tendency  on  the  part  of 
some  manufacturers  to  describe  to  physi- 
cians the  merits  of  a drug  without  giving 
information  regarding  its  hazards  and  the 
(Continued  on  page  58- A) 
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ALL  OVER  AMERICA! 

KENTwiththeMICRONITE  FILTER 
IS  SMOKED  BY 

MORE  SCIENTISTS  and  EDUCATORS 


than  any  other  cigarette!* 


This  does  n6t  constitute  a 
professional  endorsement 
of  Kent.  But  these  men,  like 
millions  of  other  Kent  smokers, 
smoke  for  pleasure,  and  choose 
their  cigarette  accordingly. 


The  rich  pleasure  of  smoking 
Kent  comes  from  the  flavor 
of  the  world’s  finest  natural 
tobaccos,  and  the  free  and 
easy  draw  of  Kent’s  famous 
Micronite  Filter. 


If  you  would  like  the  booklet,  “The  Story  of  Kent”,  for  your 
own  use,  write  to:  P.  Loriilard  Company  — Research  De- 
partment, 200  East  42nd  Street,  New  York  17,  New  York. 


For  good  smoking  taste, 
it  makes  good  sense  to  smoke 


Results  of  ^ continuing  study  of  cigarette  preferences,  conducted  by  O'Brien  Sherwood  Associates.  N.  i..  N Y. 

A F>R0DUCT  OF  F>  LORILLARD  COMPANY  ■ FIRST  WITH  THE  FINEST  CIGARETTES  - THROUGH  LORILLARD  RESEARCH  O IFM.P.lOXJUASOCa 
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New  Drug  Regulations — 

(Continued  from  page  56- A) 
special  precautions  necessaiy  for  maximum 
safety  and  effectiveness. 

Commenting  on  the  proposed  regulations. 
George  P.  Larrick,  Commissioner  of  Food 
and  Drugs,  said,  “The  large  number  of  new 
medications  has  made  it  increasingly  diffi- 
cult for  doctors  and  pharmacists  to  keep 
adequately  informed  about  them.  We  are 
hopeful  that  the  proposed  regulations  will 
improve  the  communication  of  vitally  neces- 
sary information  and  bring  about  a general 
improvement  in  drug  promotion  practices. 
At  the  same  time,  they  should  furnish  a basis 
for  more  effective  government  control  where 
necessary.” 

Interested  persons  are  invited  to  submit 
written  comments  on  the  proposed  regula- 
tions to  the  Hearing  Clerk,  Department  of 
Health,  Education  and  Welfare,  Room  5440, 
330  Independence  Avenue,  S.W.,  Washing- 
ton 25,  D.C. 

Discount  Prescriptions  by  ^lail — 

The  statement  of  the  National  Epilepsy 
League  that  it  will  fill  prescriptions  for  its 


members  “at  cost,”  is  analyzed  in  an  edi- 
torial appearing  in  the  Wisconsin  Medical 
Journal.  The  League  is  reported  to  have 
announced  a willingness  to  dispense  a lim- 
ited number  of  pharmaceuticals  required  in 
the  treatment  of  epilepsy  to  those  members 
who  pay  an  annual  service  fee  of  $1.00,  the 
drugs  being  provided  only  on  prescription  of 
the  member’s  own  physician.  The  service 
is  planned  for  operation  on  a not-for-profit 
basis.  Prescriptions  will  be  filled  by  regis- 
tered pharmacists  employed  by  the  National 
Epilepsy  League. 

While  the  ambition  of  this  organization 
to  lower  the  cost  of  medicine  to  its  members 
may  be  laudable,  its  program  may  produce 
results  more  harmful  than  beneficial  to  those 
who  suffer  from  epilepsy,  according  to  the 
editorial.  The  obvious  defect  in  the  program 
is  the  removal  of  the  dispensing  agency  from 
the  doctor’s  control.  A close  association  of 
the  pharmacist  with  the  physician,  both  con- 
cerned with  the  care  of  a particular  pa- 
tient, is  broken. 

Because  the  cost  of  pharmaceutical  prep- 
arations may  vary  widely  from  community 
(Continued  on  page  60- A) 


PHYSICIANS'  EXCHANGE 

Ad%’ertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing. Lincoln  8. 

OPENING  — For  associate  physician,  in  estab- 
lish^ office  at  excellent  location  in  Northwest 
Denver.  Doctor  moving  enjoyed  a very  large  prac- 
tice, a very  substantial  part  of  which  will  re- 
main with  the  new  doctor.  Remaining  associate 
physician  is  well  established  intemist.  Write  Henry 
E.  Zarlengo,  3420  West  46th  Avenue,  Denver  21, 
Colorado. 

FOR  SALE  — Full  line  of  office  equipment  and 
furniture.  Everything  you  need  to  start  practice. 
Reasonable  price.  Contact  B.  E.  Kenney,  M.D.,  4110 
Izard  Street,  Omaha,  Nebraska. 

PRACTICE  FOR  SALE  — Four  complete  rooms. 
New  furniture.  Lab.,  E.K.G.-B.M.R.  and  equipment 
of  tbe  late  John  R.  Kleyla,  M.D.  Call  or  write 
712  Medical  Arts  Building,  Omaha,  Nebraska. 


FOR  SALE  — Assorted  surgical  instruments. 
Spencer  microscope,  single,  new.  Ultra  Violet  ray. 
Operating  table,  small.  Office  desk,  glass  top  .and 
chair.  Office  examining  table,  not  new.  Mobile 
X-ray  machine.  In  the  purchase  of  any  of  these, 
assessories  will  be  given  without  charge.  Must  be 
sold.  Contact  C.  D.  Williams,  M.D.,  Genoa,  Nebr. 

GENERAL  PRACTITONER  — For  established 
group  in  Los  Angeles  area.  Must  be  under  40, 
American  graduate.  Permanent  $1,200.00  per  month 
net  guarantee.  Should  more  than  double  six 
months.  California  license.  Write  S.  H.  Medof, 
M.D.,  220  N.  Central,  Glendale  3,  California. 

UNOPPOSED  — Twenty-year  established  busy 
practice  — one  hospital  12  miles,  two  hospitals  J2 
miles,  large  surrounding,  rich  agricultural  commun- 
ity. Equipment  and  building  for  sale.  Contact 
Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln,  Nebraska,  Box  23. 

PRACTICE  FOR  SALE  — In  one  of  the  fastest 
growing  cities  in  central  Nebraska.  Man  doing  sur- 
gery can  write  his  own  income.  Retiring  because  of 
ill  health,  will  introduce.  Write  Nebraska  State 
Medical  Journal,  Box  24,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 
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Clinical  results  with  JVcltlCOpsh 


M— — — ■ II  ■ ..I  — . 

Excellent 

Good 

Fair 

Poor 

Total 

LOW  BACK  SYNDROMES 

Acute  low  back  strain 

25 

19 

8 

6 

58 

Chronic  low  back  strain 

11 

5 

1 

1 

18 

“Porters'  syndrome’’* 

21 

5 

1 

1 

28 

Pelvic  fractures 

2 

1 

— 

— 

3 

NECK  SYNDROMES 

Whiplash  injuries 

12 

6 

2 

1 

21 

Torticollis,  chronic 

6 

2 

3 

2 

13 

OTHER  MUSCLE  SPASM 

Spasm  related  to  trauma 

15 

6 

1 

— 

22 

Rheumatoid  arthritis 

18 

2 

1 

21 

Bursitis 

2 

6 

1 

— 

9 

TENSION  STATES 

18 

2 

4 

3 

27  ( 

TOTALS 

112 

70 

23 

15 

220 

(51%) 

(32%) 

(10%) 

(7%) 

(100%) 

♦Over-reaching  In  lifting  heavy  bags  resulting  in  sprain  of  upper,  middle,  and  lower  back  muscles. 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 


LABORATORIES,  New  York  1 8,  N.  Y. 


Gilmour-Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2-1246  Phone  HE  2-8851 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 


Discount  Prescriptions  by  Mail — 

(Continued  from  page  58- A) 

to  community  and  because  local  pharmacists 
traditionally  lower  their  prices  when  they 
know  the  purchase  of  a prescription  pro- 
duces a financial  hardship,  the  actual  sav- 
ing may  be  much  less  than  alleged.  The 
question  of  cost  to  the  patient  is  open  to 
substantial  argument. 

Considerations  of  possible  greater  impor- 
tance are  noted.  If  this  organization  can 
offer  a nation-wide  prescription  service,  spe- 
cialized by  disease,  a precedent  may  be  es- 
tablished for  other,  perhaps  less  responsible, 
organizations.  If  mail  order  medicine  should 
flourish,  the  question  must  be  considered  as 
to  how  it  can  be  controlled  so  as  to  insure 
quality. 

The  editorial  concludes  that  physicians 
should  oppose  the  foolish  saving  of  pennies 
when  accompanied  by  the  loss  of  larger 
values. 

DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


“When  I said  strip  from  the  waist;  I meant 
up,  not  down.” 


60- A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


preventable  tragedy: 

permanent  pitting  and  scarring  in  acne 


for  effective  control  of  the  pyogenic  organisms 

often  responsible  for  permanent  pitted  and  hypertrophic  scars' 


U.  S.  PAT.  NO.  2.79i,609 

The  Original  Tetracycline  Phosphate  Complex 


broad  spectrum  efficacy  with  unmatched  record  of  safety  and  tolerance 


Supply:  TETREX  Capsules— tetracycline  phosphate 
complex  — each  equivalent  to  250  mg.  tetracycline 
HCI  activity.  Bottles  of  16  and  100.  Capsules— 100 
mg.— bottles  of  25  and  100.  Information  on  conven- 
ient dosage  schedule  available  on  request 

1.  Rein,  C.  R.,  and  Fleischmajer,  R,:  The  efficacy  of  tetra- 
cycline phosphate  complex  (TETREX)  in  dermatological 
therapy.  Antibiotic  Med.  St  Clin.  Ther.  4:422  (July)  1957. 


BRISTOL  LABORATORIES 
SYRACUSE,  NEW  YORK 
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Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
t h e second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chcdr  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inqriiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 
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Ireprints 


4.4. 


OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Service 

118  North  Fifth 
NORFOLK,  NEBRASKA 


Owned  by  The  Hose  Publishing  Co. 
Letterheads  - Statements 
Envelopes  • Office  Forms 
Quality  Printing  at  the  Right  Price 


NOW — 

IT'S 

CUSACK -HARMON 

COMPANY 

Formerly  Seiler  Surgical  Co. 

MEDICAL  ARTS  BUILDING 
ni  SOUTH  17TH  STREET 
OMAHA,  NEBRASKA 

for 

Physician's  - Hospital  Surgical  Supplies 
Wheel  Chairs  — Walkers 
Hospital  Beds  for  Home  Patients 
Surgical  Supports 


“If  he  bites,  doctor  — don’t  be  bashful  . , . 
bite  him  back!” 
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)n6  businsssman  has  apilepsy...  even  his  colleagues 
need  not  know- if  his  seizures  are  adequately  controlled 

With  proper  medication,  epileptics  may  achieve  success  in  a wide  variety  of  professions.' 

! for  improved  seizure  control 

® SODIUM  KAPSEALS***.  outstandingly  effective  in  grand  mal  and  psychomotor  seiz- 
ures: “DILANTIN  is  an  effective  anticonvulsant  which  is  usefid  in  controlling 
epileptic  attacks  of  any  type  with  the  exception  of  idiopathic  petit  mal.”^  “It 
[DILANTIN]  is  one  of  the  few  useful  anticonvulsants  in  tohich  oversedation  is  not  a common  problem  when 
' .fidl  therapeutic  doses  are  employed.’’^  DILANTIN  sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  avail- 
able in  several  forms,  including  Kapseals  of  0.03  Gm.  and  of  0.1  Gm.,  in  bottles  of  100  and  1,000. 

Other  members  of  THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 

for  grand  mal  and  psychomotor  seizures:  PHELANTIN®  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of  100.  for  the  petit  mal  triad:  milontin®  Kapseals  (phen- 
suximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000;  Suspension,  250  mg.  per  U cc.,  16-ounce  bottles 
. celontin®  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 


LITERATURE  SUPPLYING  DETAILS  OF  DOSAGE  AND  ADMINISTRATION  AVAILABLE  ON  REQUEST 
(1)  Abraham,  W.,  in  Green,  J.  R.,  & Steelman,  H.  F:  Epileptic  Seizures,  Baltimore,  Williams  & Wilkins  Company, 
1956,  p.  132.(2)  Craivley,J.  W.:  M.'Clin.  North  America  42:317  (March)  1958.(3)  Bray,  P.  F.:  Pediatrics  23:151,155.9, 
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KENTwiththeMICRONITE  FILTER 
IS  SMOKED  BY 
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easy  draw  of  Kent’s  famous 
Micronite  Filter. 
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partment, 200  East  42nd  Street,  New  York  17,  New  York. 


For  good  smoking  taste, 
it  makes  good  sense  to  smoke 


5^s  Results  of  a continuing  study  of  cigarette  preferences,  conducted  by  O’Brien  Sherwood  Associates.  N.Y,  N.Y. 
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Current  Comment 


ANNUAL 

CLINICAL 

CONFERENCE 
^ -¥■ 

CHICAGO  MEDICAL  SOCIETY 
February  28,  March  1,  2,  3,  1961 
Palmer  House,  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL 
CONFERENCE  should  be  a MUST  on  the  calendar  of 
every  physician.  Plan  now  to  attend  and  make  your 
reservation  at  the  Palmer  House. 


anorectic-ataractic  © ■ 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 

FOR  THERAPY 
OF  OVERWEIGHT  PATIENTS 

■ d-amphetamine  depresses  appetite  and 
elevates  mood 

■ meprobamate  eases  tensidns  of  dieting 
(yet  without  overstimulation,  insomnia  or 
barbiturate  hangover). 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 

A LOGICAL  COMBINATION 
IN 

APPETITE  CONTROL 
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BOOKS 

Arriving  for  review  this  past  month  was  a copy 
of  the  fifth  edition  of  “Synopsis  of  Pathology”  by 
W.  A.  D.  Anderson,  M.D.,  Professor  of  Pathology, 
University  of  Miami  School  of  Medicine,  and  Direc- 
tor of  Pathology  Laboratories,  Jackson  Memorial 
Hospital,  Miami,  Florida.  This  type  of  book  is  in- 
tended to  fill  the  gap  which  exists  between  the 
very  elementaiy  manuals  of  pathology  and  the 
abundant  excellent  larger  textbooks  and  reference 
works.  By  the  presentation  of  pathology  in  a com- 
pact and  condensed  form,  it  is  designed  to  be  use- 
ful to  the  medical  student,  to  the  dental  student 
studying  general  pathology,  and  to  the  clinician 
who  must  maintain  familiarity  with  the  foundation 
sciences  of  medical  practice. 

The  objective  of  a concise  but  comprehensive 
presentation  of  pathology  has  remained  in  the 
preparation  of  the  present  revision.  On  first 
thought  it  might  seem  that  a small  volume  devoted 
to  the  basic  aspects  of  disease  processes  rarely 
should  need  revision.  However,  a backward  glance 
over  a few  years  shows  the  rapid  progress  of  med- 
ical research  and  also  reveals  a changing  pattern  of 
diseases  and  their  incidence.  Constant  updating  of 
knowledge  and  concepts  appears  essential.  With- 
out attempting  an  all-inclusive  list,  mention  may 
be  made  of  the  newly  recognized  diseases  or  syn- 
dromes of  pulmonary  alveolar  proteinoids,  pneumo- 
cystis  pneumonitis,  cat-scratch  disease,  familial 
chronic  idiopathic  jaundice  (Dubin-Sprinz  disease), 
kwashiorkor,  epidemic  hemorrhagic  fever,  throm- 
botic thrombocytopenic  purpura,  aldosteronism 
(Conn’s  syndrome),  and  the  carcinoid  syndrome. 

This  book  includes  new  information  in  regard  to 
histoplasmosis,  toxoplasmosis,  hemoglobinuric  ne- 
phrosis, renal  papillary  necrosis,  the  vacuolar  ne- 
phropathy of  pottassium  deficiency,  uremic  pneu- 
monitis, hyaline  disease  of  the  lung,  atypical  hyper- 
plasias in  the  lung,  viral  hepatitis,  post-necrotic 
cirrhosis  of  the  liver,  fibrocystic  disease  of  the  pan- 
creas (mucoviscidosis),  varying  effects  of  pan- 
creatic islet  cell  tumors,  the  pathogenesis  of  Hashi- 
moto’s  thyroiditis,  the  relationship  of  giant  cell 
pneumonia  and  measles,  amnitic  fluid  embolism, 
fibrous  dysplasia  of  bone,  eosinophilic  granuloma 
of  bone,  Sheehan’s  syndrome,  and  the  Malloiy-Weiss 
syndrome. 

Numerous  tumors  have  been  renamed  or  reclassi- 
fied, or  have  become  more  commonly  recognized, 
and  their  features  and  significance  better  known. 
Among  those  are  hemangiopericytoma,  alveolar  soft 
part  sarcoma,  mesenchymoma,  keratoacanthoma,  and 
juvenile  melanoma. 

SYNOPSIS  OF  PATHOLOGY,  written  by 
W.  A.  D.  Anderson,  M.D.  Published  in  August, 
1960  by  the  C.  V.  Mosby  Company  of  St.  Louis, 
Missouri,  876  pages.  414  text  ilustrations.  4 
color  plates.  $9.25. 

Also  arriving  this  past  month  was  the  book  en- 
titled “CIBA  Foundation  Symposium  on  Cellular 
Aspects  of  Immunity.”  This  symposium,  which  was 
held  3 to  5,  June,  1959,  attracted  32  participants 
(Continued  on  page  30- A) 
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LOMYCI^f 


OEMETHYLCHLORTETRACYCLINE  LEDERLE 


retains  activity 

levels  24-48  hrs. 


DECLOMYCIN  Demethylchlortetracycline  retains  ac- 
tivity levels  up  to  48  hours  after  the  last  dose  is 
given.  At  least  a full,  extra  day  of  positive  action  may 
thus  be  confidently  expected.  The  average,  daily  adult 
dosage  for  the  average  infection  — 1 capsule  q.i.d.— 
is  the  same  as  with  other  tetracyclines... but  total 
dosage  is  lower  and  duration  of  action  is  longer. 


(1)  Oxytelracyclmc  (2)  Chlortetracyclmc.  (3)  Tetracychne. 


CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage: 
Average  infections— 1 capsule  four  times  daily.  Severe 
infections-lnitial  dose  of  2 capsules,  then  1 capsule 
every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3  to 
6 mg.)  per  pound  body  weight  per  day-divided  into 
4 doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored), 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg.  per 
pound  body  weight  per  day- divided  into  4 doses. 

PRECAUTIONS-As  with  other  antibiotics,  DECLOMYCIN  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should 
be  kept  under  constant  observation. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


PROTECTION  AGAINST  RECURRENCE 


treatment  of 
vaginal  infections 


Problem  is:  she’ll  wait  until  discomfort  is  acute 
and  then  expect  immediate  relief.  The  answer  is 
Trisert.  Trisert  preparations  contain  Allantoin, 
an  effective  debriding  agent  which  quickly  dis- 
solves heavy  mucus  often  accompanying  vaginal 
infections  . . . Methylbenzethonium  Chloride, 
a quaternary  germicide  which  removes  unpleasant 
odors  . . . Succinic  Acid,  an  aid  in  maintaining 
optimal  vaginal  pH  . . . 9-Aminoacridine  Hy- 
drochloride which  has  been  included  to  supple- 
ment the  bactericidal  and  trichomonacidal  activity 
of  other  constituents.  Treatment  with  Trisert 
Powder  will  control  symptoms  fast . . . usually 
within  an  hour  . . . and  provide  effective  initial 
treatment  for  48  hours.  After  a second  insuffla- 
tion, the  treatment  is  completed  with  at 
home  use  of  Trisert  Tablets  which  will  gen- 
erally bring  the  infection  under  complete 
control  within  7 days. 


Trisert 


TRISERT  TABLETS — Patient  set,  con- 
tains bottle  of  30  tablets  and  special 
inserter.  Bulk  bottle  of  100  tablets. 


TRISERT  POWDER  — Available  in  4 
gr.  individual  treatment  bottles.  12 
to  carton. 

TRISERT  POWDER  INSUFFLATOR  — Designed 
for  use  with  Trisert  Powder.  Its  use  is  urged  for 
maximum  efficiency. 


THE 


MM-860b 

PHARMACAL  COMPANY 

1 400  Harmon  Place  • Mfnneopolis  3,  Minn, 


BOOKS 

(Continued  from  page  22- A) 
from  all  over  the  world,  all  of  them  outstanding 
authorities  in  their  respective  fields.  The  United 
States  was  represented  by  F.  J.  Dixon  of  the  Uni- 
versity of  Pittsburgh  School  of  Medicine;  R.  A. 
Good  of  the  University  of  Minnesota  Medical 
School;  T.  N.  Hams  of  the  Children’s  Hospital  of 
Philadelphia;  H.  G.  Kunkel  of  The  Rockefeller  In- 
stitute; H.  S.  Lawrence  of  The  New  York  Univer- 
sity College  of  Medicine;  J.  Lederberg  of  the 
University  of  Stanford  Medical  School;  E.  M. 
Lederberg,  also  from  Stanford;  R.  T.  Smith  from 
the  University  of  Florida,  and  B.  H.  Waksman  of 
Massachusetts  General  Hospital. 

This  symposium  on  the  cellular  aspects  of  im- 
munity shows  that  the  immunologically  competent 
cell,  rather  than  the  antibody,  has  become  the  cen- 
tral theme  of  immunology.  The  international  group 
of  participants  in  this  symposium  presented  ma- 
terial on  the  population  dynamics  of  messenchymal 
cells  as  they  are  modified  and  influenced  by  im- 
munological processes,  and  considered  the  question 
of  how  the  immunological  information  that  is  lodged 
in  an  immunologically  competent  cell  is  conveyed 
to  it.  They  discussed,  too,  how  that  information  can 
be  transmitted,  over  long  periods  of  time,  presum- 
ably by  a process  of  cellular  descent,  to  account 
for  the  characters  of  immunological  memory. 

Discussions  included,  for  example,  the  following: 

1.  The  Clonal  Selection  Theory  of  Antibody 
Formation. 

2.  A Study  of  Senim  Proteins  Related  to  Im- 
munity and  Their  Cellular  Origins. 

3.  Response  to  Active  Immunization  of  Human 
Infants  During  the  Neonatal  Period. 

CIBA  FOUNDATION  SYMPOSIUM  ON 
CELLULAR  ASPECTS  OF  IMMUNITY,  edited 
by  G.  E.  W.  Wolstenholme  and  Maeve  O’Con- 
nor. Published  in  August,  1960  by  Little, 
Brown  and  Company  of  Boston,  Massachusetts. 
495  pages.  117  illustrations.  $10.50. 


The  iMonth  in  Washington — 

Democrats  and  Republicans  are  cam- 
paigning on  opposing  planks  on  the  issue  of 
health  care  for  the  aged.  The  Democratic 
party  advocates  the  Social  Security  ap- 
proach ; the  Republican  party  favors  federal 
aid  in  the  field,  but  outside  the  Social  Se- 
curity system. 

The  G.O.P.  plank  pledged: 

“Development  of  a health  program  that 
will  provide  the  aged  needing  it,  on  a sound 
fiscal  basis  and  though  a contributory  sys- 
tem, protection  against  burdensome  costs  of 
health  care.  Such  a program  should : 

“ — Provide  the  beneficiaries  with  the  op- 
tion of  purchasing  private  health  insurance 
— a vital  distinction  between  our  approach 
(Continued  on  page  38-A) 
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in  pneumonia 


The  Upjohn  Company 
Kalamazoo,  Michigan 


. . . into  a mixed  culture  of 
the  three  organisms 
commonly  involved  in 
pneumonia  . . . K.  pneu- 
moniae, Diplococcus 
pneumoniae,  and 
Staphylococcus  aureus 
(in  this  case  a resistant 
strain)  ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five 
leading  antibiotics  has 
stopped  all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  pneumonia 
patient  ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription  ; 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 
Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 
Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 


Panalba* 

(Panmycin*  Phosphate  plus  Albamycin*) 

The  broad-spectrum 
antibiotic  of 


resort 


Ujpjolui 


• TRAOCMAKK,  ACQ.  U.  S.  PAT.  OFF. 


The  Neurological  Hospital 

2625  West  Paseo  Bird. 

KANSAS  CITY  8,  MISSOURI 
Harrison  1-0623 

* * * 

A voluntary,  nonprofit  facility  for  the  treat- 
ment of  acute  psychiatric  disorders,  alcohol- 
ism, drug  addiction;  and  the  long  term  care 
of  the  geriatric  patient. 


BRACES  and  ORTHOPEDIC 
> APPLIANCES 

PROMPT  SERVICE  measure 

^HOE^ORlScTTON^S 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  GR  7-3773 


f logical 
i combination 
: for  appetite 
I suppression 


£ meprobamate  plus 

i 

^ d-amphetamine... suppresses 

P 

g appetite... elevates  mood... 
% reduces  tension... without 

E 

I insomnia,  overstimulation 

a 

E or  barbiturate  hangover. 

anorectic-ataractic 

Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 


The  Month  in  Washington — 

(Continued  from  page  30-A) 

and  Democratic  proposals  in  that  it  would 
encourage  commercial  carriers  and  volun- 
tary insurance  organizations  to  continue 
their  efforts  to  develop  sound  coverage 
plans  for  the  senior  population. 

“ — Protect  the  personal  relationship  of 
patient  and  physician. 

“ — Include  state  participation.” 

The  key  paragi’aph  of  the  Democratic 
plank  stated; 

“The  most  practicable  way  to  provide 
health  protection  for  older  people  is  to  use 
the  contributory  machinery  of  the  Social 
Security  system  for  insurance  covering  hos- 
pital bills  and  other  high  cost  medical  serv- 
ices. For  those  relatively  few  of  our  older 
people  Avho  have  never  been  eligible  for  So- 
cial Security  coverage,  we  shall  provide  cor- 
responding benefits  by  appropriations  from 
the  general  revenue.” 

Charles  H.  Percy,  Chairman  of  the  G.O.P. 
Platform  Committee,  stated  that  the  refer- 
ence to  a “contributory  system”  in  the  Re- 
publican plank  did  not  mean  a Social  Se- 
curity tax. 

Presidential  and  Vice  Presidential  can- 
didates of  both  parties  went  into  the  election 
campaigns  pledged  to  support  the  health- 
care-for-the-aged  planks  adopted  by  their 
respective  conventions.  c e President 
Richard  M.  Nixon,  the  G.O.P.  Presidential 
nominee,  already  was  on  record  as  unalter- 
ably opposed  to  any  progi'am  of  national 
compulsory  health  insurance.  The  long- 
established  position  of  Sen.  John  F.  Ken- 
nedy of  INIassachusetts,  the  Democratic 
Presidential  candidate,  has  been  “that  only 
by  use  of  the  Social  Security  system  can 
we  have  true  health  insurance.” 

Speaking  for  the  American  Medical  Asso- 
ciation, Dr.  Edward  R.  Annis  of  Miami. 
Fla.,  appeared  before  the  platform-drafting 
committee  of  the  Democratic  convention  at 
Los  Angeles,  and  Dr.  Leonard  W.  Larson, 
A.M.A.  President-elect,  before  the  Repub- 
lican policy  group  at  Chicago. 

The  A.M.A.  spokesmen  warned  both 
parties  that  a progi’am  following  the  Social 
Security  approach  “would  be  unpredictably 
costly;  it  would  unnecessarily  cover  millions 
(Continued  on  page  44- A) 
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Think  of  your  patient  with  peptic  ulcer— or  with  gastrointestinal 
dysfunction  — on  a typical  day. 

Think  of  the  anxieties,  the  tensions. 

Think,  too,  of  the  night:  the  state  of  his  stomach  emptied  of  food. 
Disturbing? 

Then  think  of  enarax.  For  enarax  was  formulated  to  help  you  control  pre- 
cisely this  clinical  picture,  enarax  provides  oxyphencyclimine,  the  in- 
herently long-acting  anticholinergic  (up  to  9 hours  of  actual  achlorhydria') 
. . . plus  Atarax,  the  tranquilizer  that  doesn’t  stimulate  gastric  secretion. 
Thus,  with  b.i.d.  dosage,  you  provide  continuous  antisecretory/antispas- 
modic  action  and  safely  alleviate  anxiety  . . . with  these  results:  enarax 
has  been  proved  effective  in  92%  of  G.l.  patients.^'^ 

When  ulcerogenic  factors  seem  to  work  against  you,  let  enarax  work 
for  you. 


ENARAX 

(lO  MG.  OXYPHENCYCLIMINE  PLUS  25  MO.  ATARAX®t)  A SENTRY  FOR  THE  G.l.  TRACT 


dosage:  Begin  with  one-half  tablet  b.i.d.  — preferably  in  the  morning  and  before  retiring. 
Increase  dosage  to  one  tablet  b.i.d.  if  necessary,  and  adjust  maintenance  dose  according 
to  therapeutic  response.  Use  with  caution  in  patients  with  prostatic  hypertrophy  and  only 
with  ophthalmological  supervision  in  glaucoma. 


supplied:  In  bottles  of  60  black-and-white  scored  tablets.  Prescription  only. 

References:  1.  Steigmann,  F.,  et  al.:  Am.  J.  Gastroenterol.  33:109  (Jan.)  1960.  2.  Hock,  C.  W.: 
to  be  published.  3.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959.  4.  Data  in  Roerig  Medical 
Department  Files.  (brand  of  hydroxyzine 
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(Continued  from  page  38- A) 

of  people;  it  would  substitute  service  bene- 
fits for  cash  benefits ; it  would  lead  to  poor- 
er— not  better — quality  of  medical  care;  it 
would  overcrowd  our  hospitals ; it  would 
lead  to  the  decline,  if  not  demise,  of  private 
health  insurance ; and  it  would  interfere 
dangerously  with  the  doctor-patient  rela- 
tionship, which  is  the  solid  foundation  upon 
which  effective  medicine  must  be  based.” 


, of  cUntco' 

some 

y osea  \abor° 

L.  v/i«  f'"'*  '* 


ULMER  REAGENTS  AND  STAINS 
HELP  ACHIEVE  ACCURACY 


It  is  our  objective  to  produce  the  finest 
reagents  obtainable  for  clinical  laboratory  use. 
Their  consistent  accuracy  saves  hours  of 
the  technician’s  time. 

Our  scientific  laboratory  control  is  your 
assurance  that  Ulmer  reagents  are  always 
fresh  and  meet  the  most  exacting  standards  for 
each  procedure.  Every  step  of  the 
manufacturing  process  is  checked  from  the 
raw  materials  to  the  finished  product. 
Moreover,  our  chemists  are  available  to 
assist  with  any  procedures  with  which  you 
may  be  experiencing  difficulties.  Do  not 
hesitate  to  call  on  them  for 
assistance  or  advice. 

For  prompt  and  efficient  service  as  well  as 
guaranteed  satisfaction,  insist  on  Ulmer 
Reagents  and  order  them  direct  from  P & H. 


Dr.  Annis  also  urged  support  of  the 
House-approved  Mills  plan  to  provide  health 
care  for  the  needy  aged  who  need  help  with 
the  federal  government  and  the  states  shar- 
ing the  costs  outside  the  Social  Security 
mechanism. 

In  an  advertisement  run  in  some  large 
daily  newspapers  in  mid-August,  the  A.M.A. 
outlined  its  reasons  for  supporting  the  Mills 
plan,  the  ad  said,  in  part: 

‘‘The  A.M.A.  believes  our  nation,  as  well 
as  our  senior  citizens,  will  best  be  served 
by  a locally  administered  health  aid  program 
designed  TO  HELP  THOSE  WHO  NEED 
HELP  . . . 

‘‘.  . . We  are  equaly  sincere  in  our  opposi- 
tion to  legislative  measures  that  approach 
the  problem  on  a shotgun  basis — with  the 
idea  of  increasing  repeatedly  the  Social  Se- 
curity tax  in  order  to  finance  health  bene- 
fits for  EVERYONE  who  is  covered  by  the 
Old  Age,  Suiwivors  and  Disability  Insurance 
program,  regardless  of  their  need. 

‘‘There  are  many  serious  hazards  in  using 
the  Social  Security  approach  to  finance 
medical  and  hospital  care  for  our  older  citi- 
zens. When  government  starts  telling  the 
doctor  how  to  practice  medicine ; telling  the 
nurses  how  to  nurse ; telling  the  hospital  how 
to  handle  its  patients,  the  quality  of  medical 
care  is  sure  to  decline.  The  cost  of  such  a 
program  eventually  would  be  staggering, 
and  would  make  a serious  dent  in  the  pay 
envelopes  of  millions  of  Americans  covered 
by  Social  Security.  Private,  voluntaiy 
health  insurance,  which  has  been  doing  such 
a magnificent  job,  would  be  undermined 
and,  in  time,  destroyed. 


M-840a  “Most  important,  perhaps,  is  the  fact  that 
PHYSICIANS  & HOSPITALS  SUPPLY  CO.  such  an  approach  would  just  be  the  begin- 

ning  of  compulsory,  government-run  med- 
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. . . and  for  humans 
with 

CLOGGED-UP 

NOSES... 


Nasal  congestion  often  persists  with  “bulldog  tenacity.”  Nose  drops 
and  sprays  often  reach  only  the  more  superficial  respiratory  mem- 
branes and  therefore  fail  to  provide  adequate  relief.  Furthermore, 
they  may  add  to  the  patient’s  misery  by  producing  rebound  congestion, 
ciliary  inhibition,  and  eventually  “nose  drop  addiction.”  TRIAMINIC 
reaches  all  nasal  and  paranasal  membranes  systemically  — provides 
more  complete,  longer-lasting  relief  while  it  avoids  the  harmful  side 
effects  associated  with  topical  medication. 


Indications : nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


Relief  is  prompt  and  prolonged 

because  of  this  special  timed-release  action: 


first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

Vz  the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

V*  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — I or  2 tsp.;  Children  6 to  12—  1 tsp.; 

Children  1 to  6 — Vz  tsp.;  Children  under  1 — V*  tsp. 


I 

I 


TRIAMINIC 


timed-release  tablets,  juvelets,  and  syrup 
and  open  stuffed  noses  orally 


I 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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A LOGICAL  ADJUNCT  TO  THE 
WEIGHT-REDUCING  REGIMEN 

I 


meprobamate  plus  d-amphetamme . . . 

1 

' reduces  appetite. ..elevates  mood. ..eases 
j tensions  of  dieting. ..without  overstimula- 
I tion,  insomnia  or  barbiturate  hangover. 

I Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 


anorectic-ataractic  ® 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 
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(Continued  from  page  44-A) 

in  the  United  States.  For  it  wouldn’t  be 
long  before  the  Federal  Government  would 
be  lowering  the  age  at  which  people  would 
be  eligible,  and  adding  one  costly  service 
after  another  to  a program  that  would  place 
your  health  care  under  the  Federal  Govern- 
ment’s thumb.  And  let’s  not  forget  that 
our  present  health  care  is  recognized  to  be 
the  world’s  finest.” 

Prescriptions  by  Mail — 

Various  proposals  to  establish  mail  order 
centers  for  the  filling  of  prescriptions,  sup- 
posedly at  lesser  cost,  received  a harsh  com- 
ment in  an  editorial  in  the  Pennsylvania 
Medical  Journal.  Not  unnaturally,  pharma- 
cists are  said  to  be  against  this  scheme. 
Their  organizations  indicate  that  the  delay 
in  getting  the  medication  to  the  patient  post- 
pones treatment  and  encourages  self-medica- 
tion. If  the  prescription  contains  narcotics, 
the  mail  order  house  will  usually  have  to  re- 
turn the  prescription,  with  still  more  delay, 
in  order  that  it  may,  after  all,  be  filled  in 
the  community  pharmacy.  Certain  classes 
of  medication  do  not  lend  themselves  to  the 
long-distance  pharmacist. 

Other  objections  have  to  do  with  the  pa- 
tient-pharmacist relationship  which  suffers 
when  the  prescription  becomes  a mail  order 
item.  In  the  extreme,  the  pharmacist  of 
great  distance  may  not  be  in  a position  to 
know  if  the  prescription  writer  is  even  au- 
thorized to  write  the  prescription  being 
filled. 

The  editorial  adds  and  emphasizes  what 
may  be  the  worst  side-effect  of  all.  A sur- 
vey of  the  shelves  of  a trusted  local  phar- 
macy will  amaze  the  observer  as  regards  the 
number,  variety,  and  cost  of  the  inventory 
which  the  local  pharmacist  must  carry  in 
order  to  fill  the  prescriptions  which  may 
be  presented  to  him.  If  substantial  num- 
bers of  patients  choose  to  obtain  the  readily 
dispensed  and  commonly  ordered  items  of 
prescription  medication  in  a cut-rate  man- 
ner, how  can  the  local  pharmacist  afford  to 
stock  all  that  may  be  needed,  often  upon  im- 
mediate request,  for  the  needs  of  the  patient. 

Such  a threat  to  the  pharmacist  is  a bad 
thing  for  our  patients  and  aslo  for  the  entire 
field  of  medicine. 
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THE  ORIGINAL  potassium  phenethicillin 

SYNCILUN 

(phenoxyethyl  penicillin  potassium) 


A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 


SYNC ILL IN® 

500  mg,  - 5 days 


ACUTE  PHARYNGITIS 


W.  M.  24-year-old-male.  Admitted  with  sore  throat 


which  had  progressed  rapidly  in  severity  for  24 


hrs.  Temp.  104,4,  Pulse  110.  Acute  pharyngitis 


and  enlarged,  red,  bulging  tonsils  covered  with 


pus.  Throat  culture  revealed  beta  hemolytic  strep 


SYNCILLIN  t.i.d.  Within, 


24  hrs.,  fever  terminated  by  crisis  with 


marked  relief  of  local  signs  and  symptoms 


infection  was  cured 


Syncillin  Tablets  — 250  mg.  (400,000  units) . . . Syncillin  Tablets  — 125  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 

Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Complete  information  on  indications,  dosage  and  precautions  is  included  in  the  circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


liRISTOl. 


\ctual  case  summary 
from  the  files  of 
Bristol  Laboratories' 
Medical  Department 


Current  Comment 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


NOW — 

IT'S 

CUSACK-HARMON 

COMPANY 

Formerly  Seiler  Surgical  Co. 

MEDICAL  ARTS  BUILDING 
111  SOUTH  17TH  STREET 
OMAHA,  NEBRASKA 

for 

Physician's  - Hospital  Surgical  Supplies 
Wheel  Chairs  — Walkers 
Hospital  Beds  for  Home  Patients 
Surgical  Supports 


Nuclear-Age  Hospital  Underway  in  San  Antonio — 

A fortress  against  “natural  and  man- 
made disasters,  as  well  as  diseases,”  the  pro- 
posed Southwest  Texas  Methodist  Hospital, 
in  San  Antonio,  is  under  construction. 

Groundbreaking  ceremonies  last  May  25th 
initiated  the  nuclear  age  institution.  When 
completed  it  will  include  advance  electronic 
facilities  and  a futuristc  “survival  complex.” 

The  first  stage  of  the  four-stage  construc- 
tion project  in  northwest  San  Antonio  will 
provide  175  short-term  beds  for  the  acutely 
ill,  with  all  vital  services  below  ground  in 
radiation-proof  areas.  It  is  expected  to  be 
in  operation  within  2 years. 

One  feature  of  the  new  hospital  will  be 
the  communication  facilities  which  will 
serve  as  Civil  Defense  Communication  Cen- 
ter in  times  of  major  man-made  or  natural 
disasters.  Also  included  will  be  a closed 
circuit  television  to  permit  children  to  see 
and  be  seen  by  their  hospitalized  parents 
and  relatives  during  visiting  hours. 

Other  electronic  features  include  devices 
which  will  record  the  patient’s  physiological 
condition  without  waking  him  at  night  and 
which  \\’ill  allow  hot  meals  any  hour  of  the 
day  or  night,  by  means  of  microwave  cook- 
ing facilities.  — Texas  State  Joui'nal  of  Med- 
cine. 


“Never,  never,  NEVER  ask  a doctor  if  he 
wants  his  pay  in  advance!” 
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stiffness  and  pain 


gratiiymg  relief  from  stiffness  and  pain 


in  106-patient  controlled  study 

(as  reported  in  J.A.Ad.A.,  April  3ft  1960) 


“Particularly  gratifying  was  the  drug’s  [Soma’s] 
ability  to  relax  muscular  spasm,  relieve  pain,  and 
restore  normal  movement  ...  Its  prompt  action, 
ability  to  provide  objective  and  subjective  assist- 
ance, and  freedom  from  undesirable  effects  rec- 
ommend it  for  use  as  a muscle  relaxant  and  anal- 
gesic drug  of  great  benefit  in  the  conservative 
management  of  the  ‘low  back  syndrome’.” 

Kestler,  O.:  Conservative  Management  of  '"Low  Back  Syndrome” , 

J.A.M.A.  172:  2039  (April  30)  I960. 

FASTER  IMPROVEMENT— 79%  complete  or  marked 

improvement  in  7 days  (Kestler) 

EASY  TO  USE— Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

SUPPLIED:  350  mg.,  white  tablets,  bottles  of  50. 

For  pediatric  use,  250  mg.,  orange  capsules,  bottles  of  50. 

Literature  and  samples  on  request. 


(CARISOPROOOL,  WALLACE) 


WALLACE  LABORATORIES,  CRANBURY,  NEW  JERSEY 


fw  fteciiBicai 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Current  Comment 

In  Favor  of  the  Stethoscope — 

With  the  increasing  awareness  by  both 
the  physician  and  the  public  of  the  danger- 
ous side  effects  of  radiation,  there  may  de- 
velop intense  anxiety  in  some  patients  re- 
garding X-ray  examinations.  Because  the 
hazards  of  the  promiscuous  use  of  X rays 
must  never  be  lightly  dismissed,  it  is  neces- 
sary for  the  physician  to  know  of  the  pre- 
vious exposure  of  his  patient  to  X ray.  An 
article  and  editorial  in  the  Wisconsin  Med- 
ical Journal  indicate  the  value  of  properly 
used  X-ray  examinations.  The  article  also 
points  out  that  the  X-ray  examination  can- 
not always  be  regarded  as  the  “pinnacle  of 
diagnostic  procedure  in  every  instance.”  To 
realize  the  limitations  of  X-ray  examinations 
is  not  necessarily  to  return  “to  the  age  of 
auscultation,  percussion  and  guesswork.” 

These  ancient  and  useful  arts  cannot  be 
classified  as  guesswork.  It  is  well  demon- 
strated that  auscultatory  findings  often  pre- 
cede X-ray  changes  in  the  lungs,  and  not 
even  the  most  exhaustive  X-ray  studies  can 
yield  the  information  that  can  be  obtained 
by  a study  of  the  heart  sounds. 


“I’ve  never  been  able  to  stomach  a strong 
man  screaming!” 
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BOOKS 

Within  the  past  month  two  interesting  books  have 
arrived  at  the  desk  of  your  review  editor.  The  fii’st 
of  these  is  entitled  “Sea  Within,  The  Story  of  Our 
Body  Fluid”  by  William  D.  Snively,  Jr.,  M.D.,  Vice 
President  and  Medical  Director  of  Mead  Johnson 
Company  as  well  as  Lecturer  in  Pediatrics  at  the 
University  of  Louisville  School  of  Medicine.  This 
book  is  a serious  attempt  to  provide  information 
which  will  sei-ve  both  as  a popular  presentation  for 
the  layman  and  as  an  elementary  background  text 
for  the  nurse  and  physician.  Scientifically  accur- 
ate, yet  written  in  tei-ms  which  anyone  can  under- 
stand, “Sea  Within”  provides  an  unusual  synthesis 
of  science  and  the  humanities  in  its  discussion  of 
our  body  fluid  which  fonns  the  vehicle  for  the  body’s 
vital  chemical  processes,  and  the  chemical  substances 
which  we  call  electrolytes,  the  interactions  of  which 
are  fundamental  to  life. 

For  centuries  the  mysteries  of  body  physiology 
have  intrigued  man  and  baffled  his  attempts  to  ex- 
plain them  scientifically.  Only  within  comparative- 
ly recent  times  have  the  secrets  of  body  chemistry 
yielded  to  man’s  insistent  inquiry  into  their  cause 
and  effert.  Only  within  the  past  few  decades  has 
the  precarious  balance  of  fluid  and  electrolytes 
upon  which  our  very  lives  depend  begun  to  be  fully 
understood  and  effectively  manipulated. 

Anyone  who  has  ever  wondered  about  the  miracle 
of  human  life  should  read  this  book  — for  in  it  the 
very  essence  of  that  life  is  described  and  illustrated. 

“SEA  WITHIN,  THE  STORY  OF  OUR 
BODY  FLUID,”  written  by  William  D.  Snively, 
Jr.,  M.D.  Published  8 September  1960  by  the 
J.  B.  Lippincott  Company,  East  Washington 
Square,  Philadelpiha  5,  Pennsylvania.  150 
pages.  $3.95. 


ULMER  REAGENTS  AND  STAINS 
HELP  ACHIEVE  ACCURACY 


It  is  our  objective  to  produce  the  finest 
reagents  obtainable  for  clinical  laboratory  use. 
Their  consistent  accuracy  saves  hours  of 
the  technician’s  time. 

Our  scientific  laboratory  control  is  your 
assurance  that  Ulmer  reagents  are  always 
fresh  and  meet  the  most  exacting  standards  for 
each  procedure.  Every  step  of  the 
manufacturing  process  is  checked  from  the 
raw  materials  to  the  finished  product. 
Moreover,  our  chemists  are  available  to 
assist  with  any  procedures  with  which  you 
may  be  experiencing  difficulties.  Do  not 
hesitate  to  call  on  them  for 
assistance  or  advice. 

For  prompt  and  efficient  service  as  well  as 
guaranteed  satisfaction,  insist  on  Ulmer 
Reagents  and  order  them  direct  from  P & H. 


MM-860a 

PHYSICIANS  & HOSPITALS  SUPPLY  CO. 


1400  Harmon  Place,  Minneapolis  3,  Minnesota 


Of  especial  interest  to  Nebraskans  is  the  second 
book,  “T  h e Murderous  Trail  of  Charles  Stark- 
weather” written  by  the  University  of  Nebraska’s 
famed  criminologist.  Professor  James  Melvin  Rein- 
hardt. The  author  has  studied  this  19  year  old  boy, 
who,  with  his  14  year  old  girl  friend  and  accom- 
plice, set  out  on  a reign  of  murderous  fuiy  that  left 
eleven  people  dead.  Professor  Reinhardt  can-ies 
the  reader  through  Starkweather’s  reactions  during 
the  time  that  he  was  imprisoned  right  up  to  the 
time  that  he  was  electrocuted.  The  background  of 
Starkweather  is  brought  into  focus,  and  the  reader 
is  made  aware  of  the  unrealistic  nature  of  the  mur- 
derer’s thinking  about  himself,  his  family,  his  teach- 
ers, his  girl  friend,  his  victims;  and  this  book  will 
perhaps  shed  new  light  on  the  complex  problems 
facing  those  who  deal  day  after  day  with  killers 
and  potential  killers  in  modern  society. 

“THE  MURDEROUS  TRAIL  OF  CHARLES 
STARKWEATHER,”  written  by  James  Melvin 
Reinhardt,  Professor  of  Criminology  at  the 
University  of  Nebraska.  Published  by  Charles 
C.  Thomas,  Publisher,  Bannerstone  House, 
Springfield,  Illinois  on  30  September  1960.  151 
pages,  $5.75. 

— F.M.N. 
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-pain  due  to 
or  associated  with 
-spasm  of  skeletal  muscle 


a new  muscle  relaxant-analgesic 


•Many  conditions,  painful  in  themselves,  often  give  rise  to  spasm  of  skeletal  muscles. 
Robaxisal,  the  new  dual-acting  muscle  relaxant-analgesic,  treats  both  the  pain  and 
the  spasm  with  marked  success:  In  clinical  studies  on  311  patients,  12  investigators^ 
reported  satisfactory  results  in  86.5%.  Each  RoBAXiSAL  Tablet  contains: 

a 


• A relaxant  component  — Robaxin*  — widely  recognized  for  its  prompt,  long-lasting  relief  of 
painful  skeletal  muscle  spasm,  with  unusual  freedom  from  undesi  red  side  effects 400  mg. 

'Methocarbamol  Robins.  U.S.  Pat.  No.  2770649. 


♦ An  analgesic  component — aspirin — whose  pain-relieving  effect  is  markedly  enhanced  by  Robaxin, 
and  which  has  added  value  as  an  anti-inflammatory  and  anti-rheumatic  agent. ...  (5  gr.)  325  mg. 


SUPPLY:  Robaxisal  Tablets  (pink-and- 
white,  laminated)  in  bottles  of  100  and  500. 

Also  available:  Robaxin  Injectable,  1,0  Gm. 
in  10-cc.  ampul.  Robaxin  Tablets,  O.S  Gm. 
(white,  scored)  in  bottles  of  50  and  500. 


...or  v;hen  anxiety  accompanies  pain  and  spasm:  RoBAXISAI,®-PH 
(Robaxin®  with  Phenaphen®).  Sedative-enhanced  analgesic  and  skeletal 
muscle  relaxant.  Each  two  white-and-green  laminated  Robaxisai.-PH  tab- 
lets contain:  methocarbamol  800  mg.,  plus  the  equivalent  of  one  Phenaphen 
capsule  (phenacetin  194  mg.,  acetj’lsalicylic  acid  162  mg.,  hyoscyamine  sul- 
fate 0.031  mg.,  and  gr.  phenobarbital  16.2  mg.).  Bottles  of  100  and  500. 


tQioical  reports  so  files  of  A.  H.  Robins  Co.,  Inc.,  from:  J.  Alien,  Madison,  Wise..  B.  Billow,  New  York,  N.  Y..  B.  Decker,  Richmond,  Va., 
C Freeman,  Jr.,  Augusta,  Ga.,  R.  B.  Gordon,  New  York,  N,  Y„  J.  E,  Holmblad,  Schenectady,  N.  Y„  L,  Levy,  New  York.  N.  Y„  N.  LoBue, 
Chicago  Heights,  111,,  H.  Nachman,  Richmond,  Va„  A.  Poindexter,  Los  Angeles,  Cal.,  E.  Rogers,  Brooklyn,  N.  Y.,  K.  H.  Strong,  Fairfield,  Ja. 

Additional  information  available  upon  request.^ 


A.  H.  ROBINS.CO.,  INC.,  Richmond  20,  Virginia 


Making  today’s  medicines  with  integrity : seeking, tomorrow’s  .with  persistence  A 


Current  Comment 

The  Month  in  Washington — 

Representatives  of  the  medical  and  health 
professions,  the  federal  government  and  na- 
tional civic  groups  are  cooperating  in  devel- 
opment of  a program  for  starting  the  gen- 
eral use  of  the  Sabin  live-virus  poliomyelitis 
vaccine  next  year. 

Shortly  after  clearing  the  Sabin  vaccine 
for  general  use,  Leroy  E.  Burney,  I\LD., 
Surgeon  General  of  the  Public  Health  Serv- 
ice, asked  23  non-government  organizations 
to  designate  members  to  serve  on  a Sur- 
geon General’s  Committee  on  Poliomyelitis 
Control. 

An  Agenda  Committee  met  with  P.H.S. 
officials  in  Atlanta  Oct.  11  and  12  and  draft- 
ed a basic  agenda  for  a meeting  of  the  Con- 
trol committee  in  midwinter.  At  the  Atlan- 
ta meeting,  preliminary  consideration  also 
was  given  to  administrative  and  technical 
problems  involved  in  use  of  the  live-virus 
vaccine  developed  by  Albert  B.  Sabin,  M.D., 
of  Cincinnati. 

The  Agenda  committee  was  made  up  of 
representatives  of  the  American  IMedical 


Association,  American  Academy  of  General 
Practice,  American  Academy  of  Pediatrics, 
Association  of  State  and  Territorial  Health 
Officers,  Children’s  Bureau  and  the  National 
Foundation. 

The  Sabin  vaccine  is  not  expected  to  be 
available  in  substantial  quantities  before 
mid-1961. 

The  chief  question  is  whether  the  vaccine 
— which  is  given  orally  in  the  form  of  pills, 
liquid  or  candy  — will  be  administered  on 
individual  or  mass  community  basis.  The 
P.H.S.  special  committee  that  recommended 
approval  of  the  oral  vaccine  said  the  com- 
munity basis  would  be  better. 

“Because  of  the  unique  nature  of  live  polio- 
virus vaccine,  with  its  capacity  to  spread  the 
virus  in  a limited  manner  to  non-vaccinated 
persons,  the  committee  cannot  make  recom- 
mendations for  manufacture  without  ex- 
pressing concern  about  the  manner  in  which 
it  may  be  used,”  the  special  committee  said. 

“The  seriousness  of  this  responsibility  can 
be  illustrated,  for  example,  bj"  the  known  po- 
tentiality of  reversion  to  virulence  of  live 
(Continued  on  page  45- A) 


Annual  Clinical  Conference 

CHICAGO  MEDICAL  SOCIETY 


February  28,  March  1,  2 and  3,  1961 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  subjects  of  in- 
terest to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

.Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Ex- 
hibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make 
your  reservations  at  the  Palmer  House. 
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(Continued  from  page  30- A) 
poliovirus  vaccine  strains,  and  the  possible 
importance  of  this  feature  in  the  community 
if  the  vaccine  is  improperly  used. 

“For  example,  the  vaccine  has  been  em- 
ployed largely  in  mass  administrations 
where  most  of  the  susceptibles  were  simul- 
taneously given  the  vaccine,  thus  permitting 
little  opportunity  for  serial  human  transmis- 
sion; or,  it  has  been  administered  during  a 
season  of  the  year  when  wild  strains  have 
usually  shown  limited  capacity  for  spread. 
This  experience  should  provide  the  basis  for 
developing  useable  practices  for  the  U.S.A.” 

The  special  committee  also  said  attention 
should  be  given  to  administration  to  special 
groups,  such  as  very  young  children,  preg- 
nant women,  and  susceptible  adults. 

“Even  more  important  is  the  planned  con- 
tinuation of  this  program  as  long  as  neces- 
sary to  achieve  and  maintain  the  required 
results,”  the  committee  said. 

The  committee  was  headed  by  Roderick 
Murray,  M.D.,  of  the  National  Institutes  of 
Health.  Its  other  members  were  four  M.D.’s 
and  one  Ph.D.,  all  of  whom  were  connected 
with  universities  except  for  one  M.D.  from 
the  P.H.S.’s  Communicable  Disease  Center 
at  Atlanta. 

Neither  the  committee  nor  Dr.  Burney  an- 
ticipated that  the  live  virus  vaccine  would  re- 
place the  killed-virus  Salk  vaccine  used  since 
April,  1955. 

“It  appears  probable  that  only  a unified 
national  program  which  utilizes  each  of  the 
available  types  of  vaccine  to  its  best  advant- 
age can  accomplish  the  total  prevention  of 
oubreaks,”  the  committee  said. 

Dr.  Julian  P.  Price  of  Florence,  S.C., 
Chairman  of  the  A.M.A.’s  Board  of  Trustees, 
predicted  the  live-virus  vaccine  “will  be  one 
more  powerful  weapon  against  an  ancient 
and  crippling  disease.”  He  said  the  physi- 
cians “have  conscientiously  pushed  immuni- 
zation with  the  Salk  vaccine  and  now,  with 
this  new  vaccine,  the  profession  is  hopeful 
that  even  better  results  can  be  achieved. 

Five  states  were  ready  soon  after  the  ef- 
fecive  date  of  Oct.  1 to  submit  plans  for  par- 
ticipation in  the  federal-state  program  of 
health  care  for  the  needy  and  near-needy 
aged  persons  which  recently  was  enacted 
(Continued  on  page  46- A) 


The  Neurological  Hospital 

2625  West  Paseo  Blvd. 

KANSAS  CITY  8,  MISSOURI 
Harrison  1-0623 

* * * 

A voluntary,  nonprofit  facility  for  the  treat- 
ment of  acute  psychiatric  disorders,  alcohol- 
ism, drug  addiction;  and  the  long  term  care 
of  the  geriatric  patient. 


BRACES  and  ORTHOPEDIC 
> APPLIANCES 

PROMPT  SERVICE  measure 

^HOE^ORlScTTONi^^^ 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th,  Lincoln  Telephone  GR  7-3773 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


SoiVLEY  MEDICAL 

SL’PPLY  COMPANY 


2415  ”0"  St.,  Lincoln  1.  Nebrasko 
AUTHORIZED  CONTRACT  AGENT 
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(Continued  from  page  45-A) 
into  law.  The  states  were  Arkansas,  Michi- 
gan, New  Mexico,  Oklahoma  and  Washing- 
ton. 

As  of  early  October,  another  25  states 
were  preparing  to  consider  legislation  to  set 
up  such  a program  or  had  indicated  a will- 
ingness to  proceed  without  new  legislation 
They  were  Alabama,  California,  Colorado, 
Delaware,  Florida,  Georgia,  Hawaii,  Idaho, 
Illinois,  Indiana,  Kentucky,  Louisiana,  Mas- 
sachusetts, Montana,  Nevada,  New  Jersey, 
North  Dakota,  North  Carolina,  Ohio,  Penn- 
sylvania, Rhode  Island,  Utah,  West  Virginia, 
and  Wyoming. 

Arthur  S.  Flemming,  Secretary  of 
Health,  Education  and  Welfare,  urged  all 
states  to  take  part  in  the  program  as  soon 
as  possible.  But  he  also  said  he  hopes  that 
Congress  in  the  next  session  will  approve  a 
Republican  plan  for  a supplementary  fed- 
eral-state program  to  help  provide  private 
health  insurance  for  elderly  persons  who 
cannot  meet  their  medical  expenses. 

It  appears  that  the  issue  probably  will 
arise  in  Congress  next  year  because  some 


Democrats  also  have  said  they  will  again 
sponsor  legislation  that  would  provide  health 
care  for  aged  persons  through  the  Social  Se- 
curity system. 

The  A.M.A.  has  launched  a “comprehen- 
sive study  and  action  program”  to  guide 
Americans  in  spending  their  health-care  dol- 
lars more  wisely. 

The  A.M.A.’s  new  Commission  on  Medical 
Care  Costs  has  set  out  “to  find  answers  to 
the  many  questions  being  raised  about  med- 
ical care  costs  and  to  present  the  findings 
frankly  and  forthrightly  to  the  medical  pro- 
fession and  to  the  public.” 

The  program  is  “dedicated  to  promoting 
the  highest  quality  health  care  at  the  low- 
est cost.”  Louis  M.  Oi’r,  M.D.,  of  Orlando, 
Fla.,  chairman  of  the  commission,  said  that 
“any  barrier  that  stands  in  the  way  of  this 
objective  should  be  removed  — immediate- 
ly.” 

One  of  these  barriers  is  money  wasted  on 
ineffective  non  - prescription  or  over-the- 
counter  drug  products,  such  as  vitamins, 
food  fads,  and  rheumatism  and  arthritis 
remedies.  A.M.A.’s  Council  on  Foods  and 
(Continued  on  page  49-A) 
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BOLSTERS...  A tissue  metabolism 
A interest,  vitality 
A failing  nutrition 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl  50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 

Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin  (Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 

A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • Ferrous  Fumarate  (Eiemental  iron,  10  mg.)  30.4  mg.  • Iodine 

Vitamin  B,j  with  AUTRiNIC®  Intrinsic  Factor  Concentrate  1/15  (as  Ki)  0.1  mg.  • Caicium  (as  CaHPOj)  35  mg.  • Phosphorus  (as 

U.S.P.  Unit  (Orai)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo-  CaHPO.)  27  mg.  • Fluorine  (as  CaFj)  0.1  mg.  • Copper  (as  CuO) 

flavin  (BJ  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B,)  1 mg.  • Potassium  (as  KjSOJ  5 mg.  • Manganese  (as  MnOJ 

0.5  mg.  • Caicium  Pantothenate  5 mg.  • Choline  Bitartrate  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 

25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Caicium  Ascorbate  (as  Na2B40,.10HjO)  0.1  mg.  Botties  of  100,  1000. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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(Continued  from  page  46-A) 

Nutrition  has  estimated  that  much  of  the 
estimated  $350  million  spent  annually  on 
self-prescribed  vitamins  is  wasted. 

The  A.M.A.  is  urging  physicians  to  alert 
their  patients  and  the  public  to  the  latent 
dangers  involved  in  self-prescribing  and  to 
the  folly  of  throwing  their  health-care  dol- 
lars away  on  quackeries. 

On  another  front  in  the  war  against 
quackery,  Food  and  Drug  Commissioner 
George  P.  Larrick  reported  that  during  the 
past  12  months  the  F.D.A.  had  seized  false- 
ly promoted  vitamins,  minerals  and  other 
so-called  “health  foods"  valued  in  excess  of 
$1.5  million.  He  said  that  the  amount  of 
misinformation,  pseudo-science  and  plain 
“hokum”  on  health  care  reaching  the  public 
through  books  and  magazine  articles  is  in- 
creasing. 


freafmenf  of 
vaginal  infections 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


The  doctor  said  he  wanted  to  see  me  gain 
weight  . . . then  he  invited  me  out  to  dinner. 


Problem  is:  she’ll  wait  until  discomfort  is  acute 
and  then  expect  immediate  relief.  The  answer  is 
Trisert.  Trisert  preparations  contain  Allantoin, 
an  effective  debriding  agent  which  quickly  dis- 
solves heavy  mucus  often  accompanying  vaginal 
infections  . . . Methylbenzethonium  Chloride, 
a quaternary  germicide  which  removes  unpleasant 
odors  . . . Succinic  Acid,  an  aid  in  maintaining 
optimal  vaginal  pH  . . . 9-Aminoacridine  Hy- 
drochloride which  has  been  included  to  supple- 
ment the  bactericidal  and  trichomonacidal  activity 
of  other  constituents.  Treatment  with  Trisert 
Powder  will  control  symptoms  fast . . . usually 
within  an  hour  . . . and  provide  effective  initial 
treatment  for  48  hours.  After  a second  insuffla- 
tion, the  treatment  is  completed  with  at 
0 home  use  of  Trisert  Tablets  which  will  gen- 
erally bring  the  infection  under  complete 
control  within  7 days. 


Trisert 


TRISERT  TABLETS— Patient  set,  con- 
tains  bottle  of  30  tablets  and  special 
inserter.  Bulk  bottle  of  100  tablets. 


TRISERT  POWDER  — Available  in  4 
gr.  individual  treatment  bottles.  12 
to  carton. 


TRISERT  POWDER  INSUFFLATOR  — Designed 
for  use  with  Trisert  Powder.  Its  use  is  urged  for 
maximum  efficiency. 


THE 


MM -860b 

PHARMACAL  COMPANY 

1 400  Harmon  Place  • Minneapolis  3,  Minn. 
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VisH  the  • PAX  ROOM 
• COFFEE  SHOP 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Famam 

In  the  heart  of  dowTitown  Omaha,  Hotel 
Paxton  t>T)ifies  the  spirit  of  this  pro- 
gressive city  . . . continually  impro\’ing 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Famam  is  your  choice  for  good  living. 

• TAVERN  GRILL 
• MURAL  LOUNGE 

J.  DROLICK,  Mgr. 


AN  AFFILIATED  NATIONAL  HOTEL 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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Current  Comment 


Occupational  Health — 


PSYdHI  ATFt.tST 


Most  physicians,  by  simply  caring  for  pa- 
tients who  are  employees,  are  concerned  one 
way  or  another  with  occupational  health,  ac- 
cording to  an  editorial  in  the  Texas  State 
Jownal  of  Medicine.  Since  the  majority  of 
employees  in  this  country  work  in  small 
plants  which  do  not  have  industrial  medical 
supervision,  practicing  physicians  should 
take  an  interest  in  specific  occupational 
health  problems  as  they  affect  their  pa- 
tients. 

This  interest  in  the  occupational  health 
problems  of  a patient  includes  familiarity 
with  the  working  environment  and  manu- 
facturing processes  of  the  place  of  employ- 
ment. The  physician  should  be  prepared  to 
conduct  examinations  such  as  preplacement, 
periodic,  return  to  work,  hazardous  employ- 
ment and  free  retirement.  Most  important, 
the  physician  is  urged  in  the  editorial  to 
learn  enough  about  plant  conditions  to  give 
necessary  health  counseling  and  guidance 
to  maintain  the  health  of  employees. 

Although  admitting  that  this  is  a large 
order  which  many  practicing  physicians  may 
justifiably  be  inclined  to  resist,  it  is  as- 
serted that  the  physician  will  be  encouraged 
by  improved  patient  relationships  and  more 
accurate  diagnosis. 

To  stress  the  importance  of  occupational 
health,  new  material  adopted  by  the  A.M.A. 
House  of  Delegates  at  its  June,  1960,  meet- 
ing is  described.  These  additions  recom- 
mend a greater  emphasis  on  preventive  med- 
ical and  health  maintenance  concepts  of  oc- 
cupational health  programs. 

The  House  of  Delegates  is  also  said  to  have 
urged  a more  positive  statement  of  organized 
medicine’s  obligation  to  provide  leadership 
in  the  improvement  and  extension  of  occupa- 
tional health  services,  for  example,  encour- 
aging the  participation  of  physicians  to 
serve  small  plants. 

The  physician  interested  in  serving  em- 
ployee patients  more  adequately  is  urged  to 
obtain  additional  information  from  the 
Council  on  Occupational  Health  of  the  Amer- 
ican Medical  Association. 

NOTICE  TO  ALL  CONTRIBUTORS 

The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 

month.  The  JOURNAL  goes  to  press  on  the  12th. 
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Current  Comment 

The  Month  in  Washington — 

Election  of  Sen.  John  F.  Kennedy  as  Pres- 
ident made  it  probable  that  the  issue  of  pro- 
viding health  care  for  the  aged  under  Social 
Security  again  will  be  raised  in  Congress 
next  year. 

Kennedy  will  go  into  the  White  House 
pledged  “to  the  immediate  enactment  of  a 
program  of  medical  care  for  the  aged 
through  Social  Security.”  His  intentions 
present  a serious  challenge  to  the  nation’s 
physicians  who  have  vigorously  opposed  use 
of  the  Social  Security  system  to  provide 
health  care  for  the  aged. 

Kennedy’s  program  would  provide  what  he 
described  as  “a  life  policy  of  paid-up  medical 
insurance”  for  older  persons.  “It  would  pro- 
vide them  hospital  benefits,  nursing  home 
benefits  and  X rays  and  laboratory  tests  on 
an  out-patient  basis,”  he  said  in  his  cam- 
paign for  the  Presidency. 

He  said  the  Kerr-Mills  legislation  enacted 
into  law  last  summer  is  inadequate.  The 
medical  profession  supports  this  federal- 
state  program  to  provide  health  care  for 
needy  and  near-needy  aged  persons.  In  ap- 
proving the  Kerr-Mills  program.  Congress 
rejected  the  Social  Security  approach 
espoused  by  Kennedy  and  union  labor  lead- 
ers. 

Kennedy’s  medical  program  also  included ; 
federal  grants  for  construction,  expansion 
and  modernization  of  medical,  dental  and 
public  health  schools;  federal  loans  and 
scholarships  for  medical  students;  federal 
grants  for  renovating  older  hospitals;  in- 
creased federal  financial  support  for  medi- 
cal research,  including  basic  research,  and 
expansion  of  federal  programs  for  rehabili- 
tation of  handicapped  or  disabled  persons. 

Food  and  Drug  Administration  employes 
have  been  cleared  of  conflict-of-interest 
charges  brought  up  in  the  Senate  Antitrust 
and  Monopoly  Subcommittee’s  investigation 
of  the  drug  industry. 

A three-member  investigating  group  ap- 
pointed by  Arthur  S.  Flemming,  Secretary 
of  Health,  Education  and  Welfare,  examined 
the  financial  records  of  900  F.D.A.  em- 
ployes. The  special  investigators  then  re- 
ported : 

“On  the  basis  of  all  the  evidence  before 
(Continued  on  page  18-A) 
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The  Month  in  Washington — 

(Continued  from  page  15-A) 

US,  it  is  our  judgment  that  there  are  no 
present  employes  of  the  F.D.A.  whose 
sources  of  personal  income  are  incompatible 
with  their  government  employment.” 

The  investigators  continued  to  analyze  “a 
mass  of  fact  and  opinion”  in  connection  with 
charges  that  there  has  been  too  close  a rela- 
tionship between  some  F.D.A.  employes  and 
drug  companies  which  they  check  for  con- 
formance to  government  regulations. 

The  investigators  anticipated  that  their 
final  report  would  show  the  possibility  of 
organization  or  procedural  improvements  in 
the  F.D.A. 

The  charges  were  triggered  by  disclosure 
at  the  Subcommittee  investigation  that  Dr. 
Henry  A.  Welch,  Director  of  the  F.D.A.’s 
Antibiotics  Division,  had  received  $287,000 
over  eight  years  as  a writer  and  editor  for 
antibiotics  publications.  After  the  disclo- 
sure, Flemming  ousted  Welch  from  the  gov- 
ernment post. 

The  Federal  Children’s  Bureau  reported 
that  the  infant  death  rate  in  the  United 
States  has  declined  since  1958  but  still  shows 
the  effect  of  a 1957-’58  setback. 

There  was  a steady  decline  in  U.S.  infant 
deaths  during  the  1950’s  but  increases  in 
1957  and  1958.  Since  then,  the  infant  death 
rate  has  headed  downward  again  but  still 
hasn’t  made  up  the  lost  ground,  even  though 
the  provisional  rates  for  1959  (26.4  deaths 
under  one  year  per  1,000  live  births)  and  the 
first  half  of  1960  (25.9  per  1,000)  showed 
improvements. 

In  1915,  when  data  were  first  gathered  on 
infant  mortality  in  this  country,  the  rate 
was  99.9  per  1,000.  By  1940,  this  had  been 
cut  to  47  and  by  1950,  it  had  been  reduced 
to  29.2. 

An  all-time  low  of  26  was  registered  in 
1956.  It  edged  up  to  26.3  in  1957  and  27.1 
in  1958. 

According  to  the  1959  United  Nations 
Demographic  Yearbook,  nine  other  countries 
reported  lower  infant  mortality  rates  than 
the  United  States  in  1958.  They  were: 
Sweden  15.8,  Netherlands  17.2,  Australia 
20.5,  Norway  20.5,  Switzerland  22.2,  Unit- 
ed Kingdom  23.3,  Denmark  23.4,  New  Zea- 
land 23.4,  and  Finland  24.5. 

(Continued  on  page  24-A) 
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The  Month  in  Washington — 

(Continued  from  page  18-A) 

Russia  reported  a rate  of  81  in  1950  and 
40.6  in  1957,  latest  year  for  which  data  were 
reported. 

Persons  with  heart  and  blood  vessel  dis- 
eases have  been  urged  to  consult  their  physi- 
cians about  routine  vaccination  against  in- 
fluenza. 

In  a joint  statement,  the  American  Heart 
Association  and  the  National  Heart  Institute 
of  the  U.S.  Public  Health  Service  said  that 
“evidence  of  the  past  three  years  abundantly 
confirmed  that  dangers  of  influenza  are 
much  greater  for  patients  with  heart  or  lung 
disease  than  for  others.”  The  risk  was  de- 
scribed as  “particularly  high  for  those  with 
lung  congestion  due  to  heart  disease.” 

The  joint  statement  added  that  three  re- 
cent influenza  epidemics  had  “again  empha- 
sized the  fact  that  individuals  with  cardio- 
vascular or  pulmonary  disease  are  more  sus- 
ceptible to  the  hazards  of  influenza  than  is 
the  general  population.”  The  epidemics  were 
in  the  fall  of  1957,  the  spring  in  1958  and 
early  this  year. 


The  increased  risk  was  shown  both  by 
severe  illness  and  by  higher  fatality  rates 
among  patients  with  heart  and  blood  vessel 
disease,  the  statement  said. 

The  association  and  the  Federal  agency 
said  influenza  virus  vaccine  had  been  shown 
“of  definite  value”  in  preventing  the  dis- 
ease. Side  reactions  were  reported  as  “ex- 
tremely few.”  (From  Washington  Office, 
A.M.A.). 

Doctors  Should  Build  Nursing  Homes — 

Stating  that  there  is  a tremendous  need 
for  more  nursing  homes  run  by  physicians, 
the  executive  director  of  the  American  Nurs- 
ing Home  Association  thinks  that  a good 
many  physicians  are  eager  to  help  meet  this 
need  by  building  and  operating  their  own 
nursing  homes. 

Previously,  the  few  doctors  who  actually 
built  nursing  homes  had  to  rely  on  private 
financing.  Money  from  government  agen- 
cies was  usually  available  only  for  nonprofit 
projects.  A new  federal  housing  administra- 
tion program  makes  mortgage  insurance 
available  for  building  privately  owned  nurs- 
ing homes. 
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hypermotility  occurring  in  diarrhea. 

Precise  quantitative  pharmacologic  studies  dem- 
onstrate that  Lomotil  controls  intestinal  propulsion 
in  approximately  Hi  the  dosage  of  morphine  and 
Ho  the  dosage  of  atropine  and  that  therapeutic 
doses  of  Lomotil  produce  few  or  none  of  the  diffuse 
untoward  effects  of  these  agents. 

Clinical  experience  in  1 ,3 1 4 patients  amply  sup- 
ports these  findings.  Even  in  such  a severe  test  of 
antidiarrheal  effectiveness  as  the  colonic  hyperac- 
tivity in  patients  with  colectomy,  Lomotil  is  effec- 
tive in  significantly  slowing  the  fecal  stream. 

Whenever  a paregoric-like  action  is  indicated, 
Lomotil  now  offers  positive  antidiarrheal  control 
. . . with  safety  and  greater  convenience.  In  addition. 


LOW  DOSAGE'  EFFECTIVENESS 
OF  LOMOTIL 

M 

^1  11 

LOMOTIL  MORPHINE  ATROPINE 


EFFICACY  AND  SAFETY  of  Lomotil  are  indicated  by  its  low  median  effective 
dose.  As  measured  by  inhibition  of  charcoal  propulsion  in  mice.  Lomotil  was 
effective  in  about  1/14  the  dosage  of  morphine  hydrochloride  and  in  about  Vjo  the 
dosage  of  atropine  sulfate. 


PROPULSIVE  MOTILITY 

as  a nonrefillable  prescription  product,  Lomotil 
offers  the  physician  full  control  of  his  patients’ 
medication. 

PRECAUTION:  While  it  is  necessary  to  classify 
Lomotil  as  a narcotic,  no  instance  of  addiction  has 
been  encountered  in  patients  taking  therapeutic 
doses.  The  abuse  liability  of  Lomotil  is  comparable 
with  that  of  codeine.  Patients  have  taken  therapeu- 
tic doses  of  Lomotil  daily  for  as  long  as  300  days 
without  showing  withdrawal  symptoms,  even  when 
challenged  with  nalorphine. 

Recommended  dosages  should  not  be  exceeded. 

DOSAGE:  The  recommended  initial  dosage  for 
adults  is  two  tablets  (5  mg.)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Main- 
tenance dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil,  brand  of  diphenoxylate  hydrochloride 
with  atropine  sulfate,  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  (V-iioi)  gr.)  of  atropine  sulfate  to  dis- 
courage deliberate  overdosage. 

Subject  to  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available 
in  Physicians’  New  Product  Brochure  No.  81  from 

G.  D.  SEARLEa  CO. 

P.O.  Box  5110,  Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 
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Annual  Clinical  Conference 

CHICAGO  MEDICAL  SOCIETY 


February  28,  March  1,  2 and  3,  1961 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  subjects  of  in- 
terest to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Ex- 
hibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make 
your  reservations  at  the  Palmer  House. 


Current  Comment 

Vermont’s  Study  of  Medical  Bills 
For  the  Aged — 

^lore  than  80  per  cent  of  elderly  Ver- 
monters plan  to  pay  their  medical  bills 
through  Blue  Shield,  private  insurance,  sav- 
ings, or  from  current  income. 

To  obtain  this  figure,  the  Committee  on 
Aging  of  the  Vermont  State  Medical  Society 
conducted  a sample  survey  of  the  over-65- 
group. 

Other  findings  indicate  that  50  per  cent 
of  the  more  than  5000  elderly  citizens  ques- 
tioned are  on  Social  Security,  16  per  cent 
are  on  Old  Age  Assistance  and  13  per  cent 
on  other  retirement  plans.  Forty  per  cent 
replied  that  they  would  pay  their  doctor  bills 
through  Blue  Shield  and  nearly  30  per  cent 
expected  to  pay  for  any  needed  professional 
services  from  savings  or  income. 

Doctors,  according  to  the  survey,  did  not 
charge  2.3  per  cent  of  the  patients  and  re- 
duced their  charges  in  12  per  cent  of  the 
cases. 

A report  of  the  survey  emphasizes  that 
Vermont  has  the  highest  percentage  of  peo- 


ple over  65  in  the  United  States  and  Ver- 
mont physicians  have  the  nation’s  lowest  in- 
comes. 

Half  of  ’60  Polio  Vicitims  Unvaccinated — 

More  than  half  of  those  who  contracted 
paralytic  poliomyelitis  this  year  had  received 
no  vaccination  status  reported  by  Surgeon 
General  Leroy  E.  Burney. 

Of  the  310  paralytic  cases  this  j^ear,  on 
which  the  U.S.  Public  Health  Service  has 
received  a vaccination  report,  166  were  un- 
vaccinated, Dr.  Burney  said.  The  ratio  prob- 
ably applies  to  all  of  the  610  paralytic  cases 
reported  in  the  first  seven  months  this  year, 
he  added. 

About  14  per  cent  of  all  persons  under  20 
years  of  age  have  not  received  the  vaccine; 
45  per  cent  of  those  20  to  40  years  of  age 
are  unvaccinated  as  well  as  89  per  cent  of 
those  over  40. 

Only  three  states  have  reported  marked  in- 
creases this  year  over  1959.  Rhode  Island 
reported  59  paralji;ic  cases  as  of  July  30,  as 
against  two  last  year.  California  listed  152 
cases,  as  against  120  last  year.  South  Caro- 
lina reported  29  cases,  as  against  11  in  1959. 
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Current  Comment 

Realism  and  Pessimism — 

A comment  from  doctors  sometimes  raises 
the  question,  why  should  we  fight  the  For- 
and-type  legislative  proposals  this  year  and 
answers  the  question  by  predicting  that 
they’ll  pass  next  year  even  if  we  stop  them 
today.  A related  comment  is  to  the  effect 
that  perhaps  the  physician  should  con- 
tinue to  practice  good  medicine  and  leave 
politics  to  the  politicians. 

The  President’s  Page  of  the  Michigan 
State  Medical  Society  asks  if  such  a com- 
ment is  realistic  or  pessimistic? 

The  president  of  this  Society  states  that 
these  statements  are  not  only  pessimistic 
but  are  based  on  a lack  of  knowledge.  The 
knowledge  or  facts  lacking  in  such  an  opin- 
ion are  that  a great  majority  of  the  public 
does  not  want  socialized  medicine.  Another 
axiom  is  that  socialized  medicine  will  not  be 
established  in  the  early  future  by  action  of 
Congress.  The  president  also  notes  that  as 
doctors  we  have  maintained  a freedom  to 
practice  that  is  unequaled  by  any  profes- 
sion. 

It  seems  to  be  equally  factual  that  we  are 
in  a never-ending  fight  to  maintain  our  priv- 
ileges to  practice  medicine  free  from  un- 
necessary and  unwanted  governmental  con- 
trols. 

The  profession  must  realize  that  the  priv- 
ileges of  professional  practice  are  worth  the 
time  that  must  be  spent  in  fighting  for  them. 
They  are  worth  even  more  than  that  because 
our  continued  success  means  that  our  pa- 
tients will  continue  to  receive  the  highest 
quality  of  medical  care. 

To  be  realistic,  the  physician  must  real- 
ize what  has  to  be  done  and  to  do  it.  This 
means  two  things  for  each  physician.  The 
first  is  to  continue  the  dedicated  practice 
of  an  ever  improving  quality  of  medicine  at 
fair  fees  by  all  doctors  in  medicine.  Second- 
ly, there  must  be  active  participation  by 
physicians  and  their  ancillaries  in  the  cur- 
rent and  future  campaigns  for  sound  legis- 
lation. 

The  physician  is  already  pledged  to  the 
first  of  these  two  essential  courses  of  action ; 
the  second  is  a duty  for  a doctor  because  he 
is  a physician  and  because  he  is  a citizen. 


REPRINTSl 


OF  YOUR 


Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Service  t 


118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 
Letterheads  - Statements 
Envelopes  ■ Office  Forms 
Quality  Printing  at  the  Right  Price 


•t* 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Car  Spaces 

You  and  your  pa- 
tients can  drive  to 
t h e second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


39-A 


IN  COLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE 


Neo-Synephrine  hydrochloride  relieves  the  hoggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 

Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


RIGHT  AWAY 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINF 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
^8%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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“Well,  I’ll  send  the  culture 
to  the  lab,  and  we  should 
hear  from  Bacteriology  in  a 
day  or  two.  Now,  how 
shall  we  treat  her  cystitis 
while  we’re  waiting?” 


“The  chief  usually  orders  azotrex.  The  azo  dye 
is  an  excellent  urinary  analgesic  and  the 
sulfamethizole  and  tetracycline  are  likely  to  take  care 
of  most  of  the  bugs  you  find  in  the  urinary  tract. 

If  necessary,  you  can  switch  to  something  else  after  you  get 
the  lab  findings.  But  it  probably  won’t  be  necessary.” 


® 


Each  AZOTREX  capsule  contains:  tetrex®  (tetra- 
cycline phosphate  complex)  equivalent  to 
tetracycline  HCI  activity...  125  mg.;  sulfameth- 
izole . . . 250  mg.;  phenylazo-diamino-pyridine 
HCI  ...  50  mg.  Supply:  Bottles  of  24  and  100. 


® BRISTOL  LABORATORIES 
j Div.  of  Bristol-Myers  Co. 

™ SYRACUSE,  NEW  YORK 


Pi'otection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since  1902 

Handsome,  Professional  Appointment  Book 
sent  to  your  FREE  upon  request. 


Since  1925 

Nebraska's 

Leading 


Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


DIVLEY  MEDICAL 

SLPPLY  CDMPAIVY 

2415  "O'*  St..  LiHColnl,  Nebraska 
AUTHOIIZED  CONTRACT  AGENT 


Current  Comment 

A Positive  Approach  for  Health  of  the  Aged — 

The  Council  of  the  Michigan  State  Medi- 
cal Society,  in  developing  a positive  pro- 
gram for  the  health  problems  of  the  aged, 
has  adopted  the  following  resolution,  ac- 
cording to  the  Journal  of  this  society. 

“WHEREAS,  a healthy,  alert,  and  vital 
aged  population  constitutes  one  of  this  coun- 
try’s greatest  human  assets;  and 

WHEREAS,  the  well  being  of  our  senior 
citizens  depends  on  many  factors,  their  en- 
vironment, mental  attitude,  financial  re- 
sources, and  physical  health;  and 

WHEREAS,  new  techniques  of  ‘whole 
person  treatment’  of  the  senior  patient  in 
such  areas  as  pre-retirement  planning,  group 
housing,  and  preventive  medicine  coun- 
selling, will  help  this  group  spend  their  gold- 
en years  in  comfort,  health,  and  dignity ; now 
therefore  be  it 

RESOLVED:  That  the  members  of  the 

medical  profession  continue  to  explore  new 
methods  of  treating  the  elderly  patient ; and 
be  it  further 


RESOLVED : That  the  medical  profes- 
sion proposes  and  supports  the  following  10- 
point  program  as  a positive  approach  for 
preserving  the  health  care,  financial  re- 
sources, and  human  dignity  of  the  senior 
citizen : 

1.  Removal  of  compulsory  retirement 
provisions  by  industry  and  labor. 

2.  A program  to  provide  work  opportun- 
ities for  the  aged. 

3.  Encouragement  of  state  and  commun- 
ity governments  to  share  voluntary 
health  insurance  premiums  for  those 
over  65  who  need  financial  assistance. 

4.  Participation  by  the  medical  profes- 
sion in  the  1961  White  House  Confer- 
ence on  Aging. 

5.  Increasing  cash  benefits  to  those  re 
ceiving  Old  Age  Assistance. 

6.  Expansion  of  O.A.A.  to  share  the  vol- 
untary health  insurance  costs  of  ‘mar- 
ginally indigent’  persons  (those  who 
are  independent  except  for  unusual 
trouble ) . 

(Continued  on  page  44-A) 
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CHLOROMYCETIir 

chloramphenicol,  Parke-Davis 


IN  VITRO  SENSITIVITY  OF  COAGULASE- POSITIVE  STAPHYLOCOCCI  TO  CHLOROMYCETIN  FROM  1955  TO  1959* 


These  sensitivity  tests  were  done  by  the  disc  method  on  310  strains  of  coagulase-positive  staphylococci.  Strains  were  isolated  from 
patients  seen  in  the  emergency  room.  It  should  be  noted  that  among  inpatients,  resistant  strains  were  considerably  more  prevalent. 

•Adapted  from  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A.  173:475,  1960.  loaeo 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated 

with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor 
infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


PARKE-DAVIS 


PARKE.  OAVIS  & COMPANY  > DETROIT  32-  MICHIGAN 


Your  Best  Bargain 
Again  in  ’60 


A Positive  Approach  for  Health  of  the  Aged — 
(Continued  from  page  42-A) 

7.  Establishment  of  a privately-financed 
plan  comparable  to  the  Federal  De- 
posit Insurance  Corporation,  under- 
writing health  insurance  premiums  of 
those  unable  to  maintain  them. 

8.  Construction  of  an  experimental  proj- 
ect for  the  aged  near  a medical  school 
for  scientific  study  of  housing  needs 
relative  to  health. 


9.  An  educational  program  emphasizing 
pre-retirement  planning  programs  be- 
ginning at  age  45. 

10.  Emphasis  on  a preventive  medicine 
program  to  include  periodic  health  ap- 
praisals; control  of  communicable  dis- 
ease; improving  patient  care  and  re- 
habilitation in  nursing  homes ; and  the 
developing  of  chronic  disease  hospital 
units.” 


The  Correction  of  a False  Image — 

Since  the  medical  profession  has  been 
confronted  with  criticism  over  a period  of 
years  in  regard  to  a shortage  of  physicians, 
an  editorial  in  the  Texas  State  Jouimal  of 
Medicine  describes  what  the  society  of  that 
state  has  done  to  correct  a false  image. 

The  editorial  denies  the  charge  that  medi- 
cal societies  are  responsible  for  a shortage 
of  physicians  by  controlling  the  number  of 
students  who  may  enter  medical  schools.  The 
charge  remains  nonetheless  a rather  common 
one. 


c^^cocl*^uy  in 
*^ublic*^elation4> 

Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


As  a positive  program  the  Association  has 
for  seven  years  conducted  surveys  on  doc- 
tor distribution.  Inquiries  were  directed  to 
mayors  and  civic  leaders  of  communities  in 
Texas  with  a population  of  700  or  more. 
Letters  were  also  sent  to  physicians.  Their 
response  indicates  that  the  physicians  were 
more  concerned  than  civic  leaders  about  the 
need  for  more  doctors. 

The  survey  indicated  that  for  the  state  as 
a whole  there  is  no  serious  shortage  of  physi- 
cians. There  are  realistic  problems  in  dis- 
tribution since  several  large  cities  appeared 
to  have  an  over-supply  of  medical  man- 
power and  there  is  need  for  additional  num- 
bers of  physicians  in  some  communities  and 
rural  areas. 

The  Association  has  encouraged  physi- 
icians  to  locate  in  needy  areas,  through  its 
(Continued  on  page  48- A.) 
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Provides  greater  assurance  of  more  comprehensive  relief  in  acute 
self-limiting  diarrheas  through  the  time-tested  effectiveness  of  two 
outstanding  antidiarrheals— Donnagel  and  a paregoric  equivalent. 
Tastes  good,  too! 

Each  30  cc.  (1  fl.  oz.)  of  Donnagel-PG  Also  available:  ;i 
contains:  T 

Powdered  opium  U.S.P 24.0  mg. 

(equivalent  to  paregoric  6 ml.)  CO.^trol  Of  bacterial  diarrheas. 

Pectin 142.8  mg.  — the  basic  formula  — 

^trcyam^ne°rfat  0.1037  mg.  when  paregoric  or  an  antibiotic  is  not 

atropine  sulfate  0.0194  mg.  required. 

hyoscine  hydrobromide 0.0065  mg. 

Phenobarbital  (t4  Br.)  16.2  mg.  IMO  ' -f 

Supplied:  Pleasant-tasting  banana  fla-  A.  H.  ROBINS  CO.,  INC.  : ^ 

vored  suspension  in  bottles  of  6 fl.  oz.  RICHMOND  20,  VIRGINIA 


The  Correction  of  a False  Image — 

(Continuer  from  page  44- A) 

placement  service.  This  activity  of  the  State 
Medical  Society  is  designed  to  bring  to- 
gether physicians  who  are  seeking  a place  to 
practice  and  communities  which  need  and 
can  support  a doctor.  The  service  has  been 
made  widely  known  to  civic  leaders  who 
have  reacted  with  gratitude  to  the  assist- 
ance received.  The  seiwice  has  also  aided 
established  physicians  who  are  seeking  as- 
sociates and  partners. 

The  Association  has  also  given  its  support 
to  studies  concerning  the  need  for  additional 
schools  of  medicine  in  Texas. 

With  regard  to  the  medical  schools  pres- 
ently operating  in  Texas,  the  Society  has  en- 
couraged increasing  the  supply  of  physicians 
by  means  of  its  student  loan  fund.  The  fund, 
representing  a bequest  from  a past  president 
of  the  Association,  has  assets  of  $750,000 
and  is  one  of  the  largest  loan  funds  in  the 
country. 

The  Texas  Medical  Association  believes 
that  it  is  providing  leadership  and  initiative 
in  making  available  a more  adequate  supply 
of  physicians  for  the  citizens  of  its  state. 


“I  understand  he  was  head  and  shoulders 
above  everyone  else  in  his  graduating  class!” 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 
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Antirheumatic  Analgesic 


PLANOLAR 


for 

Rheumatoid 

Arthritis 


Planolar  combines  the  cumulative 
antirheumatic  and  anti-inflammatory 
action  of  Plaquenil®  with  the  prompt 
analgesic  action  of  aspirin. 

Each  tablet  contains:  Plaquenil  60  mg. 

Aspirin  300  mg.  (5  grains) 


Plaquenil  "...the  preferred antimalarial  drug  for 
treatment  of  disorders  of  connective  tissue..."^ 

Aspirin  belongs  to  "...the  most  useful  group  of 
drugs  for  rheumatoid  arthritis."^ 


WRITE: 

for  detailed  information 
(clinical  experience,  side 
effects,  precautions,  etc.) 


HOW  SUPPLIED:  Bottles  of  100  tablets 


LABORATORIES 
New  York  18,  N.  Y. 


DOSAGE:  Adults,  2 tablets  two  or  three 
times  daily.  After  two  or  three  months  of  therapy, 
the  patient  may  no  longer  need  the  added  benefit 
of  aspirin.  A maintenance  regimen  of  Plaquenil 
sulfate  alone  (from  200  to  400  mg.  daily)  may  then 
be  substituted. 


REFERENCES: 

1.  Scherbel,  A.  L.;  Schuchter,  S.  L., 
and  Harrison,  J.  W.;  Cleveland 
Clin.  Quart.  24:98,  April,  1957. 

2.  Waine,  Hans:  Arthritis,  rheumatoid, 

in  Conn,  H.  F.:  Current  Therapy  1959, 
Philadelphia,  W.  6.  Saunders  Co., 

1959,  p.  565. 
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Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise^ 
ments  from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build* 
ing.  Lincoln  8. 

OPENING  — For  associate  physician  in  estab- 
lished office  at  excellent  location  in  Northwest 
Denver.  Doctor  moving  enjoyed  a very  large  prac- 
tice, a veiy  substantial  part  of  which  will  re- 
main with  the  new  doctor.  Remaining  associate 
physician  is  well  established  internist.  Write  Henry 
E.  Zarlengo,  3420  West  46th  Avenue,  Denver  21, 
Colorado. 

ANESTHESIOLOGY  — Opening  for  resident  in 
anesthesiology  in  an  active,  approved  program.  De- 
partment of  5-full-time  anesthesiologists.  Eligibil- 
ity for  Illinois  licensure  required;  beginning  stipend 
$400  monthly.  Contact  Wm.  DeWitt,  M.D.,  De- 
partment of  Anesthesiology,  St.  Joseph’s  Hospital, 
Joliet,  Illinois. 

GENERAL  PRACTITIONER— For  third  in  part- 
nership — good  salaiy  and  full  partnership  in  6 
months.  Modern  clinic  50’  x 50’.  New  community 
hospital.  Practice  has  very  excellent  potential. 
Write  or  call  collect,  C.  G Muffly,  M.D.,  Pender, 
Nebraska. 


“You  can  have  complete  confidence  in  me. 
Madam.  The  only  patients  I ever  lost  were  the 
ones  in  my  waiting  room  the  day  the  floor  col- 
lapsed.” 
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stay  at  Hotel 


Itth  and  I'arnam 

In  the  heait  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 
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Medical  Journal  ^ 

GENERALIZED  FUNGUS  DISEASES 
IN  NEBRASKA 

Histoplasmosis  is  said  to  be  endemic  in 
the  eastern  half  of  Nebraska.  This  is  the 
only  systemic  fungus  disease  which  has  this 
distinction,  though  sporadic  cases  of  other 
members  of  this  group  — coccidioidomy- 
cosis, blastomycosis,  cryptococcosis  (toru- 
losis), nocardiosis,  actinomycosis,  and  can- 
didiosis  (moniliasis)  — may  be  found  in  our 
state. 

Histoplasmosis  and  coccidioidomyosis 
characteristically  invade  the  lungs  and  the 
lesions  are  difficult  to  distinguish  from  those 
of  tuberculosis.  Any  of  the  others  in  this 
group  may  invade  the  pulmonary  tissues; 
indeed,  it  is  said  that  blastomycosis  is  pri- 
marily pulmonary  and  that  the  lesions  of 
skin  and  bone  are  secondary. 

Monilla  may  cause  a generalized  disease, 
especially  in  patients  who  are  debilitated 
from  other  causes.  If  it  does  so,  it  prob- 
ably gains  entrance  by  way  of  the  lungs. 
The  organism,  Candida  albicans,  is  so  preva- 
lent that  its  presence  in  smears  and  cultures 
from  the  throat  and  upper  respiratory  tract 
is  almost  meaningless  and  may  not  be  relied 
upon  for  diagnosis. 

Aside  from  the  occasional  sporadic  case 
of  other  generalized  fungus  diseases,  our 
problem  in  eastern  Nebraska  lies,  then, 
with  histoplasmosis.  The  differential  diag- 
nosis of  this  entity,  especially  from  pulmon- 
ary tuberculosis,  because  of  close  X-ray  re- 
semblance of  the  lesions  as  well  as  similar- 
ity in  clinical  findings,  is  important  and 
difficult.  Since  the  development  of  am- 
photericin B,  the  differential  diagnosis  has 
become  even  more  important  than  previous- 
ly, because  in  this  agent  we  have  a means 
of  dramatic  cure  of  this  disease.  Its  exhibi- 
tion brings  clinical  improvement  in  a mat- 
ter of  days,  though  months  may  be  required 
to  heal  the  cavitary  pulmonary  lesions. 

(For  an  instructive  discussion  of  this 
group  of  diseases,  see  “Roundup  on  the 
Systemic  Fungus  Diseases,”  by  Tosh  and 
Furcolow,  in  December,  1959,  Bidletin,  Na- 
tional Tuberculosis  Association,  pp.  166- 
168.) 
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COST  OF  ENGLAND’S  MEDICAL  CARE 

Had  England’s  Labor  Party  not  been  de- 
feated in  the  recent  elections,  its  leaders, 
according  to  their  plans,  would  have  added 
$280  million  to  their  already  astronomic 
outlay  of  $2,072,000,000  per  year  for  social- 
ized medicine.  This  proposed  increase  was 
to  have  provided  new  hospitals,  a build-up 
of  group  practice,  reduction  of  waiting  lists 
at  doctors’  offices  and  hospitals,  and  com- 
plete elimination  of  any  charges  attendant 
on  medical  care. 

Comparatively,  a similar  system  would 
cost  the  United  States  $9.6  billion  annually. 
This  figure  is  based  only  on  comparative 
numbers  of  population  and  does  not  take 
into  account  the  flare  for  extravagance  in 
our  country,  as  seen  in  laymen  and  lay- 
makers  alike.  If  the  considerable  numbers 
of  our  Congressmen  who  favor  such  a system 
are  not  impressed  with  the  wastefulness  and 
inefficiency  of  the  English  system,  who 
dares  make  a guess  at  the  cost  if  we  are 
so  unfortunate  as  to  be  engulfed,  in  the 
future,  by  this  added  socialistic  venture. 


POLICY? 

In  the  summer  of  1956,  Judge  Delehant 
sentenced  a Nebraska  physician  to  spend 
four  months  in  prison  and  pay  a fine  of 
$2,000,  because  he  had  cheated  on  his  in- 
come tax  to  the  extent  of  $5,300.  The  doc- 
tor went  to  prison.  An  editorial  in  the 
Omaha  World-Herald  (July  30,  1956)  stated 
that  Judge  Delehant  said  people  of  prom- 
inence were  often  income-tax  offenders  and 
that,  to  them,  imprisonment  is  peculiarly 
odious;  and  that,  in  line  with  a policy  an- 
nounced  in  an  earlier  case,  convicted  evad- 
ers henceforth  cotdd  be  assured  of  receiving 
a prison  sentence. 

In  the  summer  of  1959,  an  Omaha  lawyer 
was  convicted  in  Judge  Delehant’s  Court, 
of  income  tax  evasion.  After  the  sentence 
was  pronounced,  according  to  the  newspaper 
account,  the  judge  suspended  the  sentence, 
because,  he  is  reputed  to  save  said,  the 
shame  of  conviction  and  sentencing  would 
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constitute  adequate  punishment  without 
serving  the  sentence. 

At  the  time  the  doctor  was  sent  to  prison 
the  World-Herald  agreed  that  “The  Judge 
Is  Right,”  and  we  agreed  with  the  World- 
Herald  with  certain  reservations  (see  edi- 
torial in  Nebraska  M.  J.  41:354  (Sept.), 
1956).  Can  we  be  expected  to  change  our 
minds  as  often  as  does  the  Court?  What 
was  the  difference  in  these  two  cases  that 
apparently  motivated  the  judge’s  change  in 
policy'? 


ARE  WE  FACING  THE  FACTS? 

Marjorie  Shearon,  one  of  the  most  en- 
lightened and  intrepid  warriors  against  So- 
cialism, accuses  the  opponents  of  the  Forand 
bill  of  not  admitting  and  facing  the  facts 
about  the  over-age-65  group  of  people.  Two 
of  the  most  stubborn  adversaries  of  Forand 
legislation  are,  of  course,  the  medical  pro- 
fession with  its  “Blues”  and  the  commer- 
cial insurance  carriers. 

The  numerous  “hearings,”  such  as  those 
conducted  by  Senator  Pat  McNamara  as 
Chairman,  Labor  and  Public  Welfare  Sub- 
committee on  Problems  of  the  Aged  and 
Aging;  by  Senator  Burr  F.  Harrison,  Chair- 
man of  the  Ways  and  Means  Subcommittee 
on  Administration  of  the  Social  Security 
Laws;  and  by  the  full  Ways  and  Means 
Committee  under  Chairman  Wilbur  D.  Mills, 
have  unearthed  a tremendous  amount  of  in- 
formation, much  of  which  may  be  slanted 
toward  support  of  Forand’s  proposed  leg- 
islation. 

Slanting  of  the  information  may  be  found, 
particularly  in  data  collected  by  McNa- 
mara’s subcommittee  in  hearings  held,  not 
only  in  Washington,  but  in  Boston,  Pitts- 
burgh, San  Francisco,  Grand  Rapids,  Miami, 
and  Detroit.  By  “slanting”  we  do  not  mean 
that  the  testimony  is  not  valid  but,  perhaps, 
is  obtained  from  selected  sources  and  with 
emphasis  on  points  that  are  more  or  less 
in  keeping  with  the  desires  and  wishes  of 
the  investigators.  Many  questions  seem  to 
arise  again  and  again,  especially  about  costs 
of  medical  care  and  costs  of  hospitalization 
in  relation  to  the  65-and-over  group;  and 
the  collective  answers  seem  to  uphold  the 
opinion  that  the  only  way  to  take  care  of 
the  large  and  growing  group  of  old  people 
is  by  way  of  the  Federal  Government. 

Even  Secretary  Fleming  of  H.E.W.,  who 


has  previously  been  against,  or  luke  warm 
toward,  the  Forand  type  of  legislation,  now 
states  that  he  can  find  no  better  approach 
to  the  solution  of  the  problem  than  that 
offered  by  Rep.  Forand  — a paid-up  health 
insurance  policy  to  every  person  65  and 
over  who  is  eligible  for  OASI  benefits  — 
paid  up,  of  course,  by  the  Government. 

Shearon  bears  down  on  the  following 
facts : 

1.  Eighty  to  eighty-five  per  cent  of  all 
the  non-working  aged  are  receiving  some 
kind  of  governmental  income-maintenance 
benefit. 

2.  Three  fifths  of  all  persons  aged  65 
or  over  had  less  than  $1,000  in  money  in- 
come in  1957,  and  another  fifth  received 
from  $1,000  to  $2,000. 

3.  Nearly  one  half  of  all  aged  couples 
without  relatives  in  the  household  had  money 
incomes  under  $2,000,  in  1956. 

Mrs.  Shearon,  in  view  of  the  above  facts, 
has  this  to  say: 

“It  is  unrealistic  to  say  that  an  aged 
couple  with  income  under  $2,000  or  a single 
person  with  income  of  $1,000  or  less  can 
purchase  voluntary  health  insurance.  They 
cannot  even  purchase  enough  food  after  pay- 
ing rent.”  (Challenge  to  Socialism  13:  No. 
32,  p.  3,  Nov.  26,  1959). 

Shearon,  too,  believes  the  answer  must 
be  a paid-up  health  insurance  policy  for 
each  and  every  person  when  he  reaches  age 
65 ; that  the  medical  profession  and  the 
insurance  business  are  not  getting  the  job 
done;  and  are  afraid  to  face  the  facts  first 
and  then  plan  from  the  point  of  view  which 
emerges  after  an  honest,  contemplative 
weighing  of  those  facts. 

One  dislikes  and  tends  to  avoid  facing 
facts  that  militate  against  his  conceptions 
of  the  right  way  to  do  things,  but,  if  we 
are  to  put  down  this  threat  to  the  private 
practice  of  medicine,  we  must  build  our 
house  on  rock,  not  upon  sand.  In  this 
instance  “rock”  is  complete  understanding 
and  admission  of  facts,  no  matter  how  dis- 
agreeable they  may  be. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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Pancreatic  Lesions 


AMENABLE  TO  SURGERY* 

This  author  stresses  the  difficulty  in  making 
conclusive  diagnoses  of  the  various  pancreatic 
diseases  but  states  that  such  diagnoses  now  are 
being  made  with  increasing  frequency.  His  dis- 
cussion is  limited  to  those  pancreatic  lesions  the 
surgeon  is  most  likely  to  encounter  and  to  their 
proper  treatment.  Exposition  of  detailed  surgical 
technique  is  avoided.  The  author  gives  us  his 
opinion  as  to  what  lesions  are  best  treated  with- 
out operation  and  of  the  results  that  may  be  ex- 
pected after  operation  when  surgical  intervention 
is  indicated. 

EDITOR 


UNTIL  recently,  surgeons  have 
been  reluctant  to  attack  lesions 
of  the  pancreas  because  of 
certain  technical  difficulties.  Now,  how- 
ever, lesions  of  the  pancreas  are  being  diag- 
nosed with  increasing  frequency  at  a time 
in  their  development  when  surgical  treat- 
ment can  be  undertaken  with  acceptable 
risk  and  with  reasonable  hope  of  satisfac- 
tory outcome.  Many  problems  nevertheless 
must  be  solved  before  satisfactory  results 
can  be  obtained.  This  discussion  will  be 
limited  to  the  pancreatic  lesions  which  the 
surgeon  is  most  likely  to  encounter.  They 
include  pancreatitis,  both  acute  and  chronic, 
tumors  of  the  islets  of  Langerhans,  and  car- 
cinoma of  the  parenchymatous  pancreatic 
tissue  and  the  ampulla. 

ACUTE  PANCREATITIS 
Etiology  and  Diagnosis — The  etiology  of 
acute  pancreatitis  continues  to  arouse  con- 
siderable controversy.  Undoubtedly  several 
factors  are  involved,  and  in  any  given  case 
the  condition  may  be  caused  by  any  one  of 
these  factors  or  by  any  combination  of  them. 
Opie’si  common  channel  theory,  to  be  men- 
tioned again  later,  was  the  first  attempt  to 
give  a good  explanation  of  the  cause.  In  re- 
cent years  this  theory  gradually  has  given 
way  to  a somewhat  broader  concept,  based 
on  two  interrelated  phenomena ; obstruc- 
tion, and  reflux  into  the  pancreatic  ducts. 

Obstruction  at  the  ampulla  of  Vater,  with 
resultant  reflux  of  bile,  may  arise  from  the 
presence  of  calculus  or  from  spasm  of  the 
sphincter  of  Oddi.  The  pancreatic  duct  it- 
self may  be  occluded  by  either  ampullaiy  or 
pancreatic  calculus,  by  tumor,  by  inflamma- 
tory reaction,  by  epithelial  metaplasia  of 


WILLIAM  H.  RE  MINE,  M.D. 
Section  of  Surgery 
Mayo  Clinic  and  Mayo  Foundationf 
Rochester,  Minnesota 


small  ducts,  by  surgical  ligature,  or  by  duo- 
denal diverticulum.  Virus  infections,  such 
as  mumps,  have  been  known  to  precipitate 
acute  attacks.  Embolic  phenomena  also 
have  been  indicated  as  causative  factors. 
Severe  accidental  trauma  to  the  abdomen 
has  resulted  in  typical  episodes  of  acute  pan- 
creatitis, as  have  manipulation  and  surgical 
trauma  at  the  time  of  abdominal  explora- 
tion. Other  factors  which  have  been  incrim- 
inated from  time  to  time  are  reflux  of  duo- 
denal contents,  alcoholism,  and  anaphylaxis. 

Acute  pancreatitis  usually  is  divided  into 
two  types:  acute  intei-stitial  (or  edematous) 
pancreatitis,  and  acute  pancreatic  necrosis ; 
but  the  distinction  between  the  two  need  not 
be  elaborated  here. 

Characteristics  of  acute  attacks  of  pan- 
creatitis are  as  follows: 

1.  Severe,  often  sudden,  prolonged  pain 
in  the  upper  part  of  the  abdomen  — 
commonly  referred  to  the  back. 

2.  Possible  precipitation  of  an  attack  by 
taking  alcohol  or  food. 

3.  Persisting  abdominal  tenderness  and 
abdominal  rigidity — even  boardlike  ab- 
domen. 

4.  Fever,  nausea,  vomiting,  and  perhaps 
abdominal  distention. 

5.  Elevated  values  for  serum  lipase  and 
serum  amylase  for  a few  days  after 
onset;  decreased  serum  calcium  values. 

6.  Perhaps  jaundice,  hyperglycemia,  ste- 
atorrhea, and  abdominal  mass. 

Pain  is  the  predominant  symptom.  Most 
often  it  is  severe  and  constant,  but  it  may 
resemble  the  pain  of  intestinal  or  biliary 
colic.  Formerly,  shock  often  was  included 

♦Read  at  the  meeting  of  the  Lincoln  Surgical  Society,  Lin- 
coln, Nebraska,  May  29,  1959. 

tThe  Mayo  Foundation,  Rochester,  Minnesota,  is  a part  of 
the  Graduate  School  of  the  University  of  Minnesota. 
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as  one  of  the  outstanding  features  of  the 
disease,  but  recent  writers  have  considered 
it  of  infrequent  occurrence.  In  80  per  cent 
of  cases  shock  is  absent;  in  10  per  cent  it 
is  moderate;  in  only  10  per  cent  is  it  se- 
vere. 

Laboratory  findings  are  important  to  di- 
agnosis. The  concentration  of  sugar  in  the 
blood  may  be  elevated  in  50  or  more  per 
cent  of  cases,  depending  on  the  amount  of 
injury  to  the  islet  cells.  About  50  per  cent 
of  patients  may  be  jaundiced  to  some  de- 
gree, and  the  concentration  of  bilirubin  in 
their  blood  serum  may  be  slightly  elevated. 
The  value  for  serum  calcium  may  be  lowered 
as  a result  of  fat  necrosis  and  saponifica- 
tion. IMost  physicians  now  consider  that  a 
value  of  7 mg.  or  less  per  100  ml.  for  serum 
calcium  justifies  an  extremely  poor  prog- 
nosis. The  most  important  data  obtainable 
by  laboratory  procedures  are  elevated  values 
for  serum  amylase  and  serum  lipase.  The 
concentration  of  serum  amylase  will  be  ele- 
vated in  the  first  few  hours  after  the  onset 
of  symptoms,  but  subsides  thereafter.  The 
value  for  serum  lipase  may  take  1 to  3 days 
to  become  elevated,  but  then  it  remains  so 
for  a longer  time  than  does  the  value  for 
serum  amylase.  This  behavior  of  the  serum 
lipase  may  be  helpful  in  establishing  a diag- 
nosis several  days  after  onset  of  the  dis- 
ease. Determinations  of  urinary  diastase 
are  made  in  some  laboratories;  but  just  as 
is  true  of  the  serum  lipase,  elevation  of  the 
concentration  of  urinary  diastase  may  lag 
12  to  24  hours  behind  the  increase  in  value 
for  serum  amylase. 

Treatment — Formerly,  acute  pancreatitis 
was  treated  by  aggressive  surgical  attack, 
and  the  associated  mortality  rate  was  ap- 
proximately 50  per  cent.  In  recent  years, 
therefore,  nonsurgical,  or  conservative, 
treatment  has  become  increasingly  pre- 
ferred. Once  the  diagnosis  of  acute  pan- 
creatitis has  been  made,  every  proper  ef- 
fort should  be  made  to  avoid  surgical  meas- 
ures. 

Nonsurgical  management  of  acute  pan- 
creatitis is  directed,  for  the  most  part,  to- 
ward restoring  a normal  physiologic  state. 
The  following  measures  aid  in  this:^  (1)  re- 
lief of  pain;  (2)  suppression  of  pancreatic 
secretion;  (3)  prevention  of  distention;  (4) 
restoration  and  maintenance  of  normal  blood 
volume  and  normal  values  for  electrolytes; 
(5)  use  of  antibiotics  for  prevention  of  sup- 


puration; (6)  treatment  of  hypocalcemia; 
and  (7)  correction  of  disturbances  of  glu- 
cose metabolism. 

Administration  of  morphine  and  other  de- 
rivatives of  opium  should  be  avoided  in  the 
presence  of  acute  pancreatitis,  since  they 
tend  to  produce  sphincteric  spasm.  Instead, 
meperidine  (Demerol)  or  methadone,  which 
are  less  likely  to  cause  spasm,  should  be 
used.  Intravenously  administered  procaine, 
paravertebral  block,  splanchnic  block,  and 
continuous  epidural  block  may  be  used  to 
great  advantage.  Pancreatic  secretion  can 
be  suppressed  by  use  of  atropine  sulfate  or 
methantheline  bromide  (Banthine). 

Fasting  and  nasogastric  suction  suppress 
gastric  and  pancreatic  function,  putting  the 
pancreas  at  rest  and  preventing  further  re- 
lease of  enzymes.  Nasogastric  suction  also 
aids  in  preventing  future  distention  of  the 
bowel  by  removing  material  prior  to  its  en- 
try into  the  bowel  proper. 

Blood  and  fluids  must  be  given  intrave- 
nously to  restore  normal  blood  volume  and 
electrolyte  balance.  Intravenous  adminis- 
tration of  calcium  gluconate  may  be  neces- 
sary to  restore  normal  concentrations  of 
calcium  and  thus  prevent  tetany.  When 
pancreatic  destruction  is  so  great  that  a ma- 
jority of  the  islets  no  longer  can  function, 
then  appropriate  doses  of  insulin  must  be 
given  until  the  pancreas  recovers  sufficient- 
ly. Human  serum  albumin®  recently  has 
been  suggested  as  an  aid  in  overcoming  tox- 
emia in  the  presence  of  acute  pancreatitis. 

It  is  generally  agreed  that,  if  operation 
is  inadvertently  undertaken  early  in  a case 
of  acute  pancreatitis,  manipulation  within 
the  abdominal  cavity  should  be  minimal. 
Surgical  measures  may  be  undertaken  at  a 
later  date  to  correct  any  associated  disease 
— cholelithiasis,  choledocholithiasis,  sphinc- 
teric spasm,  pseudocysts,  or  abscesses.  Such 
a program  seems  to  offer  the  best  approach 
to  ])revention  of  the  serious  late  manifesta- 
tions of  recurrent  pancreatitis  that  are  so 
difficult  to  manage. 

CHRONIC  RELAPSING 
PANCREATITIS 

Chronic  relapsing  pancreatitis  is  perhaps 
one  of  the  most  difficult  to  manage  of  all 
nonmalignant  diseases.  The  disease  first 
was  described  as  a distinct  clinical  entity 
bv  Comfort,  Gambill,  and  Baggenstoss,'*  in 

ike. 


4 


Nebraska  S.  M.  J. 


Etiol(^ic  Basis — Most  investigators  think 
that  alcoholism  either  precipitates  or  aggra- 
vates the  condition.  Another  cause,  al- 
though an  uncommon  one,  is  trauma.  This 
may  result  in  complete  or  partial  division 
of  the  main  or  accessory  pancreatic  ducts. 
Severe  crushing  blows  to  the  epigastrium 
also  may  crush  the  pancreas  and  result  in 
pancreatitis,  pseudocysts,  and  abscesses. 

At  post-mortem  study,  in  70  to  90  per  cent 
of  human  bodies  the  main  pancreatic  duct 
and  the  common  bile  duct  have  been  found 
to  enter  the  duodenum  through  separate 
openings  in  a common  duodenal  papilla.  It 
has  been  suggested  that  inflammatory 
swelling  of  the  papilla  could  so  surround 
the  orifices  of  the  two  ducts  that  the  ori- 
fices would  be  closed  to  the  outside  while 
open  to  each  other.  Such  inflammation 
may  be  brought  about  by  the  presence  of 
acid,  alcohol,  or  other  irritating  materials 
in  the  duodenum.  Obstruction  of  the  com- 
mon channel  would  allow  reflux  up  the  pan- 
creatic duct.  This  is  the  common  channel 
theory,  mentioned  before.  A number  of  fac- 
tors, however,  are  not  explained  by  this 
theory. 

In  the  early  stages  of  chronic  relapsing 
pancreatitis,  the  pancreas  is  edematous.  Re- 
gions of  focal  necrosis  appear,  and  later  un- 
dergo atrophy  and  fibrosis.  The  pancreas 
becomes  adherent  to  the  surrounding  struc- 
tures, especially  the  stomach  and  biliary 
tract,  with  resultant  associated  biliary  dis- 
ease. The  end  results  of  repeated  episodes 
are  atrophy,  fibrosis,  calcification,  diabetes, 
frequently  formation  of  pseudocysts,  and, 
often,  addiction  to  narcotics. 

Diagnosis — Attacks  are  characterized  by 
upper  abdominal  pain.  As  the  disease 
progresses,  the  pain  may  become  constant 
and  acute  exacerbations  may  be  superim- 
posed. Often  the  pain  is  of  a steady,  boring 
type,  interrupted  with  waves  of  excruciating 
sensations  described  as  cutting,  piercing, 
colicky,  or  cramping.  Frequently  the  pain 
may  bore  through  to  the  back  in  the  upper 
lumbar  region.  Usually  the  pain  lasts  for 
a number  of  days,  and  considerable  amounts 
of  narcotics  are  required  for  relief.  Other 
symptoms  are  nausea,  vomiting,  abdominal 
distention,  constipation  or  diarrhea,  steator- 
rhea, loss  of  weight,  and  jaundice. 

In  addition  to  the  previously  mentioned 
complications  that  may  accompany  chronic 
relapsing  pancreatitis,  there  also  may  be  ob- 


struction of  the  common  bile  duct,  the  stom- 
ach, and  the  splenic  or  mesenteric  veins, 
with  resultant  portal  hypertension  and  its 
sequelae. 

Treatment — That  many  different  surgical 
procedures  are  being  used  in  treatment  of 
chronic  relapsing  pancreatitis  indicates  that 
no  single  procedure  is  uniformly  successful. 
Cholecystectomy  and  choledochostomy,  fol- 
lowed by  6 months  of  drainage  of  the  com- 
mon duct  T-tube,  usually  are  the  first  pro- 
cedures used  in  treating  chronic  relapsing 
pancreatitis  accompanying  disease  of  the 
biliary  tract.  In  the  majority  of  cases 
these  measures  are  successful.®  Sphincter- 
otomy is  being  used  with  increasing  frequen- 
cy. It  was  introduced  by  Archibald®  in  1919 ; 
he  used  the  transduodenal  route  and  report- 
ed good  results  in  six  of  eight  cases.  Dou- 
bilet  and  Mulholland'^  reviewed  sphincter- 
otomy, in  1948.  They  used  the  endochole- 
dochal  route ; but,  because  this  entails  a rela- 
tively blind  approach.  Doublet,®  as  well  as 
most  other  surgeons,  now  tends  to  approach 
the  sphincter  transduodenally. 

Occasionally  certain  complicating  prob- 
lems make  it  necessary  to  operate  directly 
on  the  pancreas.  For  instance,  a pancreatic 
duct  may  have  to  be  incised  to  enable  the 
surgeon  to  remove  obstructing  stones.  A 
T-tube  then  may  be  left  in  the  duct  for  a 
time.®  If  no  obstruction  remains,  drainage 
usually  will  cease  when  the  T-tube  has  been 
removed. 

Pseudocysts  of  the  pancreas  often  are 
found  in  association  with  chronic  relapsing 
pancreatitis.  In  the  past  these  usually  were 
drained  externally  by  marsupialization  or 
by  tube.  Recently,  however,  intenial  drain- 
age has  been  used  with  increasing  frequen- 
cy. Depending  on  the  location  of  the  pseu- 
docyst and  its  proximity  to  other  stiaictures, 
anastomosis  of  the  pseudocyst  and  the  stom- 
ach, duodenum,  or  jejunum  may  be  effected. 
If  the  jejunum  is  used,  it  may  be  best  to 
employ  a Roux-Y  type  of  anastomosis.  Dou- 
bileti®  has  advocated  sphincterotomy  for 
pseudocysts,  and  apparently  he  has  had  fa- 
vorable experience  with  the  procedure. 

Resection  of  pseudocysts  has  not  many  ad- 
vocates. Technically  it  is  extremely  diffi- 
cult, since  a speudocyst  has  no  true  capsule 
and  consequently  there  is  no  plane  of  cleav- 
age. 

Partial  pancreatic  resection  for  chronic 
relapsing  pancreatitis  has  been  used  infre- 
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quently,  and  usually  only  after  other  pro- 
cedures have  failed.  It  is  obviously  too  for- 
midable a procedure  to  be  undertaken  lightly 
for  the  treatment  of  nonmalignant  disease. 
Resection  of  the  tail,  and  perhaps  of  a por- 
tion of  the  body,  of  the  pancreas^^  has  been 
employed  recently  with  increasing  frequen- 
cy. Afterwards  the  pancreas  is  drained 
retrogradely  into  the  gastrointestinal  tract 
through  a Roux-Y  limb  of  jejunum.  Total 
pancreatectomy  has  been  reported.^^  This 
extensive  operation  has  been  used  infre- 
quently, however,  and  it  should  be  employed 
only  in  the  exceptional  case  in  which  less 
radical  procedures  have  failed. 

A number  of  pain-relieving  procedures 
have  been  used  with  varying  degrees  of  suc- 
cess. Splanchnic  neurectomy  and  alcohol 
block  of  the  greater  splanchnic  neiwe  have 
been  used  most  frequently,  but  in  a number 
of  instances  these  procedures  have  given 
only  temporary  relief. 

TUMOR  OF  THE  ISLET  CELLS 

Tumor  of  the  islet  cells  without  associat- 
ed hypoglycemia  is  rare.  Since  the  first  re- 
port of  removal  of  a hyperfunctioning  tumor 
of  the  islets  of  Langerhans,!®  in  1927,  ever- 
increasing  numbers  of  these  tumors  have 
been  reported  to  be  associated  with  hyper- 
insulinism.  The  typical  symptoms  are  those 
of  hypoglycemia  and  are  well  known.  Early 
symptoms  generally  are  almost  impercep- 
tible but  they  can  be  identified  as  nervous- 
ness, sweating,  apprehension,  and  occasion- 
ally, mild  peculiarity  of  behavior.  There 
may  be  associated  tremor,  diplopia,  and  oth- 
er symptoms  referable  to  the  central  nerv- 
ous system  — even  convulsions  and  uncon- 
sciousness. Frequently,  afflicted  persons 
have  been  arrested  for  drunkenness;  more- 
over, the  presence  of  brain  tumor  has  been 
suspected.  The  patients  often  learn  for 
themselves  that  attacks  can  be  prevented  by 
ingestion  of  foods,  particularly  those  high 
in  carbohydrate. 

Extensively  used  in  evaluating  the  con- 
dition of  patients  suspected  of  having  a 
functioning  tumor  of  the  pancreas  is  the 
triad  of  Whipple.  This  is;  (1)  neiwousness 
or  gastrointestinal  disturbances  that  appear 
in  the  fasting  state;  (2)  attacks  that  are  as- 
sociated with  values  for  blood  sugar  of  less 
than  50  mg.  per  100  ml.;  and  (3)  attacks 
that  are  relieved  immediately  following  ad- 
ministration of  glucose. 

Checks  on  sugar  in  the  blood  of  the  fast- 


ing patient,  repeated  over  a prolonged  pe- 
riod, comprise  the  best  laboratory  proce- 
dure for  determining  the  presence  of  islet  cell 
tumor.  Of  course,  studies  of  liver  function 
should  be  made.  Malingering  by  self-ad- 
ministration of  insulin  always  should  be 
kept  in  mind.  Several  patients  of  the  Mayo 
Clinic  have  lost  their  sjnnptoms  promptly 
when  deprived  of  their  surreptitious  source 
of  insulin.  Lesions  of  the  suprarenal  glands, 
pituitary  body,  liver,  or  central  nervous  sys- 
tem only  occasionally  may  be  confused  with 
tumor  of  the  islet  cells. 

The  majority  of  tumors  of  the  islet  cells 
are  benign,  functioning  adenomas.  Fifteen 
per  cent  of  them  may  be  multiple.  Ten  per 
cent  of  tumors  of  islet  cells  are  malignant,^^ 
and  metastatic  lesions  have  been  demon- 
strated. Sometimes  removal  of  an  islet  cell 
tumor  has  failed  to  control  hyperinsulinism, 
because  a functioning  metastatic  lesion  was 
present  in  the  liver.  If  hypoglycemia  is  not 
accompanied  by  apparent  abnonnality  of  the 
islet  cells,  considerable  suspicion  must  be 
entertained  that  a small  pancreatic  adenoma 
may  have  been  overlooked. 

Treatment — Nonsurgical  treatment  of  this 
condition  is  not  satisfactory,  except  in  cases 
in  which  the  hypoglycemia  is  of  borderline 
intensity.  Administration  of  material  to  de- 
stroy pancreatic  cells  in  vivo  is  not  univer- 
sally acceptable.  Ordinarily,  therefore,  sur- 
gical exploration  is  indicated  when  a tumor 
of  the  islets  of  Langerhans  is  suspected. 

The  first  step  is  to  make  a transverse  ab- 
dominal incision  midway  between  the 
xiphoid  process  and  the  umbilicus.  After 
the  stomach  has  been  retracted  upward,  the 
pancreas  is  approached  through  the  gastro- 
colic omentum.  The  head  of  the  pancreas 
can  be  exposed  by  mobilization  of  the  duo- 
denum together  with  separation  of  overlying 
structures  from  the  pancreas.  The  entire 
pancreas  then  is  carefully  inspected  and  pal- 
pated, because  multiple  tumors  are  present 
in  10  to  12  per  cent  of  cases.  A large  tumor 
usually  is  located  without  difficulty,  but 
many  of  the  tumors  under  consideration  are 
unaccommodatingly  small.  A tumor  on  the 
anterior  surface  of  the  gland  has  the  appear- 
ance of  a smooth,  homogeneous  nodule. 
Often,  as  compared  with  the  surrounding 
pancreatic  tissue,  the  tumor  is  a little  dark- 
er; but  it  may  be  lighter.  Any  tumor  found 
should  be  simply  excised,  without  undue 
damage  to  the  pancreas. 
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Unfortunately,  many  small  tumors  are 
within  the  pancreatic  tissue  and  cannot  be 
seen  on  inspection.  Their  consistency  may 
be  similar  to  that  of  the  normal  surround- 
ing pancreatic  tissue,  and  therefore  they 
may  not  be  palpable  unless  they  are  at  least 
1 cm.  in  diameter.  Accordingly,  it  may  be 
necessary  to  resect  a portion  of  the  pan- 
creas in  order  to  find  the  tumor.  If  this  is 
done,  resection  should  be  started  at  the  tail 
of  the  organ  and  carried  toward  the  head, 
until  the  tumor  is  included  in  the  excised 
portion.  The  portion  of  the  pancreas  that 
remains  in  place  then  is  sutured  with  inter- 
rupted silk  mattress  sutures.  In  the  event 
that  no  tumor  is  palpable,  so-called  blind  re- 
section of  the  body  and  tail  of  the  pancreas 
will  remove  the  tumor  in  approximately  75 
per  cent  of  cases.  If  a tumor  is  then  found 
in  the  excised  portion  of  pancreas,  a favor- 
able result  may  be  expected.  If,  however, 
no  tumor  is  found,  it  often  is  necessary  to 
remove  more  pancreatic  tissue  at  a subse- 
quent operation. 

In  some  instances  total  pancreatectomy 
(mentioned  in  a later  paragraph)  may  be 
necessary  in  order  to  remove  the  tumor. 
The  first  successful  total  pancreatectomy 
was  performed  by  Priestley^®  in  1942.  In 
that  case  an  islet  cell  tumor  was  found  in 
the  last  portion  of  pancreas  to  be  removed, 
a portion  which  lay  in  immediate  proximity 
to  the  duodenum.  At  this  writing  the  pa- 
tient is  alive,  is  receiving  a moderate  amount 
of  supplementary  insulin,  is  not  receiving 
other  substitution  therapy,  and  is  doing  well. 

Search  for  ectopic  pancreatic  tissue  al- 
ways is  advisable  when  a tumor  is  not  found 
in  the  pancreas.  Although  total  pancreatec- 
tomy has  been  performed  as  a primary  pro- 
cedure in  a case  of  hyperinsulinism  in  which 
a tumor  could  not  be  found,  it  is  not  rec- 
ommended. 

CARCINOMA  OF  THE  PANCREAS 

Diagnosis — Unfortunately,  the  symptoms 
of  carcinoma  of  the  pancreas  seldom  are 
discernible  early  in  its  development.  Fur- 
thermore, the  tumors  tend  to  spread  early 
to  the  peripancreatic  lymphatic  structures, 
and  this  discourages  the  attempt  at  surgical 
eradication  of  pancreatic  carcinoma. 

The  symptoms  are  determined,  for  the 
most  part,  by  the  situation  of  the  carcinoma 
within  the  pancreas.  According  to  Priest- 
ley,^® the  lesion  usually  causes  one  of  three 


main  clinical  syndromes;  (1)  unexplained, 
progressive  jaundice,  with  or  without  pain; 

(2)  recurring  pain,  gradually  becoming  per- 
sistent, in  the  upper  abdomen  and  referred 
through  to  the  back,  but  without  apparent 
associated  physical  or  laboratory  findings; 

(3)  gradual  decline  in  health,  associated 
with  anorexia,  bloating,  vague  indigestion, 
and  loss  of  weight  and  strength. 

Pain  has  been  reported  to  be  present  in 
55  to  83  per  cent  of  cases.  Loss  of  weight 
and  presence  of  a mass  are  the  most  com- 
mon physical  findings.  When  jaundice  is 
present,  the  gallbladder  usually  is  distended 
and  may  be  palpable  in  the  right  upper  ab- 
dominal quadrant.  Ascites  seldom  is  noted 
unless  the  disease  is  far  advanced. 

Laboratory  studies  may  be  of  little  value. 
Jaundice,  if  present,  will  be  found  to  be  of 
obstructive  type.  Blood  may  be  found  on 
duodenal  drainage  but  little  or  no  bile  may 
be  detected.  In  certain  instances,  because 
of  duodenal  involvement,  roentgenologic  di- 
agnosis of  duodenal  ulcer  may  be  made. 

Confirmation  of  Diagnosis  at  Operation — 

Until  recently,  carcinoma  of  the  pancreas 
and  ampulla  of  Vater  has  been  considered 
fatal.  (Considerable  progress  has  been  made 
since  1935,  however,  when  Whipple,  Par- 
sons, and  Mullins^'^  first  directed  attention 
to  the  procedure  of  pancreatoduodenectomy 
for  carcinoma  of  the  ampulla.  Shortly 
thereafter  Brunschwig^®  employed  the  pro- 
cedure for  carcinoma  of  the  pancreas.  Nev- 
ertheless, surgeons  have  been  reluctant  to  at- 
tack the  condition;  but  with  the  advent  of 
vitamin  K,  of  materials  for  substitution 
therapy,  and  of  current  supportive  methods, 
the  number  of  available  radical  procedures 
has  increased.  Just  now  a few  surgeons 
have  accumulated  enough  experience  to  be 
able  to  evaluate  the  condition  from  the 
standpoints  of  morbidity,  postoperative  mor- 
tality, and  long-term  survival. 

At  operation,  it  is  impossible  to  deter- 
mine by  gross  examination  whether  a pal- 
pated mass  is  carcinomatous;  biopsy  is  ne- 
cessaiy.  Yet,  because  of  the  likelihood  of 
uncontrollable  bleeding,  removal  of  a por- 
tion of  the  tumor  for  diagnosis  entails  con- 
siderable risk  and  should  be  avoided  when- 
ever possible.  Although  with  use  of  the 
Silverman  needle  the  removal  of  several  spe- 
cimens may  be  required,  often  a satisfactory 
single  specimen  can  be  obtained  from  deep 
in  the  gland  wHhout  undue  trauma.  Nega- 
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tive  biopsy  does  not  exclude  the  presence  of 
carcinoma. 

Surgical  Considerations — When  the  diag- 
nosis of  carcinoma  of  the  pancreas  has  been 
confirmed,  the  surgeon  must  determine 
whether  the  lesion  is  resectable.  If  it  is 
fixed  to  the  retroperitoneal  wall,  or  if  there 
is  metastasis  to  the  periaortic  lymph  nodes, 
celiac  hunph  nodes,  and  superior  mesenteric 
lymph  nodes,  most  surgeons  consider  opera- 
tion futile.  Hepatic  involvement,  involve- 
ment of  the  portal  vein  or  of  the  superior 
mesenteric  vein,  and  studding  of  the  peri- 
toneum with  tiny  metastatic  carcinomas  cer- 
tainly indicate  inoperability. 

Pancreatoduodenectomy  should  not  be 
done  as  a palliative  procedure.  If  the  lesion 
is  inoperable,  however,  a less  radical  palli- 
ative procedure  is  indicated,  since  the  aver- 
age length  of  survival  after  any  procedure 
is  usually  between  6 and  12  months.  In 
situations  such  as  this,  it  is  far  better  to  per- 
form simple  cholecystojej unostomy  and  gas- 
troenterostomy, if  such  is  indicated  at  the 
time,  than  to  subject  the  patient  to  a radical 
operation  that  carries  high  immediate  mor- 
tality and  high  morbidity. 

Results  and  Alternatives — In  a recent 
studyi®  of  patients  who  had  undergone  pan- 
creaticoduodenectomy at  the  Mayo  Clinic, 
the  5-year  postoperative  survival  rate  was 
found  to  be  27  per  cent  (10  of  37  traced  pa- 
tients). The  series  included  19  patients 
with  carcinoma  of  the  head  of  the  pancreas, 
of  whom  three  survived  5 years;  13  with 
carcinoma  of  the  ampullary  region,  of  whom 
five  lived  5 years ; and  three  with  carcinoma 
of  the  duodenum,  of  whom  two  lived  5 years. 
These  results  give  a 5-year  survival  rate  of 
16  per  cent  in  carcinoma  of  the  head  of  the 
pancreas,  38  per  cent  in  carcinoma  of 
the  ampulla,  and  67  per  cent  in  carcinoma  of 
the  duodenum.  Of  patients  whose  lesions 
were  in  the  common  duct  or  involved  the 
stomach,  none  suiwived  5 years  after  opera- 
tion. Of  85  iiatients  who  underwent  pan- 
creaticoduodenal resection,  17  (20^^)  died 
in  the  hospital. 

An  even  more  radical  procedure,  total 
pancreatectomy,  for  treatment  of  carcinoma 
of  the  pancreas,  has  been  suggested  by  Par- 
sons.2“  Child  and  his  co-workers,^!  and  Mc- 
I)ermott,22  working  independently,  have  re- 
sected the  portal  vein  in  several  cases  in 
which  it  seemed  necessary.  They  proved 


that  the  procedure  is  compatible  with  life, 
but  the  results  are  not  gratifjdng. 

Some  principles  emerge  from  a consider- 
ation of  treatment  for  pancreatic  carcino- 
ma. Pancreaticoduodenal  resection  is  not 
justified  as  a palliative  procedure.  How- 
ever, in  cases  in  which  resection  can  be  at- 
tempted with  hope  of  cure,  the  pessimism 
with  which  this  procedure  has  been  viewed 
in  the  past  is  not  justified.  No  form  of  non- 
surgical  treatment  offers  any  hope  of  cure; 
without  surgical  interference,  the  disease 
is  fatal  invariably.  On  the  other  hand,  if 
patients  can  be  offered  a 27  per  cent  chance 
of  5-year  survival  after  operation,  as  has 
been  indicated  here,  they  should  not  be  de- 
nied that  chance. 
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Doctor  Robert  Koch,  writing  in  Beitrage  fur  Biologie  der 
Pflanzen  2:277-310,  1887,  and  specifically  on  “The  Etiology  of 
Anthrax,”  says: 

“We  must  allow  the  way  to  the  more  remote  and  inaccessible 
findings  to  be  shown  to  us  by  the  results  and  methods  of  investi- 
gation gained  in  this  way.  The  provisional  attainment  in  this  field 
is  the  etiology  of  the  infectious  diseases  of  animals  and  of  human 
diseases  which,  like  diphtheria,  can  be  transmitted  to  animals. 
These  diseases  give  us  the  opportunity  of  supplementing  the  micro- 
scope with  the  animal  experiment  since  that  instrument  no  longer 
has  sufficient  power  for  these  investigations. 

“Only  with  the  aid  of  such  an  acquired  comparative  etiology  of 
the  infectious  diseases  will  it  be  possible  to  fathom  the  natui’e  of 
the  epidemic  diseases  which  affect  the  human  race  frequently  and 
severely,  and  to  find  sui’e  remedies  to  control  them.” 
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Psychosomafic  Etiology 

...  A DIFFERENT  VISTA* 


^PSYCHOSOMATIC  Medicine” 
_L  is  but  a label  denoting  the  ap- 
plication of  psychiatric  prin- 
ciples in  the  study  and  treatment  of  medical 
problems. 

The  psychiatric  theories  used  in  the  psy- 
chosomatic approach  are  multiple  and  di- 
verse ; resultingly,  psychosomatic  approaches 
are  varied  and  different.  This  diversity  of 
view  reflects  an  ever  vigorous  search  by  the 
medical  profession  for  a sound,  precise  and 
effective  understanding  of  emotional  factors 
in  health  and  disease. 

All  psychiatric  theories  are  logical ; the 
fact  that  they  differ  indicates,  solely,  that 
their  content  succeeds  from  different  postu- 
lates. Psychiatric  theory,  like  all  scientific 
theory,  is  but  a sequence  of  logical  deriva- 
tions from  an  organized  set  of  assumptions, 

i.e.  postulates.  It  is  wise  to  remember  that 
in  the  last  analysis  all  scientific  constructs 
are  “stacked  deck”  thinking;  they  lessen  in 
this  quality  only  when  put  to  the  test  of  the 
scientific  method.  When  the  rigorous  con- 
trol requirements  of  the  scientific  method 
cannot  be  fulfilled,  it  is  necessary  to  use  the 
technique  of  the  experimental  method, 
wherein  multiple  tests  are  made  and  from 
the  statistics  derived  probable  assumptions 
are  extracted.  Such  assumptions  then  serve 
as  postulates  from  which  new  theories  are 
derived  and  again  tested  by  the  experiment- 
al method.  The  beauty  of  any  logical  system 
reflects  the  grace  and  artistry  of  its  logi- 
cian ; it  in  no  manner  reflects  the  validity  of 
its  postulates.  The  relative  validity  of  any 
set  of  postulates  used  in  a system  of  psy- 
chiatric thought  will  be  indicated  by  the 
effectiveness  of  such  a system  when  applied 
to  patient  care. 

The  cold  light  of  medical  statistics,  when 
focused  on  the  incidence  of  emotional  dis- 
turbances and  upon  their  refractoriness  to 
extant  psychiatric  concepts,  casts  a ques- 
tioning shadow  on  the  validity  of  the  postu- 
lates underlying  modern  psychiatric  thought. 

The  different  vista  of  thought  portrayed 
in  the  theory  of  behavior  herein  presented  is 
the  logical  succession  from  the  following 
postulates. 


GEORGE  A.  YOUNG.  JR..  M.D. 
Associate  in  Neurology  and  Psychiatry. 
University  of  Nebraska  College  of  Medicine 
Omaha.  Nebraska 


1.  Human  behavior  is  a process  of  adap- 
tive action  seiwing  survival  and  self- 
interest. 

2.  The  I.P.  (initial  point)  of  all  adaptive 
action  is  in  “self.” 

3.  The  environment  of  any  “a  man”  is 
neutral ; i.e.  a vast  dynamic  flux  of  op- 
portunity with  which  man  takes  adap- 
tive action  in  the  service  of  self-inter- 
est. 

4.  All  feelings  are  intrapersonally  deter- 
mined and  experienced. 

These  postulates  can  be  restated  in  po- 
etico-philosophic  language  as  follows: 

1.  The  stimulus  for  growth  is  in  the  seed, 
not  the  soil. 

2.  Nothing  happens  to  me,  I happen  to 
things. 

3.  Nature  is  neutral. 

4.  Love  is  an  intransitive  verb;  loving  is 
a participant  sport,  not  a spectator 
sport. 

In  considering  these  postulates  it  is  wise 
to  be  thoughtful  of  the  fact  that  to  dichoto- 
mize philosophic  thought  and  scientific 
thought  is  a common  error.  The  error  is  in 
its  failure  to  recall  that  philosophy  begat 
science.  It’s  a wise  child  that  knows  its  own 
parent. 

The  system  of  logic  (theory)  derived  from 
the  afore-mentioned  postulates  excludes 
from  its  realm  of  reason  any  of  the  deriva- 
tives of  such  ideas  as  environmental  stim- 
uli, reactive  behavior,  blaming  and  empathy. 

Thoughtfully  considered,  such  a theory  ex- 
cludes a high  percentage  of  modern  man’s 
explanations  for  his  manifest  behavior.  If 
the  theory  herein  presented  is  in  any  way 

’Presented  before  Omaha  Mid-West  Clinical  Society,  26th 
Annual  Session.  November,  1958. 


10 


Nebraska  S.  M.  J. 


valid,  it  is  indeed  fortunate  for  man  that  his 
behavior  is  far  more  reasonable  than  his  ex- 
planations for  his  behavior.  In  other  words, 
it  is  possible  that  man  has  gone  along  very 
well  in  spite  of  his  explanations  for  behavi- 
or, not  because  of  same. 

Viewing  behavior  through  the  hand  glass 
of  the  theory  herein  presented,  what  ex- 
planation can  be  given  for  such  paradoxes 
as  the  ideas  of  environmental  stimuli,  reac- 
tive behavior,  blaming  and  empathy?  If  all 
causality  for  human  behavior  is  in  self,  how 
comxe  the  popular  illusion  of  external  causal- 
ity? Once  this  question  is  asked,  a simple 
and  obvious  answer  is  apparent;  an  answer 
that  has  been  floating  around  in  the  fields 
of  psychology  and  psychiatry  for  years.  The 
obvious  answer  is  that  some  part  of  “self,” 
unrecognized  as  “self,”  is  erroneously  con- 
sidered as  if  it  were  a part  of  the  environ- 
ment. The  philosophic-psychologic  idea  of 
pi’ojection  and  the  psychiatric  idea  of  split- 
personality  both  have  indicated  the  answer 
to  the  illusion  of  environmental  causality  in 
human  behavior.  Yet  so  strong  is  the  influ- 
ence of  prejudice  (trained  habits  of  think- 
ing) that  the  majority  of  psychiatric  the- 
ories retain  totally  or  in  part  the  ideas  of 
external  causality,  i.e.  environmental  stim- 
uli, reaction,  blaming  and  empathy. 

It  is  the  opinion  of  the  author  that  all 
maladaptive  human  behavior,  i.e.  nervous- 
ness, neurosis,  psychosis  (medical  terms  for 
disorderly  behavior)  are  logical  derivatives 
of  a philosophic  set  of  postulates  which  in- 
clude the  error  of  external  causality.  Fur- 
ther, it  is  considered  that  corrective  meas- 
ures based  on  psychiatric  concepts  which  in- 
clude this  same  error  of  external  causality 
are  predestined  to  ineffectuality.  Converse- 
ly, it  is  affirmed  that  corrective  measures 
based  on  the  postulates  herein  presented  will 
serve  as  effective  aids  to  more  sound  adap- 
tive action  and  its  inevitable  sequela,  health, 
and  happiness. 

The  derivatives  of  the  postulates  present- 
ed are  fore-ordained  by  the  postulates  and 
hence  need  not  be  detailed  to  the  patient. 
Psychotherapy  in  such  an  approach  is  noth- 
ing more  than  checking  to  see  if  the  indi- 
vidual has  unwittingly  added  the  “old  card” 
of  external  causality  to  the  “stacked  deck” 
of  self-causality.  In  such  a manner  is  the 
therapeutic  experiment  set  up  and  statistics 
obtained.  The  author’s  experience  in  the 
treatment  of  emotional  problems  with  the 
theory  presented  would  indicate  that  the  pos- 


tulates herein  presented  had  greater  validity 
than  theories  derived  from  postulates  in- 
cluding external  causality.  The  statistical 
effectiveness  of  the  theory  when  tested  by 
many  other  physicians  will,  of  course,  deter- 
mine the  scientific  validity  of  this  theory, 
which  for  the  lack  of  a better  name  is  labeled 
the  “Theoiy  of  Self  Causality  in  Human  Be- 
havior.” 

The  following  bit  of  doggerel  exemplifies 
the  derivatives  of  the  Self-Causality  Postu- 
late when  applied  to  a specific  facet  of  liv- 
ing, i.e.  marriage.  The  etiologic  signifi- 
cance of  “marital  incompatibility”  in  psychi- 
atric disorders  fades  out  in  the  picture  it 
paints. 


never 
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by 

robert 

gay 

when 

a he  and  a she  seek 

connubial 
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they’re  oft’  pei-plexed 

when 

all  g-oes 

amiss 

details 
they  have 
re: 

the  birds  and  the  bees 
yet 

only  so  seldom 
does 

man  mate  in  ti’ees. 

living  and  loving 
are 

actions 

like  breathing 

they’re  null  parts  of 

giving 

and  void  of 

receiving 

love 

is  “self-starting” 
it 

needs  no  crank 

the  capacity’s 

yours 

and 

God  to  thank, 
when 

each  to  the  other 

pledges 

his  troth 

he  frames  a 

compulsion 

and 

freedom  is  lost. 


whenever  the 
brain 

an  instinct 
directs 

the  path  of 
delight 
of  a sudden 
bisects 

“to  each  his  own” 

throughout 

your 

life 

precludes  the 
lie 

“my  child” 

“my  wife” 

possessions 
you  have 
this  is  certainly 
ti-ue 

but  n’er  a human 

belongs 

to  you 

your  brush 
is  yours 
to  have 
to  hold 

but 

of  your  spouse 
the  same 
don’t  hold 

a 

“certificate  of  marriage” 
comes 

with  the  veil 

confuse 
it  not  with 
a 

“bill  of  sale.” 

cherish 

most 

your 

life  and  living 

avoiding 
thus  the 
illusion  of 
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each 

just 

is  endowed  with 

use  what  God  gave  you 

the  stuff  to 

and 

live 

“go,  go,  go.” 

begat  of 

the  lyrics  of  loving  a 

indignity 

heart 

this  pretense 

sings  to  the 

“i  give” 

brain 

to  seek  “to  be  loved” 

read 

or 

“having  a ball 

“give  love” 

hope 

instead 

you’re  having  same.” 

is 

paddle 

to  have  and  not  know  it 

each 

“a 

your  own 

hole  in  the  head.” 

canoe 

human  heads 

“self” 

with 

is  built  for 

such 

one 

ventilation 

not  two 

often 

to  try  to 

“just  sit” 

“twin” 

and 

like  the 

await  excitation 

Siamese 

wail 

does  naught  for 

not 

love 

“my  beloved 

and  less  for 

i need  you  so” 

ease 

if 

you 

find  your  partner 
“cold” 

for  each  his 
own 
to  seek 
and  discover 

check 
and  see 
whose 

hand  you  hold 

that  bit  of 
“ugh” 
in  eveiy 
lover. 

what  often  seems  like 

me 

and 

thee 

society 
requires 
the  process  of 
marriage 

turns  out  to  be  just 

me 

and 

me 

lest 

the  takers  of  census 
be 

frantic  and  harried 

perhaps 
you’ve  found 
a bit  of 
you 

so  register  in  as 

he 

and 

she 

out  there 
where  it 
obscures 
your  view 

then  do  your  damndest 
to  just 
be 
me. 

Sir  B.  C.  Brodie,  Bart.,  writing  in  London  Medical  Gazette, 
36:1399-1402,  1845,  specifically  about  “Brodie’s  Abscess,”  says: 

“I  2ieed  not  tell  you  that  bones  are  organized  like  soft  parts; 
that  they  have  the  same  apparatus  of  arteries,  veins,  neiwes,  and 
cellular  tissue,  and  that  they  have  superadded  to  these  the  unorgan- 
ized phosphate  of  lime.  Having  the  same  tissues  as  the  soft  parts, 
they  are  liable  to  veiy  much  the  same  diseases,  but  then  the 
character  of  these  diseases,  their  symptoms,  progress,  and  treat- 
ment, are  much  modified  by  the  presence  of  the  unyielding  earthly 
material  which  I have  mentioned  . . .” 
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The  SPATIAL 

V ectorcard  iogram 

and  Its  CLINICAL  VALUE 

IN  THE  not  too  distant  past  the 
history  and  physical  examina- 
tion of  the  cardiac  patient  was 
considered  all  that  was  necessary  for  the 
diagnosis  and  treatment  of  heart  diseases 
and  it  is  remarkable  to  know  how  well  this 
plan  succeeded.  Then,  not  necessarily  in 
this  order,  were  added  the  stethoscope  ; the 
polygraph;  various  X-ray  methods;  the 
stethograph,  instruments  which  recorded  and 
reproduced  the  actual  heart  sounds ; the  elec- 
trocardiograph; the  ballistocardiograph  and 
many  methods  for  visualizing  blood  vessel 
systems  and  analyzing  their  con^-ents.  All 
methods  were  greatly  over-rated  in  their 
beginning  but  most  have  tended  to  reach 
their  diagnostic-value  levels. 

Now,  the  spatial  vectorcardiograph  is 
reaching  its  practical  diagnostic  summit  in 
many  research  centers  and  is  adding  a great 
deal  to  the  already  accumulated  knowledge 
of  normal  and  abnormal  hearts.  But  many 
research  men  are  of  the  opinion  that  it  is 
not  perfected  enough  for  practical  clinical 
use  in  office  practice.  However,  after  eight 
years  of  study,  observations  in  research 
centers,  in  several  attempts  to  build  and  to 
make  it  a practical  office  instrument,  we 
feel  this  conclusion  is  incorrect.  This  pres- 
entation is  then  for  the  purpose  of  showing 
that  the  vectorcardiograph  not  only  can  be 
operated  in  the  physician’s  office  but  it  will, 
as  other  instruments  have  in  the  past,  in- 
crease our  diagnostic  acumen  in  cardiac  dis- 
eases. While  it  requires  a considerable 
knowledge  of  electronics  and  study  of  the 
vector  itself,  we  now  feel,  in  the  near  future 
its  use  will  equal  that  of  the  electrocardio- 
graph in  all  heart  centers  and  will  be  found 
to  greatly  facilitate  arriving  at  more  nearly 
accurate  cardiac  conclusions. 

WHAT  IS  A VECTOR? 

A substance  may  be  given  a negative  and 
positive  sense  and  thereby  it  becomes  a scal- 
ar quantity  which  can  be  registered  by  the 
electrocardiograph.  If  direction  is  added,  it 
becomes  a vector  quantity,  having  direction, 
magnitude  and  sense  of  a physical  force  and 
can  now  be  demonstrated  geometrically. 


ARTHUR  L.  SMITH,  JR.,  M.D.,  F.A.C.P.,  F.A.C.C. 
ARTHUR  L.  SMITH,  SR.,  M.D.,  F.A.C.P.,  F.A.C.C. 
Lincoln,  Nebraska 


The  electromotive  force  between  two 
sources  in  the  heart  can  be  similarly  shown. 
The  validity  of  vector  analysis  of  these  for- 
ces does  not  depend  upon  how  they  are 
actually  developed.  The  orientation  of  the 
vector  representing  the  electromotive  force 
of  a certain  dipole  is  determined  by  the 
spatial  or  three-dimensional  position  of  its 
poles  and  its  length  depends  upon  the  abso- 
lute potential  difference  between  the  two 
poles.  The  vector  originates  at  the  center 
of  this  elementai’y  dipole  and  is  directed 
from  the  negative  to  the  positive  pole.  The 
direction  in  which  the  vector  points  is  known 

Figure  1 


- ^0' 


♦ SO’ 


In  each  vector  showTi,  the  orientation  of  QRSsE 
loops  can  be  described  according  to  the  position 
which  each  loop  occupies  in  the  reference  sys- 
tem shown  here.  The  point  of  intersection 
corresponds  to  E. 

The  long  axis  of  the  normal  horizontal  (H)  loop 
is  usually  in  the  zone  between  — 30°  to  + 30° 
with  the  direction  of  inscription  counterclock- 
wise; the  sagittal  (S)  axis  is  in  the  85°  to  120° 
zone;  and  the  frontal  (F)  is  divided  into  two 
parts,  one  confined  to  the  0°  to  +35o  and  in- 
scribed counterclockwise  while  the  other  seldom 
exceeds  the  35°  to  85°  area  and  rotates  clock- 
wise. The  inscription  segments  have  a blunt 
head  which  points  in  the  direction  in  which  the 
loop  current  is  moving. 
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as  its  “sense”  (figure  1).  At  any  instant 
one  complex  dipole  and  one  vector  composed 
of  many,  represent  the  potentials  and  char- 
acteristics of  the  electomotive  force  in  the 
conducting  heart-medium. 

Now,  by  means  of  a special  oscilloscope 
with  sufficient  amplification  the  electromo- 
tive force  can  be  conducted  to  the  cathode 
screen,  visualized  and  exposed  long  enough 
photographically  to  make  a permanent  rec- 
ord of  a complete  cardiac  cycle.  This  instru- 
ment is  the  vectorcardiograph  and  the  result- 
ing film  of  the  inscribed  image  is  the  spatial 
vectorcardiogram. 


THE  CUBE  TECHNIQUE  OF 
ELECTRODE  POSITIONING 

We  use  the  technique  only  which  employs 
a cube  form  of  representation.  If  one  as- 
sumes the  electric  center  (E,  figure  1)  of 
the  heart  is  the  center  of  a sphere  and  on 
the  sphere-surface  eight  points  can  be  placed 
so  as  to  form  a cube,  then  each  point  is 
equally  distant  from  the  center.  Thus,  on 
the  chest,  at  each  of  four  of  these  points, 
an  electrode  can  be  placed,  and,  as  near  as 
the  anatomy  of  the  thorax  will  allow,  these 
four  points  are  equidistant  from  the  center. 


Fipfure  2 
Noimal  VCG 

Frontal  (F)  directed  toward  +45°.  Inscidption  direction  counterclockwise.  TsE 
is  normally  placed  and  formed.  PsE  nonnal. 

Sagittal  (S).  Directed  toward  +90o.  Inscription  of  loop  is  clockwise.  TsE 
nonnal.  Initial  shoulder  lower  while  final  portion  is  high. 

Horizontal  (H).  Directed  toward  — 15o.  Loop  inscribed  counterclockwise.  TsE 
normal.  Initial  inscription  of  loop  to  right  and  anteriorly. 

Figure  3 
Normal  VCG 

Frontal  (F).  QRSsE  loop  directed  toward  -|-35o  is  narrow  and  inscribed  clock- 
wise. TsE  nonnal. 

Sagittal  (S).  QRSsE  loop  directed  toward  +100°.  Inscription  is  clockwnse. 
Initial  and  final  shoulders  equal  and  raised  very  little. 

Horizontal  (H).  Directed  toward  — lOo.  Inscribed  counterclockwise.  TsE  nonnal. 
Initial  loop  to  right  and  anteriorly. 


Figure  4 
Normal  VCG 

Frontal  (F).  Loop  at  -h45o  and  is  a figure  8.  Inscription  rotates  clockwise. 
TsE  nonnal. 

Sagittal  (S).  Loop  directed  toward  +100®.  Clockwise.  Initial  and  final  shoulders 
raised  and  equal  in  height.  TsE  normal. 

Horizontal  (H).  Loop  at  — 25°.  Inscription  counterclockwise.  Initial  part  of 
loop  is  toward  right  and  anteriorly.  TsE  in  nonnal  position. 
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(4)  Over  the  right  scapula  in  the 
posterior  axillary  line. 

THE  NORMAL  SPATIAL 
VECTORCARDIOGRAM 

The  direction  of  the  current  of  the  loops 
is  opposite  to  the  thinning  tail  segment 
which  is  1/400  second  in  length.  The  loops 


Figure  5 

Left  Ventricular  Hypertrophy 

Frontal  (F).  QRSsE  is  oriented  to  the  left.  The  long  axis  is  in  the  +5°  seg- 
ment and  is  inscribed  in  the  counterclockwise  direction.  The  TsE  loop  is  opposite 
the  QRSsE  loop. 

Sagittal  (S).  QRSsE  loop  is  inscribed  in  a clockwise  direction.  The  long  axis 
is  directed  toward  -flSOO.  The  initial  current  is  directed  anteriorly  and  inter- 
iorly. The  TsE  loop  is  directed  180°  from  the  QRSsE  axis. 

Horizontal  (H).  The  initial  loop  is  directed  anteriorly  and  to  the  right  and  then 
to  the  left  and  posteriorly  in  a counterclockwise  direction.  The  long  axis  of  the 
loop  lies  in  the  — 70©  range.  Segments  are  about  the  same  length.  The  TsE 
loop  is  opposite  the  QRSsE  loop  which  is  not  closed. 

Figure  6 

Complete  Left  Bundle  Branch  Block 

Frontal  (F).  The  long  axis  of  the  QRSsE  loop  lies  to  the  left  and  superiorly  in 
the  — 60°  zone.  It  is  inscribed  counterclockwise  and  conduction  is  slowed  in  the 
distal  part.  The  TsE  loop  is  opposite  the  QRSsE  loop  which  is  a figure  8. 
Sagittal  (S).  The  QRSsE  loop  is  inscribed  in  the  clockwise  direction,  lying  in  the 
— 1500  zone.  Conduction  delay  is  present  in  the  late  part  of  the  loop.  No  small 
initial  loop.  The  TsE  loop  lies  at  an  angle  of  180°  from  the  long  axis  of  the 
QRSsE  loop. 

Horizontal  (H).  The  time  markings  in  the  distal  part  of  the  loop  are  close 
together.  No  initial  deflection  seen  and  the  loop  runs  in  a clockwise  direction. 
The  long  axis  points  toward  — 45o  and  is  opposite  the  TsE  loop. 

Figure  7 

Right  Ventricular  Hypertrophy 

Frontal  (F).  This  major  loop  is  toward  the  left  and  interiorly  and  points  toward 
-|-60o.  The  inscription  of  the  QRSsE  is  counterclockwise  and  the  TsE  is  directed 
at  1800  from  its  long  axis. 

Sagittal  (S).  The  QRSsE  loop  is  entirely  anterior  to  E,  is  a figure  8 and  in- 
scribed clockwise.  It  is  directed  toward  -1-700  and  the  TsE  which  is  open  is 
400  from  the  principal  axis  of  the  loop. 

Horizontal  (H).  The  QRSsE  loop  is  inscribed  in  a counterclockwise  direction 
and  its  apex  is  in  the  4-900  zone.  The  TsE  loop  is  90o  from  the  long  QRSsE 
axis  which  is  directed  anteriorly  and  to  the  left. 


The  electrodes  are  placed: 

(1)  In  the  right  posterior  axillary 
line  at  the  level  of  the  first  lum- 
bar vertebrae; 

(2)  In  the  same  plane  in  the  left 
posterior  axillary  line; 

(3)  In  the  same  level  in  the  right  an- 
terior axillarv  line ; 
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are  composed  of  (1)  the  small  auricular 
activity  loop  — PsE ; (2)  the  large  loop 
which  represents  the  depolarization  of  the 
ventricles  — QRSsE,  and  (3)  an  interme- 
diate loop  — TsE,  which  is  the  recording 
of  the  repolarization  of  the  ventricles. 

The  normal  vectorcardiogram  is  oriented 
to  the  left,  interiorly,  and  somewhat  poster- 
iorly, and  as  far  as  the  spatial  position  is 
concerned  there  is  only  a small  variation  in 
normal  adults.  The  direction  of  the  long 


axis  of  each  loop  is  denoted  by  its  position 
in  the  reference  circle  system  (figure  1). 
Some  variations  of  normals  in  three  planes 
are  shown  and  described  in  figures  2,  3,  and 

4. 

PRACTICAL  VALUE  OF  THE 
VECTORCARDIOGRAM 

Publications  on  research  describing  the 
clinical  value  of  the  vector  have  greatly  in- 
creased in  recent  years.  Some  authors  ques- 


Fi^re  8 

Complete  Right  Bundle  Branch  Block 

Frontal  (F).  The  major  portion  of  the  QRSsE  loop  is  directed  toward  +10o 
while  the  tenninal  portion  is  irregular  and  its  time  markings  are  close  together. 
This  tenninal  portion  is  an  appendage  and  oriented  to  the  right.  The  TsE  is 
opposite  the  appendage.  The  inscription  is  counterclockwise  in  the  larger  loop. 
Sagittal  (S).  The  principal  QRSsE  loop  is  directed  toward  ^170°  and  inscribed 
in  a clockwise  manner.  The  appendage  is  toward  the  anterior  and  opposite  the 
TsE  loop. 

Horizontal  (H).  The  major  QRSsE  loop  is  directed  to  the  left  at  — 3Qo.  The 
appendage  points  to  the  right  and  anteriorly  and  is  opposite  TsE  loop.  Its  in- 
scription is  counterclockwise. 


Figure  9 

Inferior  Myocardial  Infarction 

Frontal  (F).  The  QRSsE  loop  is  displaced  superiorly,  is  inscribed  counterclock- 
wise and  is  directed  towai’d  -*-60°. 

Sagittal  (S).  The  QRSsE  upper  cuiwe  is  inscribed  superiorly  and  in  a clockwise 
direction.  The  TsE  is  about  60°  from  the  long  diameter  of  the  QRSsE  loop 
which  is  directed  toward  150°. 

Horizontal  (H).  No  change  from  normal  is  seen  since  the  abnormal  forces  act 
perpendicularly  to  this  plane. 


Figure  10 

Anterior  Myocardial  Infarction 

Frontal  (F).  No  alteration  in  this  projection  since  the  “infarction  vector”  is 
directed  perpendicularly  to  it.  Inscribed  counterclockwise. 

Sagittal  (S).  The  QRSsE  loop  is  deviated  posteriorly,  is  inscribed  in  a clockwise 
direction  toward  — 160°  and  away  from  the  infarcted  area. 

Horizontal  (H).  The  QRSsE  loop  is  inscribed  counterclockwise  and  its  long  axis 
is  in  the  direction  of  — 60°.  The  main  loop  is  displaced  away  from  the  damaged 
area. 
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tion  the  value  of  the  vector  method  as  use- 
ful and  correct,  while  others  believe  an  ap- 
proximate vector  can  be  converted  from 
scalar  leads  of  the  electrocardiogram. 

The  principal  value  of  the  vector  is  in  reg- 
istering and  demonstrating,  besides  the 
normal ; figure  5,  left  ventricular  hyper- 
trophy ; figure  6,  complete  left  bundle  branch 
block;  figure  7,  right  ventricular  hypertro- 
phy ; figure  8,  complete  right  bundle  branch 
block;  figure  9,  inferior  myocardial  infarct; 
and  figure  10,  anterior  myocardial  infarc- 
tion. There  are  also  other  infarcted  areas, 
minor  and  major,  and  myocardial  damage 
of  various  parts,  partial  branch  block  and 
rheumatic  heart  muscle  changes,  myocardial 
aneurisms  and  many  other  changes  in  the 
heart  muscle  which  require  considerable 
study  for  complete  understanding  and  diag- 
nosis of  the  abnormalities. 

Another  point  of  great  interest  is  the  vec- 
tor loop  axis  which  agrees  consistently  with 
the  anatomical  cardiac  axis.  The  discrep- 
ancy between  axis  of  the  vector  and  scalar 
electrocardiogram  is  readily  explained  by 
extracardiac  factors,  especially  the  body 
build.  Slender  individuals  display  unique 
differences  between  the  shoulders  and  be- 
tween the  shoulders  and  the  thigh.  These 
extrinsic  factors  are  more  responsible  than 
the  heart  position  itself  for  the  complete  dis- 
agreeemnt  between  the  anatomic  heart  axis 
and  the  electrical  axis  in  the  scalar  leads. 

CONCLUSIONS 

We  have  attempted  to  show  the  clinical 
value  of  a new  cardiac  instrument  — the 
vectorcardiograph. 

We  have  described  the  vector  substance 
and  the  method  of  showing  it  geometrically. 

We  have  shown  the  cube  method  of  con- 


ducting the  current  from  the  human  heart 
to  the  vectorcardiograph. 

We  have  presented  the  normal  vector  and 
some  of  its  variations  and  also  some  ab- 
normal vectors. 

We  believe  the  vector  is  an  advance  in 
diagnostic  methods  in  many  pathologic  card- 
iac conditions,  but  the  discrepancy  between 
electric  and  pathologic  cardiac  diagnoses 
emphasizes  the  need  for  study  in  greater  de- 
tail the  vector  configurations  found  in  path- 
ologic changes,  which  are  not  now  definitely 
recognized  in  the  vector. 

Finally,  the  vectorcardiograph  has  a def- 
inite place  in  the  diagnosis  of  heart  diseases, 
but  this  sensitive  instrument  should  not  be 
subjected  to  the  same  interpretative  exag 
gerations  as  has  the  electrocardiograph  in 
the  past.  Since  no  one  method  is  infallible, 
we  must  use  all  possible  methods,  such  as 
physical,  instrumental  and  laboratory  if  we 
hope  to  arrive  at  a correct  diagnosis  in  the 
cardiac  changes. 
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Doctor  Robert  Koch,  writing  in  Beitrage  fur  Biologic  der 
Pflanzen  2:277-310,  1887,  and  specifically  on  “The  Etiology  of 
Tuberculosis,”  says: 

“Up  to  the  present  it  has  been  customary  to  regard  tuberculosis 
as  an  expression  of  social  poverty,  and  to  hope  by  improvement  of 
this  to  reduce  the  disease  also  . . . But  in  the  future  ...  it  will  be 
known  that  we  are  no  longer  dealing  with  an  indefinable  Something, 
but  with  a definite  parasite  whose  vital  processes  are,  for  the  most 
part,  known,  and  which  can  be  studied  still  further  . . .” 
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Acute  Myocardial  Infarction 

A Discussion  of 

PHYSIOPATHOLOGIC  GENESIS 
of  CARDIAC  PAIN  and  of 
ATYPICAL  and  PAINLESS  INFARCTION 

Second  and  Concluding  Partt 


It  has  been  mentioned,  that  myocardial 
infarction  can  be  dominated  by  substitution- 
al sjTnptoms  such  as  gastrointestinal  diseas- 
es, syncope,  and  bursitis.^" 

The  association  of  the  symptomatologj'  of 
shoulder  joint  disease  with  angina  pectoris 
has  been  reported.^s  Cases  of  coronary  ath- 
erosclerosis which  were  regarded  as  suffer- 
ing from  arthritis  of  the  shoulder  joint  or 
subacromial  or  subdeltoid  bursitis  for  long 
periods  were  observed  by  Fishbergd®  He  re- 
ports cases  with  a history  of  shoulder  pain 
for  a year  preceding  infarction.  Many  of 
these  patients  had  marked  limitation  of 
movement  and  were  treated  for  arthritis  of 
the  shoulder  or  subacromial  bursitis.  He 
feels  that  the  frequency  with  which  cardiac 
pain  first  manifests  itself  in  the  shoulder 
is  so  great  that  it  behooves  the  practitioner 
to  bear  in  mind  the  possibility  in  all  middle- 
aged  individuals  who  complain  of  pain  and 
limitation  of  movement  in  the  shoulder, 
especially  the  left. 

A shoulder  disability  following  infarction, 
known  as  the  postmyocardial-infarction 
shoulder-hand  syndrome  has  been  observed 
by  many  clinicians  since  the  shoulder-hand 
syndrome  was  first  reported  almost  a cen- 
tury ago. 29  This  syndrome  progresses 
through  three  stages.  The  first  stage  lasts 
from  three  to  six  months  and  is  character- 
ized by  sudden  or  gradual  onset  of  pain  and 
shoulder  disability;  followed  by  swelling, 
pain  and  stiffness  of  the  hands  and  fingers. 
The  second  stage  lasting  from  three  to  six 
months  is  manifested  by  gradual  resolution 
of  the  shoulder  disability  and  swelling  of 
the  hand  and  by  early  trophic  changes.  The 
third  stage  is  known  as  the  period  of  trophic 
changes.  It  manifests  itself  by  changes  of 
the  skin,  muscle,  and  bones,  deformities  and 
contractures.  However,  at  any  time  during 
its  progression  this  syndrome  may  become 
arrested  or  even  undergo  spontaneous  par- 
tial or  complete  recovery.  The  clinical  pat- 
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tern  of  this  syndrome  is  similar  to  that  in- 
duced by  other  causes  with  the  exception 
that  it  usually  runs  a stubborn  course.  Evi- 
dence of  this  entity  appears  usually  three  to 
sixteen  weeks  after  the  infarction.  Persist- 
ent arm  pain  may  precede  as  well  as  follow 
the  signs  of  infarction.  Bonica^  points  out 
that  pain  and  stiffness  of  the  upper  extrem- 
ity should  prompt  one  to  look  for  evidence 
of  a previous  myocardial  infarction. 

Whether  the  association  of  “arthrosis- 
like” manifestations  preceding  myocardial 
infarction  is  coincidental  is  a moot  question ; 
but  in  view  of  the  increasing  reports  in  the 
literature,  I would  not  hesitate  to  forewarn 
the  physician  to  familiarize  himself  with 
such  an  association.  It  should  be  conceded 
that  this  “coincidence”  merits  consideration 
and  that,  on  appropriate  inquiry,  this  asso- 
ciation may  prove  to  be  more  common  than 
is  at  present  suspected. 

In  order  to  comprehend  and  better  evalu- 
ate acute  myocardial  infarction  with  little 
or  no  pain,  some  consideration  as  to  the  for- 
mation and  hemodynamics  of  collateral  cir- 
culation will  be  briefly  discussed.  It  is  be- 
yond the  scope  of  this  paper  to  deal  in  full 
with  this  subject.  The  term  collateral  chan- 
nels signifies  the  auxiliary  vascular  beds 
existing  throughout  the  circulatory  network. 
This  collateral  network  is  a secondary  line 
of  defense  against  vascular  interruption  to 
the  flow  of  blood.  These  vascular  channels 
become  the  chief  conduits  for  blood  when 
the  main  avenues  become  obliterated. 

Appreciation  of  the  importance  of  this 
dynamic  arrangement  alone,  as  well  as  in 
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conjunction  with  other  factors,  is  essential 
to  the  proper  understanding  and  possible 
explanation  for  painless  myocardial  infarc- 
tion. 

The  effect  of  occlusion  of  a coronary 
artery  may  be  small  or  great,  depending  not 
only  on  the  size  and  location  of  the  vessel 
involved,  but  upon  the  condition  of  the  other 
coronary  arteries  and  the  number  of  collat- 
eral channels  which  may  be  brought  into 
play.  Anastomoses  in  the  coronary  arterial 
tree  become  more  extensive  and  effective 
with  advancing  years.  Other  things  being 
equal,  the  heart  of  an  individual  in  his 
sixties  is  better  prepared,  collaterally,  to 
cope  with  infarction  of  the  myocardium  than 
that  of  a person  in  his  thirties.  The  extent 
of  the  infarction  doubtless  is  related  not 
solely  to  the  age  of  the  patient  but  also 
to  the  time  sequence  of  the  occlusion.  Hence, 
when  there  is  gradual  occlusion  over  a span 
of  weeks  or  months,  there  will  be  a better 
opportunity  for  establishment  of  collateral 
channels  prior  to  complete  occlusion;  and 
peculiarly  enough  pain  may  not  occur.  Un- 
der these  circumstances  there  may  be  merely 
an  increase  in  previously  existing  dyspnea 
and  cyanosis. 

Spalteholz*®  reports  the  sequence  of  events 
that  takes  place  in  the  formation  of  collat- 
eral channels  to  the  heart  following  occlu- 
sion ; When  a coronary  artery  is  rapidly 
interrupted,  the  blood  in  the  occluded  seg- 
ment undergoes  rapid  oxygen  desaturation. 
An  impulse  is  conveyed,  arising  from  these 
alterations,  to  adjacent  arteries  and  neigh- 
boring muscular  areas  of  the  heart,  resulting 
in  dilatation  in  the  anastomosing  and  stem 
arteries.  Coincident  with  the  drop  in  pres- 
sure in  the  affected  area  an  increase  in 
blood  volume  is  effected  to  the  region. 

According  to  the  Poiseuille  principle,  the 
per  second  volume  is  in  direct  proportion  to 
the  fall  in  pressure;  but  it  stands  in  the 
squared  relation  to  the  cross-section  of  the 
anastomoses  and  in  relationship  of  the 
fourth  power  to  the  diameters  of  the  an- 
astomoses. Under  such  conditions  two  pos- 
sibilities are  open : If  sufficient  anastomoses 
of  adequate  diameter  are  present,  enough 
blood  may  be  brought  to  the  region  to  satisfy 
the  physiological  functions;  if  the  dilatation 
of  the  arteries  is  inadequate,  only  a partial 
amount  is  sent  to  the  affected  area.  In  both 
instances,  the  blood  pressure  rises  in  the 
affected  region  with  the  new  blood  supply. 


resulting  in  a diminution  in  the  per  second 
volume,  which  may  only  be  increased  by  a 
second  expansion  of  the  anastomoses.  Upon 
contraction  of  the  musculature  in  the  an- 
astomosing area,  less  blood  is  supplied,  the 
pressure  drops  again,  and  a new  stimulus 
causes  a new  dilatation-response  in  the  an- 
astomosing arteries.  This  play  may  go  on 
until  the  anastomosing  vessels  become  ac- 
climated to  the  new  condition.  If  only  a 
partial  supply  of  blood  is  sent  to  satisfy  the 
area,  two  theoretical  possibilities  are  likely. 
Either  the  region  calms  down  because  of 
minor  injury,  or  the  injury  is  so  extensive 
that  impulses  are  not  transmitted  and  no 
alterations  in  the  anastomoses  result.  The 
partial  blood  supply  may  initiate  another  im- 
pulse, bringing  about  dilatation  of  the  an- 
astomosing arteries  and  in  this  manner  in- 
creasing the  per  second  volume  as  well  as 
a gradual  thickening  of  the  walls  of  the  an- 
astomosing arteries  with  re-grouping  of 
muscle  and  nerve  fibers  and  changes  in  the 
elastic  tissues.  The  potential  for  widening 
of  the  vessels  is  gradual  and  is  associated 
with  change  in  their  wall,  until  an  optimal 
condition  is  attained.  In  this  manner,  the 
diameters  of  the  anastomoses  may  increase 
adequately  to  satisfy  completely  the  affected 
area.®^ 

The  Poiseuille  formula  appears  to  play  an 
important  role  in  the  establishment  of  ade- 
quate circulation.  If  the  per  second  volume 
is  squared  with  the  doubling  of  the  cross- 
section  of  the  arteries,  it  follows  that,  upon 
occlusion  of  a large  supplying  vessel,  the 
subsidiary  circulation  — the  collaterals, 
must  have  cross-sections  correlated  with  that 
of  the  large  artery. 

These  hemodynamic  factors  are  important 
in  determining  the  establishment  of  collat- 
eral channels  in  the  course  of  damage  to  the 
main  conduits. 

What  other  means  in  the  nature  of  a sec- 
ondary line  of  defense  exist  to  possibly  assist 
in  overcoming  deficient  circulation  in  the 
event  of  injury  to  a coronary  vessel? 

The  vasa  vasorum,  especially  of  large 
arteries,  have  been  the  subject  of  much 
scrutinization.  The  root  of  the  aorta  is  im- 
portant in  this  regard  since  the  extensive 
network  in  this  area  adjacent  to  the  fat 
pads  and  to  some  degree  to  the  surface  of 
the  heart  has  been  considered  a potential 
source  of  cardiac  circulation  after  coronary 
insults. 
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\\’oodruff,®2  in  studying  the  vaso  vasorum 
as  possible  subsidiaiy  channels,  discovered 
that  in  dogs  the  vaso  vasorum  supplying  the 
ascending  portion  of  the  aorta  spring  direct- 
ly from  the  lumen  of  the  aorta.  These  small 
vessels  have  marked  anastomoses  with  one 
another.  The  commonest  origin  of  the  vasa 
vasorum  supplying  anj-  given  vessel  is  from 
the  branches  of  that  artery.  The  vasa  usual- 
ly arise  a few  millimeters  from  the  os  of  the 
branch  and  extend  back  to  spread  out  on  the 
surface  of  the  parent  vessel.  This  pattern 
is  seen  quite  well  in  the  coronary  arteries, 
whose  vasa  vasorum  supply  the  aorta.  The 
highly  vascularized  pads  of  fat  at  the  base 
of  the  heart  assume  the  most  grotesque 
shapes  and  appear  to  occupy  eveiy  chasm 
between  the  auricles  and  the  ventricles  and 
the  pericardium.  Very  often,  one  of  the 
discrete  openings  of  the  vasa  vasorum  is 
found  in  the  aorta  just  underneath  one  of 
these  fat  pads.  If  the  vasa  vasorum  are 
injected,  the  fat  pads  “swell”  because  of  the 
filling  of  the  vascular  pad  which  permeates 
them.  This  very  rich  vascular  bed  could 
form  a collateral  blood  supply  for  the  heart 
if  the  coronary  arteries  were  slowly  occlud- 
ed, and  if  contact  is  established  with  the 
myocardium.^i 

It  has  been  found-^^  that  the  ventricular 
walls  of  the  normal  human  heart  contain 
from  fifty  thousand  to  one  hundred  thousand 
large  and  small  arterial  anastomoses  from 
which  the  blood  passes,  via  small  end  arter- 
ies, into  the  capillaries.  Swindle  finds  that 
anastomoses  in  the  usual  sense  are  of  such 
small  proportions  in  normal  hearts,  however, 
that  they  do  not  prevent  infarcts  after  the 
occlusion  of  their  parent  artery.  On  the 
other  hand,  if  a slow  or  partial  occlusion 
occurs,  then  they  may  successfully  assume 
the  functions  of  arterial  supply  to  the  end 
organ. 

W^hat  other  factors  are  there  which  may 
possibly  throw  a light  on  acute  myocardial 
infarction  without  acute  symptoms,  for  ex- 
ample, pain?  A review  of  the  literature  has 
brought  out  several  divergent  views. 

One  explanation  is  that  of  Blumgart  et 
fipi.  35. 36  found  healed  infarcts  at  nec- 
ropsy and  with  no  history  of  pain.  They 
reported  that  ninety  per  cent  of  the  hearts 
of  patients  who  suffered  from  angina  pec- 
toris revealed  obstructive  narrowing  and  oc- 
clusion of  the  main  coronary  arteries.  They 
discovered  that  in  such  cases  collateral  chan- 


nels developed  which  were  larger  than 
normal  size.  This  they  felt  always  occurs 
when  there  is  a gradual  occlusion  of  a main 
coronary  vessel.  This  collateral  blood  sup- 
ply increases  the  circulation  in  the  area  of 
obstruction  and  may  in  this  manner  sustain 
myocardial  function.  Thus,  collateral  chan- 
nels become  established  which  are  adequate 
to  maintain  the  vitality  of  the  area  of  distri- 
bution of  the  obliterated  vessel  and,  there- 
fore, permit  life  to  continue  with  healing 
of  the  infarcted  area.  These  authors  con- 
cluded that  in  normal  hearts  anastomoses 
larger  than  forty  micra  in  diameter  are  not 
found.  Although  smaller  ones  are  present, 
they  have  little  functional  significance  in 
circumventing  the  effects  of  sudden  narrow- 
ing or  occlusion  of  the  coronary  arteries. 
Arteriosclerotic  narrowing  or  occlusion 
causes  development  of  intercoronary  an- 
astomoses from  forty  to  two  hundred  micra 
in  diameter.  Such  anastomosis  is  unrelated 
to  age,  because  in  senile  patients  without 
coronary  arteriosclerosis  they  are  absent. 
The  development  of  intercoronary  anastomos- 
es compensates  for  narrowing  or  occlusion, 
so  that  the  blood  supply  to  the  heart  is 
sufficient  for  ordinary  needs.  Coronary  oc- 
clusion with  infarction  does  not  necessarily 
produce  symptomatology;  a slow  occlusion 
over  a span  of  time  with  establishment  of  a 
subsidiary  circulation  may  be  without  clin- 
ical manifestations  and  without  cardiac  les- 
ions. These  investigators  state  that  “the 
clinical  consequences  of  occlusion  of  the  cor- 
onary arteries  are  significantly  influenced 
by  the  original  pattern  of  the  coronary  arter- 
ies in  any  given  heart.”  However,  they 
offer  an  alternative  explanation  to  the  ef- 
fect that  they  may  represent  the  coalescence 
of  many  small  areas  of  fibrosis  following 
repeated  focal  myocardial  ischemia.  These 
are  the  two  explanations  to  possibly  account 
for  their  findings  of  healed  infarcts  at 
autopsy  sans  clinical  history. 

Grant®"^  finds  that  in  four  per  cent  of 
hearts,  accessory  coronary  arteries  spring 
from  the  aortic  sinuses,  the  result  of  early 
division  of  a main  coronary  stem.  Quite 
probably  then,  the  individuals  fortunate 
enough  to  have  such  accessories  already 
possess  some  degree  of  collateral  channels  in 
early  life  which  may  assist  markely  in  sus- 
taining life  subsequent  to  occlusion  and  in 
turn  many  account  for  few  or  no  acute 
symptoms  during  the  course  of  an  attack 
of  infarction.  He  also  states  that  there  are 
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rich  anastomoses  in  all  layers  of  the  heart; 
the  main  branches  of  the  coronary  arteries 
anastomoses  with  each  other,  so  do  the  pre- 
capillaries and  the  capillaries.  He  finds  that 
the  anastomoses  increase  with  age,  the  chan- 
nels become  wider,  and  in  the  epicardial 
fat  they  apparently  increase  in  number. 
Hence,  if  a main  coronary  artery  or  branch 
is  gradually  obliterated,  a subsidiary  circula- 
tion can  be  established. 

It  has  been  hypothesized^®  that,  since  the 
adventitia  of  the  coronaries  contain  the  pain- 
bearing fibers,  and  as  a result  of  advanced 
arteriosclerosis  of  the  coronaries,  that  these 
fibers  may  be  destroyed  or  at  least  block 
the  transmission  of  impulses  even  though 
the  fibers  are  not  actually  subverted.  It  is 
apparent  that  for  pain  of  cardiac  origin  to 
be  felt,  a region  of  cardiac  ischemia  must 
develop  and  the  nerve  apparatus  be  present 
and  intact  to  convey  the  sensation.  Some  in- 
dividuals have  anginal  pain  for  a time,  but 
the  pain  disappears  after  the  occurrence 
of  an  infarct.  It  may  be  presumed  that  an 
area  of  ischemia  is  present  prior  to  the  in- 
farct, and  that  this  ischemia  sets  up  a trig- 
ger for  pain.  However,  during  infarction, 
this  region  becomes  necrotic ; in  other  words 
the  area  of  ischemia  including  its  nerve  end- 
ing and  nerve  fibers  is  destroyed  so  that 
impulses  are  not  set  up  and  pain  is  not 
felt. 

The  pain-bearing  nerve  fibers  and  endings 
are  situated  between  the  cardiac  muscle  fib- 
ers and  in  the  adventitia  of  the  coronary 
arteries.  These  nerve  fibers  and  nerve  end- 
ings receive  and  propagate  stimuli  initiated 
by  the  ischemic  process.  Such  impulses  may 
be  due  to  (1)  failure  of  impaired  local  blood 
supply  to  remove  products  of  metabolism, 
(2)  oxygen  deficiency,  (3)  some  unknown 
pain-producing  substance,  and  (4)  spasm 
of  the  coronary  artery  or  possibly  distention 
of  its  wall  above  an  obstruction  resulting 
in  compression  of  the  local  nerve  pain-bear- 
ing fibers.  Some  degree  of  ischemia  of  these 
intrinsic  cardiac  nerves  by  thrombosis  or 
other  changes  in  the  vasa  nervorum,  may 
cause  painful  sensations  to  originate  from 
them.  However,  if  the  local  circulation  to 
such  nerves  is  entirely  lost,  they  then  lose 
the  ability  to  transmit  any  stimuli.  Such 
behavior  has  been  found  to  take  place  in 
peripheral  nerves  there,  is  therefore,  every 
reason  to  infer  that  an  exact  course  of 
conduct  exists  in  the  intrinsic  cardiac  nerves. 
It  is  highly  probable  then  that  this  behavior 


may  be  the  answer  to  such  a clinical  obser- 
vation as  mentioned  of  the  frequent  disap- 
pearance of  angina  pectoris  consequent  to 
acute  myocardial  infarction. 

Roseman®®  reviewed  200  unequivocal 
cases  of  myocardial  infarction  and  found  ten 
cases  without  pain.  This,  postulates  the 
author,  was  probably  representative  of  the 
hyposensitive  individual  as  described  by  Lib- 
man,®®  who  emphasized  that  cardiac  pain 
is  to  be  interpreted  in  the  light  of  the  indi- 
vidual’s sensitiveness.  Extreme  tenderness 
or  absence  of  pain  on  pressure  applied  to  the 
tips  of  the  mastoid  bones  is  regarded  as  a 
simple  and  practical  test  for  individual  sen- 
sitiveness and  is  known  as  Libman’s  sign. 
These  ten  patients  without  pain  had,  in- 
stead, substitutional  symptoms.  These  symp- 
toms were  divided  into  two  parts;  one  being 
substitutional  symptoms  in  a strict  sense 
such  as  numbness,  pressure,  burning,  prick- 
ing, tingling  and  other  paresthesias.  The 
other  part  being  the  covered  symptoms ; 
here  severe  pain  may  cover  dyspnea,  and  on 
the  other  hand,  dyspnea  may  cover  a mod- 
erate amount  of  pain. 

It  was  found  that  attacks  of  acute  myo- 
cardial infarction  with  little  or  no  pain  but 
with  such  manifestations  as  weakness,  syn- 
cope, vomiting,  sweating  or  other  symptoms 
of  shock  are  more  apt  to  occur  in  those  who 
give  other  evidences  of  hyposensitivity  to 
pain.  However,  when  pain  does  occur  in 
such  hyposensitives,  it  usually  is  atypical  in 
location  and  radiation.®® 

One  of  the  early  clinicians  to  recognize 
and  report  that  some  patients  had  attacks 
of  myocardial  infarction  without  pain  was 
Herrick.4®  He  hypothesized  that  the  pro- 
gressive narrowing  of  the  coronary  arteries 
may  result  in  an  area  that  has  been  rendered 
relatively  anesthetized  by  obstruction  of  ves- 
sels, nerves,  and  functioning  muscles  so  that 
a painful  response  to  the  new  obstruction 
may  be  lacking.'*^ 

Levine^®  points  out  that  there  are  atypical 
cases  of  myocardial  infarction  in  which 
close  observation  and  experience  is  essential 
to  avoid  error  in  diagnosis.  He  finds  that 
sudden  breathlessness  and  a feeling  of  ex- 
haustion is  most  likely  to  occur,  and,  in  such 
cases,  “dyspnea  will  be  found  to  be  out  of 
proportion  to  other  evidences  of  heart  fail- 
ure.” When  this  is  the  case,  hypopiesis,  if 
blood  pressure  was  known  to  be  previously 
elevated,  together  with  other  features  such 
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as  changes  in  the  electrocardiographic  pic- 
ture, will  give  one  the  proper  clue.  When 
the  coronary  arteries  narrow  gradually,  in- 
farction of  the  heart  may  result  without  any 
acute  episode.  This  may  take  place  in  indi- 
viduals who  have  progressive  heart  failure 
and  who  are  regarded  as  suffering  from 
chronic  myocarditis. 

Keefer  and  Resnick^^  visualize  that  the 
reasons  why  pain  in  infarction  is  absent  is 
either  because  the  individual  is  relatively  in- 
sensitive to  pain  or  because  the  infarction 
occurs  so  slowly  that  only  a few  fibers  are 
injured  at  a time,  and  the  resulting  sensa- 
tion is  insufficient  to  reach  the  sensorium 
and  produce  the  sensation  of  pain.  Thew- 
lis^^  reports  a case  of  a seventy-six-year-old 
patient  with  a sudden  attack  of  dysphagia 
but  with  no  history  of  cardiac  pain ; nor  did 
he  complain  of  any  other  symptoms  preced- 
ing infarction. 

Dressier*®  reports  a febrile  complication 
usually  occurring  from  three  days  to  several 
weeks  following  an  attack  of  acute  myocard- 
ial infarction  which  is  known  as  the  post- 
myocardial  infarction  syndrome.  The  clin- 
ical features  resemble  idiopathic  pericardit- 
is and  the  postcommissurotomy  syndrome.*® 
It  may  be  characterized  by  evidences  of  in- 
flammation of  the  pleura  and  at  times 
pleural  and  pericardial  friction  rub.  This 
complication  is  puzzling,  and  for  lack  of 
other  etiologj",  often  is  diagnosed  as  exten- 
sion of  myocardial  infarction  or  as  pulmon- 
ary embolism.  Yet  neither  the  character 
of  the  pain  nor  serial  electrocardiographic 
tracings  lent  support  to  a diagnosis  of  exten- 
sion of  the  myocardial  infarction,  nor  were 
there  any  signs  of  thrombophlebitis,  hem- 
orrhagic sputum,  or  X-ray  evidence  of  pul- 
monary infarction. 

It  is  important  that  physicians  be  familiar 
with  the  postmyocardial  infarction  syndrome 
as  it  may  be  the  only  clue  that  a recent 
attack  of  myocardial  infarction  may  have  oc- 
curred without  symptomatology  and  especial- 
ly without  pain. 

It  has  been  observed  that  the  aged  possess 
a relative  increase  in  insensitivity  to  pain  as 
well  as  to  other  sensations.  They  have  an 
increase  in  memory  loss,  and,  in  addition, 
the  older  individual  possesses  an  attitude 
towards  disease  which  causes  him  to  ignore 
or  minimize  symptoms,  especially  those  of 
minor  intensity.  He  (Rodstein)  reviewed 
fifty-one  cases  of  proven  myocardial  infarc- 


tions and  found  substitutional  symptoms  in 
twenty-one  cases  such  a nausea,  vertigo, 
cough,  dyspnea  and  abdominal  pain.  At  no 
time  was  there  a history  of  pain  in  the  anter- 
ior chest,  neck,  upper  extermity  or  equiva- 
lent sensations  such  as  oppression  or  con- 
striction. In  sixteen  cases,  he  did  not  elicit 
a history  of  sj^ptoms  referable  to  heart  dis- 
ease. These  cases  were  considered  indica- 
tive of  painless  infarction.*’^ 

Gorham  and  Martin*®  found  their  cases 
of  myocardial  infarction  without  pain  pres- 
ent in  the  older  age  group  and  with  a high 
incidence  of  dyspnea.  These  findings  were 
also  confirmed  by  Kennedy.*®  It  has  been 
noted  that  in  the  aged  there  is  a loss  of 
arterial  elasticity  and  degenerative  changes 
in  the  cerebral  vessels  which  result  in  dim- 
inution of  blood  flow.  When  acute  myocard- 
ial infarction  occurs,  a vasomotor  reflex  re- 
sults which  accentuates  the  vagal  influence 
causing  bradj^cardia  and  various  arrythmias. 
This  reduces  the  blood  flow  to  the  cerebral 
vessels  and  produces  episodes  of  fainting 
and  convulsions.  Hence,  a reduction  in  the 
cardiac  output  plus  a torpid  carotid  sinus 
reflex  mechanism,  associated  with  an  en- 
feebled cerebral  circulation,  cause  partial 
cerebral  anoxemia.®®  Papp®*  finds  in  his 
studies  of  cerebral  anoxemia  that  sensation 
for  pain  is  impaired  and  lost  early,  and  dur- 
ing the  recovery  period  the  pain  sensation 
returns  late. 

Marchand®2  finds  that  patients  in  mental 
institutions  possess  a partial  loss  of  the 
meaning  of  pain  sensation.  Therefore,  these 
patients  with  mental  aberrations  may  lack 
the  discriminatory  sense  to  appreciate  and 
verbalize  sensations. 

The  clinical  and  autopsy  records  of  five 
hundred  patients  with  acute  myocardial  in- 
farction were  reviewed;®®  and  it  was  noted 
that  ninety-seven  cases  out  of  the  five 
hundred  with  anatomic  evidence  of  myocard- 
ial infarction  were  not  diagnosed  clinically. 
There  were  sixty-six  males  and  thirty-one 
females  having  the  average  age  of  sixty-two 
and  sixty-four,  respectively.  Only  sixteen 
per  cent  of  these  ninety-seven  patients  com- 
plained of  chest  pain,  and  only  thirty-nine 
per  cent  had  marked  dyspnea  during  the 
course  of  their  illness.  In  approximately 
fifty  per  cent  of  these  ninety-seven  cases, 
the  clinical  picture  was  obscured  by  compli- 
cating circumstances,  such  as  major  opera- 
tions (29%),  cerebral  infarction  and  hem- 
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orrhage  (13%),  and  psychoses  (3%).  The 
only  anatomic  characteristic  difference 
noted  in  these  ninety-seven  cases  as  com- 
pared to  the  four  hundred  and  three  cases 
that  were  diagnosed  clinically  was  the  size 
of  the  infarct.  It  was  found  that  50  per 
cent  of  the  97  cases  had  small  infarcts  and 
only  12  per  cent  of  the  403  cases  had  small 
infarcts.  It  is  important  to  note  that  the 
fact  that  approximately  19  per  cent  of  these 
cases  with  anatomic  evidence  of  acute  my- 
ocardial infarction  were  not  diagnosed  clin- 
ically, stresses  the  important  point  that  my- 
ocardial infarction  does  not  always  present 
itself  in  classical  form. 

Aspenstrom®^  analyzed  one  hundred  and 
ninety-seven  cases  of  myocardial  infarction 
proven  at  autopsy,  from  1949  through  1953. 
They  were  studied  with  regard  to  the  dif- 
ference between  those  that  were  clinically 
diagnosed  as  compared  to  the  cases  that 
were  undiagnosed.  He  noted  seventy-four 
cases  were  not  diagnosed  clinically.  This 
he  attributed  to  the  absence  of  pain  and 
the  lack  of  electrocardiographic  changes.  He 
found  a greater  incidence  of  posterior  wall 
infarction  in  those  who  had  no  pain.  Out 
of  twenty-eight  recent  cases  of  painless  myo- 
cardial infarction,  twenty-one  were  in  fe- 
males.®® He  finds  that  infarction  of  the 
myocardium  without  pain  occurs  chiefly  in 
older  people  with  cerebral  insults  and  in 
those  with  diabetes  mellitus. 

According  to  the  experimental  work  done 
on  peripheral  nerves,  we  may  with  impunity 
infer  that  partial  ischemia  of  the  intrinsic 
cardiac  nerves  by  thrombosis  or  other  dis- 
turbance in  their  vasa  nervorum  may  cause 
painful  stimuli  to  arise  from  them.  How- 
ever, if  the  blood  supply  to  such  nerves  is 
lost,  they  rapidly  lose  their  physiological 
property  to  propogate  stimuli.  This  loss 
of  property  of  the  intrinsic  cardiac  nerves 
along  with  the  collateral  circulation  and  pos- 
sibly other  contributing  factors  such  as  high 
threshold  of  pain  and  psychologic  aberra- 
tions, may  very  well  be  the  answer  to  the 
enigma  of  painless  myocardial  infarction. 

SUMMARY  AND  CONCLUSIONS 

1.  Acute  myocardial  infarction  is  defined 
and  a distinction  between  this  syn- 
drome and  coronary  occlusion  and  cor- 
onary thrombosis,  made. 

2.  A brief  discussion  of  the  origin  and 
course  of  pain  stimuli  of  cardiac  origin 


through  the  nervous  pathways  as  well 
as  theories  of  the  mechanisms  of  pain 
are  discussed. 

3.  Association  of  myocardial  infarction 
with  atypical  symptomatology  was  dis- 
cussed, as  well  as  the  factors  and 
hemodynamics  in  the  establishment  of 
coronary  collateral  circulation  an  d 
other  potential  vascular  beds  that  may 
come  into  play  in  the  event  of  coronary 
obstruction. 

4.  Various  divergent  views  to  explain 
painless  infarction  were  stated,  and 
the  role  played  by  the  vasa  nervorum 
was  considered. 

5.  Data  presented  indicate  that  acute  my- 
ocardial infarction  does  not  always 
manifest  itself  in  classical  form,  and 
hence  the  physician  must  familiarize 
himself  with  all  aspects  of  this  syn- 
drome in  its  various  bizzare  forms. 

6.  It  is  hoped  that  the  data  expounded 
in  this  paper  will  have  a distinct  value 
for  the  active  practitioner,  because  the 
unusual  is  occasionally  encountered 
when  least  expected. 
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“Heart  beats  have  been  radioed  from  Waikiki  Beach  to  San 
Francisco,  and  from  a plane  in  the  sky'  above  Maxwell  Air  Force 
Base  a TV  electrocardiogram  was  sent  down  to  terrestrial  diagnos- 
ticians who  decided  that  the  subject  has  an  occlusion  of  his  anterior 
coronary  artery.  I have  no  doubt  that  this  mechanization  will  be 
helpful  to  doctors.  My  warning  is  simply  to  urge  being  on  guard 
lest  compassion  be  replaced  by  computers.”  (From  acceptance  speech 
of  Dr.  Stanhope  Bayne-Jones,  1959  Passano  award  winner.) 
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A REPORT  0/7  /Ae 

Incidence  and  Prevalence  of  Syphilis 

OMAHA  AND  DOUGLAS  COUNTY 


INTRODUCTION 

XCEPT  for  a slight  rise  in  1956 
and  1957,  a marked  decline  in 
mortality  and  morbidity  from 
syphilis  has  occurred  nationally  during  the 
past  20  years.  Public  and  professional  edu- 
cation, extensive  blood  testing  programs,  and 
penicillin  have  all  played  a part  in  the  gen- 
eral decline  of  the  disease. 

The  purpose  of  this  paper  is  to  report  re- 
cent studies  and  statistics  indicative  of  the 
incidence  and  prevalence  of  syphilis  in  Oma- 

TABLE  1 

ANNUAL  INCIDENCE  OF  REPORTED  CASES 
OF  SYPHILIS  IN  NEBRASKA 


Year  Syphilis 

1946  2,331 

1947  1,836 

1948  1,140 

1949  1,282 

1950  841 

1951  747 

1952  629 

1953  506 

1954  235 

1955  240 

1956  385 

1957  302 

1958  177 


ha  and  Douglas  County.  Included  is  a re- 
view of  statistics  on  mortality  and  morbidity, 
routine  blood  testing  programs  of  the  State 
Department  of  Health,  of  hospitals,  of  clin- 
ics, of  the  Red  Cross,  and  special  blood 
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State  Department  of  Welfare  until  creation 
of  a Division  of  Venereal  Disease  Control 
in  the  State  Health  Department  in  1936. 

Syphilis  reached  its  peak  incidence  in  Ne- 
braska in  1946,  when  2,331  cases  were  re- 
ported. Since  then  morbidity  has  declined 
progressively  except  for  1956-7,  as  revealed 
in  table  1. 

From  1946  to  1958,  syphilis  reported  to 
the  State  has  declined  by  92  per  cent. 

Since  1954,  morbidity  reports  indicate  the 
stage  of  the  disease.  Table  2 reveals  that 
most  cases  reported  today  are  in  the  later 
stages  of  the  disease.  Primary  and  sec- 
ondary cases  are  comparatively  rare. 

Syphilis  has  steadily  declined  in  Omaha  and 
Douglas  County.  In  November,  1956,  after 
the  State  Health  Department  extended  its 
fee  for  service  program  to  include  Douglas 
County,  the  Omaha-Douglas  County  Health 
Department  closed  its  last  remaining  public 
venereal  disease  clinic.  Table  3 indicates  a 
great  reduction  in  number  of  syphilitic  pa- 
tients in  these  clinics. 


TABLE  2 

INCIDENCE  OF  SYPHILIS  IN  NEBRASKA  BY  STAGE 

1954-8 


Year Total 

1954-8  Inclusive 

Stage 1954  1955  1956  1957  1958 Number  Per  Cent 

Primary  and  Secondary 16  9 7 8 3 43  3.2 

Early  Latent  30  30  15  10  10  95  7.1 

Late  Latent  172  185  333  261  148  1,099  82.1 

Congenital  17  16  30  23  16  102  7.6 


TOTAL 235  240  385  302  177  1,339  100.0 


testing  programs  at  the  Omaha  City  and 
Douglas  County  Jail. 

MORTALITY  AND  MORBIDITY 
Syphilis  was  made  reportable  by  the  State 
in  1920.  Reports  were  first  directed  to  the 
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TABLE  3 

CASES  OF  SYPHILIS  DIAGNOSED  AND 
TREATED  IN  THE  HEALTH 
DEPARTMENT  CLINICS 
1946-56 

Y ear 

1946  

1947  

1948  

1949  

1950  

1951  

1952  

1953  

1954  

1955  

1956  


The  results  of  diagnostic,  premarital,  and 
prenatal  serological  testing  in  recent  years 
bj^  the  laboratory  of  the  State  Health  De- 
partment in  Lincoln  and  Scottsbluff  are 
shown  in  table  4. 

It  will  be  seen  from  table  4 that  in  each 
category  the  positive  specimens  have  de- 
creased from  1950  to  1958  percentagewise 
as  follows:  diagnostic,  4.0  per  cent  to  1.3 

or  a decrease  of  67.5  per  cent;  premarital 
from  0.73  to  0.21,  or  a decrease  of  71.2  per 
cent;  prenatals  from  0.32  to  0.14,  or  a de- 
crease of  56.2  per  cent;  total,  2.7  per  cent 


Cases 

-223 

-251 

-102 

- 97 

- 70 

- 40 

- 50 

- 19 

- 15 

- 5 


TABLE  4 

RESULTS  OF  ROUTINE  DIAGNOSTIC  AND  PREMARITAL  AND  PRENATAL 
SEROLOGICAL  TESTS  FOR  SYPHILIS  CONDUCTED  BY 
THE  STATE  HEALTH  DEPARTMENT  1950-1956 


Year 

Routine 

Diagnostic 

Preinaritals 

Prenatals 

Total 

i 

Tested 

Positive 

Per  Cent 

-i-i 

P 

I’ositive 

Per  Cent 

Tested 

Positive 

Per  Cent 

Tested 

Positive 

Per  Cent 

1950 

86,337 

3,423 

4.0 

23,164 

169 

0.73 

28,497 

90 

0.32 

137,998 

3,682 

2.7 

1951 

89,337 

3,187 

3.6 

20,004 

120 

0.60 

27,938 

92 

0.33 

137,279 

3,398 

2.5 

1952 

85,680 

2,717 

3.2 

18,081 

108 

0.60 

27,320 

94 

0.34 

131,081 

2,919 

2.2 

1953 

77,897 

2,175 

2.8 

18,333 

123 

0.67 

29,413 

101 

0.34 

125,643 

2,399 

1.9 

1954 

71,983 

1,659 

2.3 

18,067 

70 

0.39 

29,220 

68 

0.22 

119,270 

1,797 

1.5 

1955 

58,907 

1,477 

2.5 

19,005 

69 

0.36 

27,292 

53 

0.19 

105,204 

1,599 

1.5 

1956 

67,338 

1,270 

1.9 

18,004 

58 

0.32 

27,410 

45 

0.16 

112,792 

1,373 

1.2 

1957 

60,420 

1,008 

1.7 

16,763 

49 

0.29 

26,385 

52 

0.20 

103,568 

1,109 

1.1 

1958 

58,194 

737 

1.3 

16,421 

35 

0.21 

26,668 

38 

0.14 

101,283 

810 

0.8 

In  the  peak  year  of  1942,  a total  of  733 
syphilitics  were  diagnosed  and  treated  in 
the  Health  Department  clinics. 

ROUTINE  BLOODTESTING  PROGRAMS 
Nebraska  made  premarital  and  prenatal 
serological  tests  compulsory  by  law  in  1943. 
The  first  state  to  provide  for  compulsory 
premarital  serologicals  was  Connecticut  in 
1935.  Up  to  January  1,  1956,  40  states  had 
passed  legislation  requiring  premarital  ser- 
ologicals. The  9 areas  that  have  not  done 
so  are  Minnesota,  Washington,  Nevada, 
Maryland,  District  of  Columbia,  South  Caro- 
lina, Arizona,  New  Mexico,  and  Mississippi. 


to  0.8  per  cent,  or  a decrease  of  70.4  per 
cent. 

A survey  conducted  in  1956  revealed  that 
in  only  two  Omaha  hospitals  were  serologic 
tests  for  syphilis  (STS)  done  routinely  on 
all  admissions.  In  four  hospitals,  STS  were 
done  on  all  admissions  except  for  one  or 
more  specified  groups,  generally  children, 
and  those  obstetrical  patients  whose  serolog- 
ical status  was  already  known. 

Table  5 shows  hospital  policies  relative 
to  blood  testing  of  staff,  the  number  indi- 
cating how  many  hospitals  require  the  test 
in  each  category. 


TABLE  5 

POLICIES  OF  BLOODTESTING  OF  HOSPITAL  STAFFS 

Laboratoiy  Food 


Pre-emplovment 

Nurses 

4 

Interns 

1 

Personnel 

2 

Handlers 

2 

General 

3 

Penodic 

4 

1 

4 

6 

3 

None 

4 

8 

6 

4 

6 

TOTAL 

12 

10 

12 

12 

12 

26 
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TABLE  6 


STS  AND  DIAGNOSED  CASES  OF  SYPHILIS  IN 
OMAHA  HOSPITALS  AND  CLINICS 
1956 


Hospital 

STS 

A 

15,063 

B 

C 

3,300 

D 

196 

E 

2,500 

F 

G 

500 

H 

5,146 

T 

400 

J 

12,466 

K 

12,033 

L 

6,902 

TOTAL 

58,515 

Four  hospitals  required  no  serologic  tests 
on  their  personnel ; eight  require  it  on  one 
or  more  classifications ; and  two  require  STS 
on  all  personnel.  Table  6 indicates  the  num- 
ber of  STS  run  by  each  hospital  for  the  year 
1956. 

Of  the  111  cases  of  diagnosed  syphilis,  15, 
or  13.5  per  cent  were  primary,  secondary, 
or  early  latent ; 26,  or  23.4  per  cent  were  late 
latent;  9,  or  8.1  per  cent  were  cardiovascu- 
lar; 26,  or  23.4  per  cent  were  neuro-syphil- 
itic ; only  3,  or  2.7  per  cent  were  congenital ; 
and  32,  or  28.9  per  cent  were  not  known. 

Routine  STS  are  conducted  on  all  blood 
donated  at  the  Nebraska-Iowa  Regional 
Blood  Center  of  the  American  Red  Cross. 
On  this  select  group  less  than  1 per  cent  are 
reactive  as  shown  in  table  7. 

TABLE  7 

STS  CONDUCTED  ON  DONORS  BY  THE 
NEBRASKA-IOWA  REGIONAL 
BLOOD  CENTER 
1956 


STS  Number  Per  Cent 

44,148  100.0 

Negative  43,879  99.3 

Reactive  269  0.7 

Doubtful  158  0.4 

Positive 111  0.3 


Samples  of  all  blood  showing  reactions 
are  sent  to  the  State  Health  Department  to 
be  checked.  In  event  the  report  from  the 
State  is  positive,  the  Red  Cross  notifies  the 
donor’s  physician  and  advises  the  donor  to 
see  his  physician  promptly. 

SPECIAL  BLOODTESTING  PROGRAMS 
During  a three-month  period  in  1955  a 
special  study  for  bloodtesting  prisoners  in 
the  Douglas  County  Jail  was  conducted.  The 
results  are  set  forth  in  table  8. 


Number 

Per  Cent 

Diagnosed 
Cases  of 

Positive 

Positive 

Syphilis 

54 

3.6 

1 

— 

— 

— 







6 

3.1 

0 

41 

1.6 

17 





2 

12 

2.4 

24 

61 

1.2 

3 

0 

0 

0 

511 

4.1 



17 

— 

— 

47 

__ 

111 

TABLE  8 


STS  IN  342  INMATES  OP  THE 
DOUGLAS  COUNTY  JAIL 
1955 

Number 

Age 

Tested 

Positive 

Percentage 

15-24 

. 67 

2 

3.0 

25-34 

. 91 

4 

4.4 

35-44 

- 95 

9 

9.5 

45-54 

. 64 

4 

6.3 

55  and  Over  25 

9 

8.0 

TOTAL 

_342 

Number 

21 

6.2 

Sex 

Tested 

Positive 

Percentage 

Male 

. 326 

19 

5.8 

Female 

. 16 

2 

12.5 

TOTAL 

_342 

Number 

21 

6.2 

Race 

Tested 

Positive 

Percentage 

White 

. 233 

10 

4.3 

Negro 

. 84 

7 

8.3 

Other 

. 25 

4 

16.0 

TOTAL 

_342 

21 

6.2 

The  age  group  vdth  the  highest  percent- 
age of  infection  was  35  to  44  years;  too  few 
were  examined  to  draw  conclusions  as  far 
as  sex  and  race  are  concerned. 

Of  the  21  positive  reactors,  treatment  was 
considered  adequate  in  10;  of  doubtful  ade- 
quacy in  8 ; of  known  inadequacy  in  3. 

The  incidence  of  syphilis  among  Douglas 
County  Jail  prisoners  was  less  than  antici- 
pated. The  data  collected,  however,  are  in 
harmony  with  similar  information  gained  on 
prisoners  at  the  Omaha  City  Jail.  Table  9 
indicates  the  incidence  of  venereal  disease 
among  these  prisoners,  convicted  on  morals 
charges  or  who  were  held  for  special  exam- 
ination. 


January,  1960 


27 


TABLE  9 


RESULTS  OF  STS  OF  PRISONERS  CONVICTED  ON  MORALS  CHARGES 

AT  OMAHA  CITY  JAIL 
1953-1958 


Year 

Number 

Examined 

Number 

Negative 

Per  Cent 

Number  Infected 
with  Gonorrhea 

Per  Cent 

Number  Positive 
STS 

Per  Cent 

Number  Needing 
Treatment 

1953 

245 

189 

77.1 

54 

22.0 

9 

3.7 

2 

1954 

140 

91 

65.0 

49 

35.0 

4 

2.9 

0 

1955 

120 

94 

78.3 

26 

21.7 

2 

1.7 

0 

1956 

132 

116 

87.9 

16 

12.1 

5 

3.8 

0 

1957  

343 

258 

75.2 

85 

24.8 

5 

1.4 

0 

1958  

385 

327 

84.9 

57 

14.8 

6 

1.5 

1 

TOTALS_l,365 

1,075 

78.8 

287 

21.0 

31 

2.3 

3 

The  low  incidence  of  syphilis  in  City  Jail 
inmates  is  even  more  surprising  than  its  in- 
cidence among  County  Jail  prisoners  in  view 
of  the  fact  the  former  had  been  convicted 
of  morals  charges  involving  sex  whereas  the 
latter  group  was  made  up  of  miscellaneous 
prisoners  convicted  primarily  on  other  than 
morals  charges. 

SUMMARY 

1.  Syphilis  has  declined  steadily  in  Ne- 
braska and  throughout  the  country  except 
for  a slight  rise  in  1956-7,  only  177  cases 
being  reported  in  1958  as  compared  to  2,331 
in  1946,  the  peak  year.  From  1946  to  1958, 
reported  syphilis  has  been  reduced  92  per 
cent. 

2.  Primary,  secondary,  early  latent,  and 
congenital  cases  of  syphilis  account  for  only 
17.9  per  cent  of  the  1,339  cases  reported  to 
the  State  Health  Department  from  1954 
through  1958. 

3.  Positive  serologic  tests  for  syphilis, 
run  by  the  State  Health  Department,  have 


fallen  from  2.7  per  cent  in  1950,  to  0.8  per 
cent  in  1958,  this  being  a decline  of  70.4  per 
cent. 

4.  Hospital  policies  vary  widely  in  their 
use  of  STS  on  patients  and  staff.  For  1956, 
hospitals  in  Omaha  repoided  a total  of  111 
cases  of  syphilis. 

5.  Positive  reactors  among  blood  donors 
at  the  Nebraska-Iowa  Regional  Blood  Cen- 
ter constitute  0.7  per  cent  of  all  donors  in 
1956. 

6.  A limited  bloodtesting  program  in  the 
Douglas  County  Jail,  covering  342  inmates, 
revealed  21  or  6.2  per  cent  as  positive  re- 
actors. Of  these  21  reactors,  treatment  was 
considered  adequate  in  10;  doubtfully  ade- 
quate in  8 ; and  inadequate  in  3. 

7.  In  a six-year  period,  1953-8  inclusive, 
1,365  individuals  arrested  and  convicted  on 
morals  charges  have  been  tested  serological- 
ly. Thirty-one,  or  2.3  per  cent  have  sho^vn 
positive  reaction.  Only  3 have  required 
treatment. 


“But  if  any  provide  not  for  his  own,  and  especially  for  those 
of  his  own  house,  he  hath  denied  the  faith  and  is  worse  than  an 
infidel.”  (From  St.  Paul’s  First  Letter  to  Timothy.) 
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SPECIAL  ARTICLE 


Public  Health 

from  the 

Layman  s Point  of  View* 


This  paper  presents  a succint  apraisal  of  the 
author's  opinions  of  the  position  of  ''Public 
Health"  in  the  scheme  of  living  in  America,  with 
an  appeal  for  greater  use  of  laymen  in  its  pro- 
motion. It  is  at  once  critical  and  helpful  in  its 
suggestions. 

—EDITOR. 

Introduction 

I accepted  the  invitation  to  be 
here  today  because  of  my  in- 
terest and  dedication  to  public 
health.  As  a layman,  I welcome  the  oppor- 
tunity to  make  some  frank  observations  of 
public  health  as  I observe  them  in  our  State, 
If  what  I say  may  be  somewhat  irritating, 
remember  that  irritation  is  the  first  step  to- 
ward solution  of  a problem.  Perhaps  I may 
be  representing  the  layman  in  some  of  my 
remarks. 

This  Association  was  started  approxi- 
mately ten  years  ago  and  the  first  meeting 
was  held  in  Lincoln,  in  1950.  It  was  organ- 
ized to  promote  public  health  in  Nebraska 
and  membership  was  open  “to  all  persons 
who  were  interested  in  advancement  of  the 
public  health.”  This  Association,  therefore, 
offered  the  opportunity  for  both  the  profes- 
sional and  the  layman  to  examine  the  state 
of  public,  health  and  work  cooperatively  and 
effectively  together  in  its  improvement.  All 
health  organizations  and  individuals  were 
included  and  invited  to  be  concerned  and  to 
take  an  active  part  in  this  essential  public 
service.  Certainly,  such  an  objective  was 
not  only  highly  commendable  but  basic  to 
the  understanding  and  support  which  pub- 
lic health  must  have  if  sound  progress  is 
made. 

The  Role  of  the  Layman 

As  an  interested,  enthusiastic  layman  I 
can  be  excused  perhaps  if  I labor  the  im- 
portance of  the  role  of  the  layman  in  public 
health.  As  I understand  it,  public  health 
is  not  socialized  medicine,  private  patient 
care,  or  the  restricted  activity  of  certain 
specialists,  but  rather  an  active,  progressive 
interest,  support,  and  participation  under 
the  leadership  of  the  professionals  to  im- 
prove the  public  health.  In  other  words. 
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Administrator,  Douglas  County  Welfare 
Administration 
Omaha,  Nebraska 

public  health  requires,  as  perhaps  no  other 
service,  the  joint  team  work  of  the  profes- 
sional and  the  layman  who  concern  them- 
selves with  the  many  environmental  condi- 
tions which  threaten  and  impair  the  general 
health  of  all  of  us.  Such  a cooperative  re- 
lationship is  a necessary  recognition,  by  the 
professional,  of  the  role  of  the  layman.  We 
are  honored  by  this  recognition  and  tribute 
to  our  importance. 

Here  I would  raise  the  question  as  to  how 
effective  a role  the  Nebraska  Public  Health 
Association  has  played  in  developing  this 
joint  lay-professional  team  during  the  past 
ten  years  of  its  existence.  I would  observe 
that  lay  interest  and  participation  in  the 
Nebraska  Public  Health  Association  has  de- 
clined, and  today  the  organization  is  more 
strictly  professional  than  ever.  The  pro- 
gram for  this  annual  meeting  consists  al- 
most exclusively  of  professionals.  The  of- 
ficers are  all  professionals  and,  in  general, 
the  layman  is  conspicuous  by  his  absence. 
I shall  make  no  attempt  to  analyze  the  fac- 
tors which  may  have  contributed  to  this 
situation  but  only  observe  from  experience 
that  laymen  drop  by  the  wayside  when  they 
are  not  accepted  as  true  partners  with  a re- 
sponsible role  to  carry  out.  I know  from 
my  experience  in  the  welfare  field  that  the 
professionals  are,  many  times,  impatient  if 
their  ideas  are  not  immediately  accepted. 
They  find  compromise  difficult  and  the  lay- 
man, sensing  this,  withdraws. 

Closely  related  to  this  trend  in  the  break- 
down of  professional-lay  participation  in 
this  Association  is  the  official  decline  of  the 
layman  in  the  State.  In  1953,  the  State 
Legislature  created  a State  Board  of  Health 
consisting  of  seven  members,  two  of  which 
were  physicians,  one  a dentist,  one  a pro- 

*Presented  before  the  1959  Annual  Session,  Nebraska  Public 
Health  Association. 
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fessional  engineer,  one  a veterinarian,  and 
two  laymen.  In  the  recent  session  of  the 
Legislature,  the  lay  representation  was  re- 
duced even  further — to  one — to  provide  rep- 
resentation for  the  Pharmaceutical  Associa- 
tion. Here  then  is  a seven  member  State 
Board  of  Health,  six  of  whom  are  profes- 
sional and  one  lay.  How  can  public  health 
secure  public  support  by  removing  lay  par- 
ticipation on  the  Board?  Did  the  Nebraska 
Public  Health  Association  consider  the  con- 
sequences of  this  move  and  infonn  the  Legis- 
lature of  its  position  in  the  matter?  For 
however  well-intentioned  the  actions  may 
be  of  this  predominantly  professional  Board, 
they  will  be  viewed  by  the  public  as  actions 
of  protecting  the  interests  of  professional 
gi’oups. 

It  is  fair  to  observe  that  we  have  not  al- 
lowed this  to  happen  in  my  own  community. 
Here  we  have  one  physician,  one  dentist,  a 
representative  of  the  City  Council,  a repre- 
sentative of  the  County  Board,  plus  three 
public  spirited  citizens  who  are  interested 
in  the  public  health.  Two  professionals — 
five  lajnnen.  This  is  democracy.  I am  con- 
fident that  all  close  observers  of  our  public 
health  department  would  agree  that  the  role 
of  the  layman  in  our  community  has  been 
indispensable  and  invaluable  to  the  prog- 
ress and  development  which  has  taken  place. 
In  most  instances,  the  professionals  have 
pointed  the  way  and  called  the  signals,  but 
the  lajTnan  has  carried  the  ball  and  gotten 
the  job  done. 

I am  convinced  that  public  seiwice  will 
develop  soundly  and  consistent  progi’ess  will 
take  place  only  when  the  lajTuan  is  an  ac- 
tive, full  - fledged  participant.  Misunder- 
standings, vested  interests,  breakdown  in 
communication  will  inevitably  thwart  the 
march  of  public  health  or  any  other  public 
service  unless  the  lajnnan  is  officially  includ- 
ed and  recognized.  I have  seen  manj'  Chris- 
tians made  out  of  public  health  heathen  after 
their  acceptance  of  responsibility  in  this 
field. 

The  Role  of  the  Nebraska  Public 
Health  Association 

As  a layman,  I am  not  sufficiently  in- 
formed of  the  program  and  activity  of  the 
Nebraska  Public  Health  Association  to  ap- 
praise its  contribution  to  the  public  health. 

I am  on  inquiry.  A moment  ago  I raised  the 
question  of  whether  or  not  this  Association 
has  concerned  itself  actively  with  legisla- 


tion, with  special  reference  to  the  State 
Board  of  Health.  Recently  I read  a report 
of  patient-care  in  nursing  homes  in  Nebras- 
ka. I noted  extensive  representation  from 
various  organizations  on  the  Advisory  Com- 
mittee but  none  from  this  Association.  Per- 
using the  annual  reports  of  the  State  De- 
partment of  Health,  I note  that  ten  years 
ago  there  were  five  local  health  departments 
representing  six  of  the  ninety-thx’ee  coun- 
ties in  Nebraska,  with  two  under  the  direc- 
tion of  full  time  physicians  trained  in  the 
field  of  public  health.  In  1959  only  four 
counties  were  listed  as  having  local  health 
departments  and  only  one  of  these  under  the 
direction  of  a trained  physician.  Is  it  un- 
fair to  inquire  Avhat  this  Association  may 
have  done  during  the  past  decade  to  extend 
and  expand  adequate  public  health  services 
in  local  communities? 

Concern  of  the  Layman 

And  now  may  I shift  to  the  general  prob- 
lem of  developing  understanding  and  sup- 
port of  public  health  on  the  part  of  the  lay- 
man. First,  I would  observe  that  the  back- 
ground for  this  problem  exists  in  our  cul- 
ture. This  country  established  a philosophy 
which  emphasized  the  supremacy  of  the  in- 
dividual. The  role  of  goveniment  was  de- 
liberately restricted.  Our  forefathers  had 
experienced  the  domination  and  tyranny  of 
government  and  they  were  determined  to  re- 
strain and  restrict  it  in  every  way  possible. 
The  individual  seeking  to  do  as  he  pleased 
and  as  his  conscience  dictated  came  to  this 
country  to  escape  oppression  and  regulation. 
It  was  nobody’s  business  how  or  where  he 
lived.  He  certainlj'  was  unconcerned  about 
flies,  garbage  disposal,  and  slums.  Certain- 
ly, he  was  seeking  release  from  the  gi’oup 
and  its  bureaucratic  regulations.  And,  like 
it  or  not,  in  rural  Nebraska  many  of  those 
same  individualistic  tendencies  still  prevail. 

Public  health,  as  an  inevitable  bureau- 
cratic operation,  has  also  come  into  con- 
flict and  friction  with  medicine,  for  medi- 
cine traditionally  has  been  individualistic. 
Traditionally,  the  individual  doctor  encom- 
passed all  the  knowledge  knowm  in  his  field 
and  this  conception  has  been  held  until  very 
recently.  Many  people  still  hold  this  view 
of  doctors  and  some  doctors  almost  believe 
it  themselves.  Therefore,  public  health  as 
a specialty  with  a division  of  labor,  bureauc- 
racy, and  organization  may  frequently  come 
in  conflict  with  the  traditional  individual- 
istic values  of  the  physician. 
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Furthermore,  man  as  an  individual  and 
as  part  of  the  group  has  always  been  a para- 
doxial  mixture  of  good  and  evil — lofty  and 
base — cultured  and  savage — wise  and  stupid. 
The  student  of  man  and  his  society  some- 
times views  this  interaction  of  sane  and  in- 
sane behavior  with  a bafflement  and  frus- 
tration that  at  times  threatens  his  own  soul. 
However,  it  is  an  understanding  of  this  con- 
flict which  helps  to  explain  the  predicament 
and  difficulties  in  the  development  of  our 
public  health  program.  Certainly,  the  pub- 
lic health  professional  with  his  many  spe- 
cialties requires  a background  in  history, 
philosophy,  and  the  social  culture  if  ade- 
quate public  health  services  are  to  be  de- 
veloped. It  is  only  by  an  understanding  of 
both  man  and  his  environment  that  we  can 
gain  insight,  and  with  it  tolerance,  of  some 
of  the  difficulties  and  predicaments  with 
which  public  health  is  faced. 

The  sociologist  refers  to  the  great  gulf 
existing  between  the  layman  and  the  pro- 
fessional, and  between  the  individual  and 
bureaucracy,  as  a cultural  lag.  Simply  stat- 
ed this  cultural  lag  explains  why  we  do  not 
have  fluoridation  in  our  community.  It  ex- 
plains why  public  health  officials  are  so  fre- 
quently confronted  with  widespread  opposi- 
tion and  even  hostility.  It  also  suggests  at 
least  part  of  the  answer  to  our  difficulty; 
namely,  that  it  is  essential  that  we  initiate 
and  develop  our  public  health  services  at  the 
level  and  point  of  personal  interest  and  per- 
sonal concern.  This,  many  times,  means  the 
public  health  worker  must  start  with  the 
minor  and  less  spectacular  problems  and 
give  personal,  prompt  attention  to  individu- 
al complaints. 

For  example,  three  years  ago  we  moved 
into  a new  house  and  a new  neighborhood. 
We  were  practically  engulfed  with  an  infes- 
tation of  flies.  My  wife  was  ready  to  move 
back  to  our  old  home.  Anything  the  Health 
Department  could  have  done  to  ease  the  fly 
problem  in  my  neighborhood  would  have 
given  public  health  a lifelong  supporter.  I 
would  like  to  suggest  that  the  public  health 
worker  not  only  give  prompt  and  effective 
service  in  these  areas  of  individual  concern, 
but  attempt  to  determine  periodically  what 
the  public  considers  to  be  the  public  health 
problems  in  its  community.  Here  lies  the 
great  opportunity  for  information,  educa- 
tion, understanding,  and  support. 

In  my  community,  I am  sure  there  are 
critical  areas  of  concern  both  to  individuals 


and  groups  which  present  the  greatest  chal- 
lenge and  opportunity  to  public  health  lead- 
ership. For  example: 

1.  Accidents — A child  can  be  just  as  dead 
from  being  hit  by  an  automobile  today 
as  from  smallpox  a generation  or  two 
ago. 

2.  Housing — In  spite  of  the  fact  that  the 
American  Public  Health  Association 
pioneered  in  housing  developed  under 
the  standard  housing  code,  this  prob- 
lem is  not  generally  considered  a health 
problem  by  the  public.  Yet  the  hous- 
ing problem  in  my  community  is  a very 
serious  one.  You  professionals  well 
know  the  impact  of  substandard  hous- 
ing on  physical,  mental,  and  social  well- 
being. What,  may  I ask,  are  you  doing 
about  it? 

3.  Mental  Health — I would  suggest  that 
mental  health  is  a field  in  which  there 
is  more  concern  yet  less  knowledge  and 
accurate  information  than  any  other 
field  of  public  health.  One  aspect  of 
this  problem  alone  — namely,  alcohol- 
ism— is  of  the  greatest  significance.  A 
recent  study  of  alcoholism  in  Omaha 
reveals  a condition  of  such  magnitude 
as  to  stretch  the  imagination.  Your 
knowledge  and  leadership  is  sorely 
needed. 

Currently,  there  is  so  much  propaganda, 
half-truths  and  misinformation  with  respect 
to  the  care  and  treatment  of  the  mentally 
ill  in  state  hospitals  that  confusion  and  con- 
flict is  rampant.  Reliable,  objective  data 
are  unavailable.  For  example,  we  read  that 
there  is  a sharp  decline  in  the  census  in 
state  mental  hospitals  due  to  improved  treat- 
ment and  outpatient  service.  Most  county 
officials,  however,  know  that  hundreds  of 
senile  geriatric  patients  have  been  dis- 
charged back  to  the  local  communities  and 
are  being  crowded  into  inadequate  and  poor- 
ly operated  nursing-home  facilities.  A re- 
cent nursing-home  study  makes  no  specific 
reference  to  this  problem  and  the  need  for 
doing  something  about  it.  Herein  lies  a 
wonderful  opportunity  for  public  health;  to 
appraise  present  policies  and  practices,  ob- 
tain current  data,  and  objectively  evaluate 
and  interpret  the  facts  to  the  citizenry;  and 
finally,  offer  constructive  suggestions  as  to 
what  should  be  done. 

There  are  many  other  fields,  of  course, 
which  require  progressive  leadership  and 
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professional  know-how,  including  industrial 
hygiene,  nutrition,  fluoridation,  air  pollu- 
tion, ad  infinitum. 

Public  Health  Education 

It  is  easy,  of  course,  to  recognize  that 
public  health  education  is  the  fundamental 
factor  in  the  development  of  a sound  health 
program.  How  such  education  can  be  more 
effectively  carried  out  is  not  always  so  easy. 
Education  generally  is  concerned  with  look- 
ing to  the  good  of  man  in  society  but  this 
is  determined  by  the  nature  of  the  knowl- 
edge available;  knowledge  of  the  physical 
environment  and  of  the  social  culture.  In- 
formation itself  is  inert  knowledge  and  is 
useful  only  when  the  community  has  become 
familiar  with  the  total  environment  and  is 
motivated  to  proceed  realistically  with  the 
task  of  achieving  the  good  life.  This  re- 
quires for  all  of  us  an  insight  into  values. 
It  implies  that  there  are  no  simple  uniform- 
ities but  there  are  principles  which  can  com- 
mand the  assent  of  civilized  man.  It  must 
be  assumed  that  these  are  communicable  and 
are  subject  to  intelligent  discussion  and  per- 
suasion. 

Since  the  professional  public  health  work- 
er has  the  knowledge  and  the  facts — or  can 
get  them — the  major  task  is  one  of  com- 
munication. Communication  is  not  only 
speaking,  but  listening  as  well.  We  cannot 
succeed  in  communicating  our  idea  unless 
the  other  person  wishes  to  hear  and  knows 
how  to  listen.  Communication  is  a sharing 
of  meanings  and  the  instrument  by  which, 
eventually,  human  beings  are  welded  into 
a society  for  the  common  good.  The  prob- 
lem lies  in  the  fact  that  so  many  times  we 
think  people  understand  us  when  they  do 
not.  The  result  is  confusion,  misapprehen- 
sion and  resulting  opposition.  Here  again, 
I think  the  layman  who  is  an  active  partici- 
paint  in  public  health  can  assist  in  effective 
communication. 

The  Heritage  of  Public  Health 

I hope  I have  not  seemed  too  critical  in 
my  observations,  for  I sincerely  desire  to 
be  constructive.  As  a layman,  I am  tre- 
mendously impressed  with  the  record  of 
achievement  of  public  health  in  this  country. 
All  tangible,  far-reaching,  and  lasting  gains 
in  medicine  have  been  made  in  the  field  of 
prevention.  Review  the  history  of  immun- 
ization and  what  it  has  done  for  mankind. 
Trace  the  history  of  fluoridation  or  chlorin- 
ation of  water  supplies,  sewage  and  waste 


disposal.  Read  the  story  of  the  U.S.  Public 
Health  Service.  I,  with  any  other  informed 
layman,  stand  in  awe  at  these  accomplish- 
ments. 

When  the  Rockefeller  Foundation  was 
formed  in  1913,  expressly  to  promote  the 
well-being  of  man  throughout  the  world,  the 
trustees,  from  the  veiy  beginning,  lit  up- 
on the  promotion  of  medicine  and  public 
health  as  the  means  whereby  this  was  to  be 
accomplished.  The  following  statement  was 
made  early  in  the  life  of  the  Foundation  by 
IMr.  Gates,  a minister  and  trustee  of  the 
Foundation:  “If  science  and  education  are 
the  brain  and  nervous  system  of  civilization, 
health  is  its  heart.  It  is  the  organ  that 
pushes  the  vital  fluid  into  every  part  of  the 
social  organism,  enabling  each  organ  to 
function,  and  measuring  its  effective  life.  . . 
Disease  is  the  supreme  ill  of  human  life,  and 
it  is  the  main  source  of  almost  all  other 
human  ills  — poverty,  crime,  vice,  ineffi- 
ciency, hereditary  taint,  and  many  other 
evils.” 

Through  the  promotion  of  health  on  a 
global  basis  Rockefeller  hoped  to  bring 
about  a better  understanding  among  the 
peoples  of  the  world.  After  years  of  work 
to  this  end,  Mr.  Gates,  who  put  Rockefeller’s 
giving  on  a scientific  basis,  had  this  to  say; 
“If  I have  any  regret  it  is  that  the  charter 
of  the  Rockefeller  Foundation  did  not  con- 
fine its  work  strictly  to  national  and  inter- 
national medicine,  health  and  its  appoint- 
ments. . . Insofar  as  the  disbursements  of 
the  Rockefeller  Incorporated  philanthropies 
have  been  rigidly  confined  to  these  two  fields 
of  philanthropy  (medicine  and  public  health) 
they  have  almost  universally  been  commend- 
ed at  home  and  abroad.  Where  they  have 
inadvertently  transgressed  these  limits,  they 
have  been  widely  and  in  some  particulars 
perhaps  not  unfairly  condemned.”  It  was 
the  Rockefeller  Foundation  which  estab- 
lished the  first  school  of  public  health  in  the 
world,  at  Johns  Hopkins,  in  1918.  It  led 
then  to  the  establishment  of  24  such  schools 
at  Harvard,  Prague,  Warsaw,  London,  Tor- 
onto, Copenhagen,  Budapest,  Oslo,  Rome, 
Tokyo,  Athens,  and  Calcutta,  to  name  only 
a few.  This,  too,  is  part  of  the  heritage  of 
public  health. 

The  interest  in  matters  of  health  is  uni- 
versal and  paramount  in  the  mind  of  the 
public.  The  esteem  with  Avhich  the  health 
profession  is  held  is  at  a record  peak.  Nev- 
er were  the  auspices  more  favorable  to  pub- 
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lie  health.  It  remains  for  you,  the  members 
of  the  Nebraska  Public  Health  Association, 
to  decide  whether  or  not  you  and  your  Asso- 
ciation are  ready,  capable,  and  willing  to 
furnish  us  the  necessary  leadership. 

Conclusion 

As  a layman,  I am  honored  to  seiwe  in  a 


small  and  limited  way  with  you  in  the  pro- 
motion of  public  health.  It  has  been  a 
genuine  pleasure  to  be  here  with  you  in  this 
meeting.  I hope  that  I may  continue  to 
serve  and  with  thousands  of  other  laymen 
in  our  State  to  bring  about  some  of  the  tre- 
mendous potentials  of  public  health  under 
your  leadership. 


William  Withering  wrote  as  follows.  Medical  Classics,  2:301 
(Dec.)  1937: 

“In  the  year  1775  my  opinion  was  asked  concerning  a family 
recipe  for  the  cure  of  dropsy  ...  I was  informed  also  that  the 
effects  produced  were  violent  vomiting  and  purging;  for  the  diuretic 
effects  seemed  to  have  been  overlooked.  This  medicine  was  com- 
posed of  twenty  or  more  different  herbs;  but  it  was  not  veiy  difficult 
for  one  conversant  in  these  subjects  to  percieve  that  the  active  herb 
could  be  no  other  than  foxglove.” 

“It  is  now  about  ten  years  since  I first  began  the  use  of  this 
medicine.  Experience  and  cautious  attention  gradually  taught  me  how 
to  use  it.  For  the  last  two  years  I have  not  had  occasion  to  alter 
the  modes  of  management;  but  I am  still  far  from  thinking 
them  perfect.” 

“The  use  of  the  Foxglove  is  getting  abroad  and  it  is  better 
the  world  should  derive  some  infomiation,  however  imperfect,  from 
my  experience,  than  that  the  lives  of  men  should  be  hazarded  by 
its  unguarded  exhibition,  or  that  medicine  of  so  much  efficacy  should 
be  condemned  and  rejected  as  dangerous  and  unmanageable.” 

“Let  it  be  continued  until  it  acts  either  on  the  kidneys, 
the  stomach,  the  pulse,  or  the  bowels;  let  it  be  stopped  upon  the 
first  appearance  of  any  of  these  effects,  and  I will  maintain  that 
the  patient  will  not  suffer  from  its  exhibition,  nor  the  practitioner 
be  disappointed  in  any  reasonable  effects.” 
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The  officers  of  your  Association  and 
the  staff  of  your  Journal  wish  each  of 
you  and  your  loved  ones  the  fullest 
joy  of  living  and  serving  during  the 
coming  year,  1960. 


Coming  Meetings 

HOUSE  OF  DELEGATES  — Nebraska 
State  IMedical  Association;  interim  ses- 
sion — Cornhusker  Hotel,  Lincoln,  Febru- 
ary 28,  1960;  10  o’clock  a.m. 

BOARD  OF  COUNCILLORS  — Nebraska 
State  Medical  Association;  interim  ses- 
sion — Cornhusker  Hotel,  Lincoln,  10 
o’clock  a.m.,  February  21,  1960. 

BOARD  OF  TRUSTEES  — Nebraska  State 
IMedical  Association  — Cornhusker  Hotel, 
Lincoln;  Sunday,  February  21,  1960. 

BOARD  OF  TRUSTEES  — Nebraska  Med- 
ical Foundation  — Cornhusker  Hotel,  Lin- 
coln; Sunday,  February  21,  1960. 

PAN  AMERICAN  MEDICAL  ASSOCIA- 
TION — May  2 to  11,  1960;  Mexico 
City;  for  information  write  Dr.  Joseph 
Eller,  745  Fifth  Avenue,  New  York, 
N.  Y. 

Meetings  of  Council,  House  of  Delegates,  Etc. — 

For  data  on  the  interim  sessions  of  House 
of  Delegates,  Board  of  Councillors,  Board 
of  Trustees,  and  Board  of  Trustees  of  the 
Nebraska  IMedical  Foundation,  see  “Coming 
^Meetings”  or  “Announcements.” 

In  Opposition  to  the  Forand  Bill — 

The  following  testimony  was  prepared 
by  Mr.  M.  C.  Smith,  our  Executive  Secre- 
tai-j',  but  was  not  presented  in  person.  This 
reprint  is  from  page  670,  “Hearings  Before 
the  Committee  on  Ways  and  Means,  House 
of  Representatives,  Eighty-Sixth  Congress, 
First  Session,  on  H.R.  4700.  Nebraska 
State  Medical  Association  in  Opposition  to 
H.R.  4700,  86th  Congress,  July  17,  1959, 
House  Ways  and  Means  Committee.’ 

“IMr.  Chairman  and  members  of  the  com- 
mittee, Nebraskans  believe  in  free  private 
enterprise.  Since  pioneer  days,  we  think 
we  have  taken  good  care  of  our  elder  citi- 
zens. We  think  we  are  doing  so  now,  and 
we  feel  that  we  can  continue  without  Fed- 
eral help  and  we  hope  without  Federal  Gov- 
ernment interference.  We  still  realize  that 


the  Federal  Government  has  no  money  — 
only  the  power  to  tax  and  as  more  and 
more  Federal  programs  are  proposed  to  do 
things  that  we  ourselves  should,  can,  and 
want  to  do,  we  are  hampered  in  our  efforts 
and  have  less  and  less  money  with  which 
to  accomplish  these  ends. 

“In  Nebraska  we  recognize  two  classes 
of  the  over  age  65  gi’oup,  which  is  quite 
apparently  not  done  in  H.R.  4700.  This  bill 
seems  to  conclude  that  all  citizens  over  age 
65  are  indigent.  There  are  many,  many 
over  age  65  people  in  Nebraska  who  are 
able  to  care  for  themselves,  both  physically 
and  financially.  Approximately  10  per 
cent  of  our  population  are  over  age  65.  The 
number  of  these  people  who  are  dependent 
on  society  for  their  food,  clothing,  housing, 
and  medical  care  is  unknown,  and  would 
require  detailed  survey  to  establish.  It 
would  seem  fair  to  assume  that  the  number 
is  comparatively  small.  We  arrive  at  this 
conclusion  because  of  many  factors.  Blue 
Cross-Blue  Shield  repoids  that  during  1958 
they  paid  out  approximately  $700,000  to 
12,000  to  14,000  people  over  age  65  on  pol- 
icies for  medical  and  hospital  care.  This  is 
only  one  company.  We  maj'  reasonably  as- 
sume that  the  total  number  handled  by  all 
of  the  insurance  companies  in  Nebraska 
writing  this  type  of  insurance  must  cover 
and  protect  a considerable  segment  of  this 
age  group.  It  would  appear  ridiculous  to 
set  up  a program  of  Government  aid  for 
this  type  of  individual.  State  records  indi- 
cate that  there  are  approximately  15,700 
individuals  over  age  65  on  old-age  assist- 
ance. This  is  the  gi’oup  that  presents  our 
problem,  but  it  is  in  no  way  touched  by  the 
Forand  influence. 

“What  are  we  doing  about  these  citizens? 
Certainly  we  are  doing  things.  We  would 
like  to  point  out  some  of  these  progi'ams 
in  Nebraska. 

“At  the  present  time  we  have  three  units 
now  in  operation  for  domiciliary  care  for 
the  aged.  These  units  are  conversions  of 
hospitals  where  new  hospital  facilities  have 
been  erected.  Patients  in  these  units  have 
close  proximity  to  medical  care  as  well  as 
hospitalization. 

“A  law  passed  in  the  last  session  of  the 
Nebraska  Legislature  which  makes  it  pos- 
sible to  permit  the  expenditure  of  inherit- 
ance tax  funds  for  the  relief  of  incapaci- 
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tated  or  indigent  persons  through  the  con- 
struction of  convalescent  or  geriatric  units. 

“One  of  the  more  important  facets  of 
the  care  of  the  aged  is,  of  course,  the  physi- 
cian’s care.  What  has  Nebraska  done  about 
this  problem?  At  the  1958  annual  session 
meeting  of  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association,  the  Ne- 
braska Blue  Shield  was  directed  to  formu- 
late a policy  to  cover  the  needs  of  the  over 
age  65  group.  This  was  to  be  done  in  co- 
operation with  Blue  Cross  to  provide  hos- 
pitalization. Such  a plan  was  to  provide 
service  at  a reduced  cost.  The  plan  is  now 
in  operation.  Each  member  may  receive  60 
days  per  year  hospital  care;  60  days  per 
year  in-hospital  medical  care,  plus  service 
benefits  for  surgical  procedures.  And  the 
cost  is  only  $7  per  month. 

“The  hospitals  in  Nebraska  are  doing 
their  part  in  this  program.  It  is  a well- 
recognized  part  of  the  reason  for  existence 
for  all  hospitals  that  a portion  of  their 
budget  should  provide  for  care  for  the  in- 
digent. This  is  traditional,  especially  so 
of  church-sponsored  hospitals.  A check  of 
the  three  major  hospitals  in  Lincoln,  our 
capital  city,  and  a reasonably  prosperous 
community  of  130,000  people,  indicates  that 
these  hospitals  provide  as  a part  of  their 
regular  operating  budget  a sum  of  approx- 
imately $60,000  per  year  for  care  of  the 
indigent.  Passage  of  the  Forand  bill  prob- 
ably would  not  change  nor  take  away  this 
operational  objective  of  these  hospitals.  A 
check  of  a number  of  Nebraska  hospitals 
indicates  that  this  same  service  rendered 
over  the  State  is  considerable. 

“Housing  plans  well  distributed  over  the 
State  are  going  into  operation,  part  of 
which  falls  into  the  low-cost  category  for 
the  benefit  of  our  elderly  citizens. 

“The  Committee  on  Aging  of  the  Nebras- 
ka State  Medical  Association  is  cognizant 
of  this  problem  and  its  many  facets,  and 
total  effort  is  being  expended  toward  re- 
solving these  difficulties  into  a smoothly 
operating  program. 

“We  may  conclude  that  Nebraska  is  mak- 
ing a well-unified  effort  to  give  proper  care 
to  our  citizens.  H.R.  4700  known  as  the 
Forand  bill,  would  add  nothing  to  our  ef- 
forts. In  fact,  it  would  interfere  with  our 
progress  and  eliminate  a part  of  our  present 
effort.” 


Medicare  in  Operation 

REPORT  ON  MEDICARE 
NEBRASKA  MEDICAL  SERVICE 
FISCAL  AGENT 

November  17,  1959 


Period  Total  Total  Average  Cost 

Covered  Cases  Paid  Amount  Paid  Per  Case 

12-7-56  thru 

12-31-57  4,787  $ 316,324.63  $66.08 

1-1-58  thru 

12-31-58 6,883  489,886.12  71.17 

1-1-59  thru 

10-31-59  4,308  304,205.09  70.61 


Totals 15,978  $1,110,415.84  $69.50 


Over  a million  dollars  paid  to  Nebraska 
Physicians  in  less  than  3 years. 

Medicine  in  the  News 

From  the  Omaha  True  Voice — 

A doctor,  pharmacist,  dietitian,  hospital 
administrator.  X-ray  technician,  medical 
record  librarian,  physical  therapist,  medi- 
cal technologist  and  several  nurses  were  on 
a committee  which  planned  a hospital  ca- 
reers day  held  at  Omaha’s  St.  Catherine’s 
Hospital  in  November.  The  day  was  planned 
to  stimulate  interest  in  fields  where  a short- 
age of  trained  personnel  exists.  High  school 
juniors  and  seniors  and  college  students  in 
the  area  were  invited  to  attend. 

From  the  Lincoln  Star — 

“Blue  Shield  is  the  continuing  answer 
to  a continuing  problem.” 

These  were  the  words  of  Dr.  Frank  L. 
Feierabend,  Kansas  City  physician  and  na- 
tional president  of  the  Blue  Shield  Medical 
Care  Plans,  as  he  spoke  at  the  joint  Lan- 
caster County  Medical  Society  and  Nebraska 
Blue  Cross-Blue  Shield  dinner. 

Dr.  Feierabend  said  the  medical  profes- 
sion is  faced  with  the  problem  of  supplying 
good  medical  care  at  a reasonable  cost  and 
the  aim  of  Blue  Shield  is  to  provide  people 
with  good  medical  care  at  a cost  they  can 
afford. 

It  was  pointed  out  by  Dr.  Feierabend  that 
out  of  the  175,000,000  population  in  the 
United  States,  a total  of  125,000,000  own 
some  type  of  medical  or  accident  plan.  “This 
shows  that  this  is  the  way  they  want  to  do 
it,”  he  said. 

The  greatest  complaint  of  many  physi- 
cians, according  to  Dr.  Feierabend,  is  that 
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with  Blue  Shield  there  is  always  a third 
party  involved,  namely  the  insurance  com- 
pany. He  said,  “the  medical  profession  can 
exercise  an  element  of  restraint  on  Blue 
Shield  and  it  is  their  responsibility  to  see 
that  it  works.” 

From  the  Alliance  Herald — 

A Health  Fair,  service  project  of  the  pre- 
medical students  of  Chadron  State  Teach- 
ers College,  was  held  on  the  campus  in 
November. 

The  fair  was  sponsored  by  the  Cancer 
Fund  with  the  aid  of  the  local  county  med- 
ical society,  dental  society.  State  Safety  Pa- 
trol, and  Heart  Fund,  and  was  open  to  all 
interested  persons. 

From  the  Norfolk  News — 

Dr.  Walter  M.  Gysin,  clinical  director  at 
the  Norfolk  State  Hospital  presented  a dis- 
cussion on  the  subject,  “Evaluation  of  Sui- 
cide Risks,”  as  a part  of  a one-day  course 
in  Neurology  and  Psychiatry  at  the  Nebras- 
ka Psychiatric  Institute  in  November.  The 
course  was  designed  to  deal  with  problems 
common  to  the  daily  practice  of  general 
medicine. 

From  the  Omaha  World-Herald — 

The  Omaha  Home  for  Boys  is  to  receive 
a bequest  of  about  340  thousand  dollars, 
bulk  of  the  estate  of  Katherine  Sumney. 

iMrs.  Sumney  passed  away  in  1958.  She 
was  the  widow  of  Dr.  H.  C.  Sumney,  long- 
time Omaha  physician  and  surgeon  who 
died  in  1935. 

From  the  Omaha  World-Herald — 

A hearing  before  the  State  Health  Direc- 
tor for  Dr.  Harry  G.  Williams,  Omaha  phy- 
sician, was  held  in  December. 

Doctor  Williams,  convicted  in  Federal  Dis- 
trict Court  of  illegal  sale  of  drugs  (not 
narcotics),  was  ordered  to  show  cause  to 
Dr.  E.  A.  Rogers,  Health  Director,  why  his 
license  to  practice  should  not  be  revoked. 

From  the  Omaha  World-Herald — 

St.  Catherine’s  Hospital  at  its  meeting  in 
November,  honored  nine  doctors,  each  of 
whom  has  served  on  the  hospital  staff  40 
years  or  more. 

They  are  Drs.  T.  D.  Boler,  E.  A.  Connolly, 


N.  J.  Everitt,  M.  E.  Grier,  James  Kelly,  Sr., 
J.  R.  Kleyla,  Willard  Quigley,  Fred  Schwert- 
ley  and  H.  T.  Sullivan. 

From  the  Aurora  News-Register 

A group  of  local  business  people  and 
friends  of  the  Hampton  community  gathered 
in  the  reception  room  of  the  office  of  Dr.  0. 
IM.  Troester  during  the  last  week  in  October 
for  a surprise  celebration  honoring  him  on 
his  70th  birthday  anniversary. 

The  guests  presented  him  with  a group 
gift. 

Dr.  Troester  has  been  in  practice  in 
Hampton  for  the  past  forty  years  and  is  still 
actively  engaged  in  the  practice  of  medicine. 

From  the  Scottsbiuff  Star-Herald — 

The  board  of  trustees  of  West  Nebraska 
General  Hospital  have  decided  to  proceed 
with  a plan  to  construct  a entirely  new  hos- 
pital facility  to  replace  the  present  struc- 
ture. The  plan  took  the  form  of  a medical 
center  of  which  the  general  hospital  would 
be  the  core. 

Construction  of  the  general  hospital  unit 
would  be  the  first  goal  and  would  entail  ex- 
penditure of  approximately  $1,784,000. 

An  application  for  federal  hospital  con- 
struction funds  under  the  Hill-Burton  Act 
will  be  processed  soon. 

It  was  recommended  that  an  option  be  se- 
cured on  a site  of  at  least  18  acres.  Pur- 
chase of  the  site  is  contigent  on  approval  of 
the  project  by  state  and  federal  agencies 
which  administer  Hill-Burton  funds,  trust- 
ees pointed  out. 

If  the  medical  center  conception  is  devel- 
oped as  tentatively  planned,  other  buildings 
would  also  be  constructed. 

From  the  Broken  Bow  Chief — 

A long-time  doctor  in  the  Sargent  com- 
munity has  moved  to  Hastings  to  assume  a 
position  at  the  Nebraska  State  Mental  hos- 
pital. 

He  is  Dr.  S.  ^McDaniel  who  has  prac- 
ticed in  the  Sargent  area  for  the  past  22 
years.  He  will  take  over  his  new  job  on 
January  1.  Doctor  McDaniel  will  be  in 
charge  of  the  geriatrics  section  at  the  hos- 
pital, caring  for  the  medical  needs  of  the 
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elderly  people  who  are  confined  in  the  hos- 
pital. 

He  closed  his  office  in  Sargent  on  Decem- 
ber 15. 

From  the  Osceola  Record — 

Dr.  C.  W.  Jeffrey,  well  known  physician 
and  philanthropist  of  Rawlins,  Wyoming, 
has  sponsored  the  entire  project  of  the  sculp- 
turing of  the  world’s  largest  bronze  head  of 
Abraham  Lincoln,  including  all  costs  in- 
volved, and  was  present  at  the  unveiling 
ceremonies  held  at  Laramie,  Wyoming,  in 
October. 

This  bronze  head,  sculptured  by  Professor 
Robert  I.  Russin  of  Laramie,  was  placed  at 
the  very  highest  point  of  U.S.  Highway  30, 
9,000  feet  above  sea  level  and  about  10  miles 
southeast  of  Laramie. 

The  121/2-foot  high  bust  will  rest  on  top 
of  a 30-foot  native  granite  stone  base  facing 
south  and  serve  as  the  focal  spot  in  a new 
roadside  park. 

A plaque  will  be  placed  near  the  base  of 
the  statue  with  Dr.  C.  W.  Jeffrey’s  name, 
Rawlins,  Wyoming,  and  the  Doctor’s  profile 
on  it. 

From  the  Lincoln  Journal — 

The  University  of  Nebraska  College  of 
Medicine’s  annual  grant  should  be  about 
$30,000  this  year  from  the  National  Fund 
for  Medical  Education. 

This  estimate  was  made  as  the  Massachu- 
setts Mutual  Life  Insurance  Company’s  di- 
rectors announced  the  company’s  contribu- 
tion to  the  National  Fund  would  be  increased 
to  $10,000  this  year,  or  $2,500  more  than 
in  1958. 

Massachusetts  Mutual  is  one  of  the  nu- 
merous corporations  contributing  to  the  Na- 
tional Fund.  The  University  of  Nebraska 
College  of  Medicine  and  82  other  medical 
schools  share  in  the  grants. 

From  the  Minatare  Free-Press — 

Dr.  Gordon  H.  Clark,  former  resident  of 
Minatare,  died  in  an  airplane  accident  in 
November  near  Beirut.  He  was  a passen- 
ger in  an  Afghanistan  Ariana  Airways 
plane  that  was  taking  off  from  Beirut  for 
Kabul. 

Dr.  Clark,  with  his  parents,  Mr.  and  Mrs. 


Harry  Clark,  left  Minatare  when  a small 
boy  when  the  family  moved  to  California  to 
make  their  home. 

From  the  Lyons  Mirror-Sun — 

The  appointment  of  Dr.  William  C.  Keet- 
tel  as  head  of  the  department  of  obstetrics 
and  gynecology  at  the  University  of  Iowa 
college  of  medicine  was  approved  recently 
by  the  Iowa  board  of  regents. 

A member  of  the  obstetrics  and  gynecol- 
ogy faculty  at  State  University  of  Iowa  since 
1946,  and  professor  in  the  department  since 
1953,  Dr.  Keettel  succeeds  Dr.  John  A.  Ran- 
dall, who  died  last  April. 

Dr.  Keettel  has  served  as  acting  head  of 
the  department  since  Dr.  Randall’s  death. 
He  had  served  as  chairman  of  the  college  of 
medicine’s  postgraduate  education  commit- 
tee for  several  years  prior  to  last  summer 
when  he  resigned  the  chairmanship  due  to 
pressure  of  his  other  duties. 

A native  of  Lyons,  Nebraska,  Dr.  Keettel 
received  his  bachelor  of  arts  degree  from  the 
University  of  Nebraska  in  1932.  He  re- 
ceived his  bachelor  of  science  and  doctor  of 
medicine  degrees  from  the  same  institution 
in  1936. 

Dr.  Keettel  is  the  son  of  Mrs.  W.  C.  Keet- 
tel and  the  late  Dr.  Keettel  of  Lyons,  and 
graduated  from  Lyons  high  school. 

Omaha  Doctor  Will  Head  American  Heart 
Association  of  Blood  Banks — 

An  Omahan,  Dr.  John  R.  Schenken,  has 
been  named  president-elect  of  the  largest 
blood  banking  group  in  the  world. 

Dr.  Schenken,  Professor  and  Chairman 
of  the  Department  of  Pathology  and  Direc- 
tor of  the  School  of  Medical  Technologists 
at  the  University  of  Nebraska  College  of 
Medicine,  will  head  the  American  Associa- 
tion of  Blood  Banks  this  coming  November. 

This  association,  representing  625  institu- 
tional blood  banks,  is  composed  of  2500 
members  in  all  professions  relating  to  blood 
banking,  including  physicians,  nurses,  law- 
yers, technologists  and  others. 

Last  year,  the  members  of  this  organiza- 
tion were  responsible  for  the  bottling  and 
processing  of  21/2  million  of  the  41/2  million 
units  of  blood  used  in  the  United  States. 

Three  major  projects  have  been  undertak- 
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en  since  the  organization  \vas  formed  12 
years  ago.  The  fii*st,  just  recently  complet- 
ed, Avas  the  publishing  of  a manual  in  which 
the  minimum  standards  necessary  for  a 
blood  transfusion  service  were  given.  The 
second,  presently  underway,  is  the  develop- 
ment of  a national  accreditation  progi’am 
which  will  allow  the  inspection  and  certifi- 
cation of  operating  blood  banks.  The  third 
project  is  the  enlargement  of  its  clearing 
house  system  for  replacing  blood  used  in 
blood  banks  throughout  the  nation.  A to- 
tal of  259,288  blood  units  were  cleared  in 
1958.  “We  think  we  can  increase  that  num- 
ber,” says  Dr.  Schenken. 

The  organization,  which  recognizes  the 
need  for  more  blood  banking  due  to  the  in- 
creasing complications  and  advances  in  mod- 
ern surgery,  has  doubled  its  membership  in 
the  last  18  months. 

According  to  Dr.  Schenken,  an  official 
publication,  a scientific  journal  on  the  sub- 
ject of  blood  banking,  is  now  on  the  agenda 
for  the  national  association. 

Mayor  of  Norfolk  Accepts  Verges  Park- 
Property  for  City — 

Well  back  in  last  century,  the  Verges  fam- 
ily acquired  a piece  of  land  in  the  edge  of 
Norfolk.  Doctor  C.  J.  Verges  had  trans- 
formed this  into  a park,  as  time  went  past. 
On  the  seventh  of  December,  Doctor  Verges 
handed  a deed  for  this  park-property,  to 
IMayor  Warren  Cook  of  Norfolk,  comment- 
ing that  he  couldn’t  look  after  it  any  more 
and  that  he  wanted  the  “kids  to  have  fun 
there.”  As  he  handed  over  the  deed,  indi- 
cating that  he  and  i\Irs.  \"erges  were  giving 
the  park  to  the  city,  he  said  “I  hope  the  city 
will  always  maintain  this  park  for  the 
health  and  recreation  of  the  city’s  young- 
sters. I hope  the  mothers  will  tell  their  chil- 
dren to  keep  it  orderly  and  clean,  and  to  re- 
spect it  as  the  city’s  property.  (From  Nor- 
folk Daily  Neivs,  Dec.  8,  1959). 


Human  Interest  Tales 

Dr.  G.  A.  Kuehn,  Hastings,  has  been  elect- 
ed president  of  the  Adams  County  Medical 
Society  for  the  coming  year. 

Dr.  John  R.  Schenken,  Omaha,  has  been 
named  president-elect  of  the  American  As- 
sociation of  Blood  Banks. 

Dr.  R.  L.  Tollefson,  Wausa,  has  been  re- 


elected president  of  the  medical  staff  of  St. 
Joseph  hospital  at  Osmond. 

Dr.  Dean  ^McGrath,  Grand  Island,  was  the 
featured  speaker  at  a regular  meeting  of  the 
Cosmopolitan  Club  in  Grand  Island. 

Dr.  S.  L.  Larson,  Superior,  has  recovered 
from  a recent  illness  and  plans  to  return  to 
his  practice  at  an  early  date. 

The  members  of  the  staff  of  Dodge  Coun- 
ty Community  Hospital  were  guests  of  the 
Hormel  Company  in  November. 

Dr.  Donald  Bucholz,  Omaha,  has  been 
elected  president  of  the  medical  staff  at 
Methodist  Hospital. 

Dr.  Dale  H.  Davies,  Fremont,  presented  a 
program  on  radiology-  at  the  Fremont  Nurses 
Association  meeting  in  November. 

Dr.  R.  J.  Lynn,  Central  City,  has  closed 
his  office  in  this  city  and  has  moved  to  Big 
Fork,  Minnesota. 

Dr.  R.  L.  Cassel,  Fairbury,  spoke  on 
health  at  a recent  meeting  of  the  American 
Home  Department  of  the  Fairburv  Woman’s 
Club. 

Dr.  G.  Paul  Charlton,  Hastings,  discussed 
the  subject  of  hypnosis  at  a November  meet- 
ing of  the  Licensed  Practical  Nurses  of  Dis- 
trict One  held  in  that  city. 

Drs.  James  W.  Benjamin  and  Richard  E. 
Egan,  Omaha,  each  received  awards  of  $1250 
for  cancer  research  from  the  Veterans  of 
Foreign  Wars  state  Auxiliary. 

Mrs.  J.  E.  Meyer  and  Mi*s.  R.  J.  Lemke, 
Columbus,  were  hostesses  to  the  Platte  Coun- 
ty Medical  Auxiliaiy  meeting  held  in  No- 
vember. 

Dr.  A.  H.  Holm,  Wolbach,  observed  his 
85th  birthday  in  early  November.  A dinner 
was  held  at  the  home  of  Dr.  Holm  in  honor 
of  the  occasion. 

Dr.  Gordon  E.  Gibbs,  Omaha,  was  a guest 
speaker  at  a November  meeting  of  the  Pre- 
school Mothei-s’  Club  at  the  First  Christian 
church  in  Omaha. 

^Members  of  the  Tri-County  iMedical  So- 
ciety Auxiliary  met  in  November  for  a 
luncheon  at  the  home  of  !Mrs.  Harry  Jake- 
man  of  Fremont. 

Dr.  Guy  R.  Taylor,  Hebron,  has  received  a 
silver  lapel  badge  in  recognition  of  15  years 
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of  service  as  a medical  advisor  to  the  Selec- 
tive Service  Board  of  Thayer  County. 

Dr.  W.  C.  Bartlett,  Alma,  has  received  a 
certificate  of  appreciation  and  lapel  pin  in 
recognition  of  15  years  service  to  the  Selec- 
tive Service  Board  of  Harlan  County. 

Dr.  and  Mrs.  H.  E.  Moore,  Sutherland, 
attended  the  November  meeting  of  the  Amer- 
ican Fracture  Association  held  in  New  Or- 
leans. 

Mrs.  Michael  Crofoot,  Omaha,  is  the  new 
president  of  the  Omaha  Doctors’  Wives; 
Mrs.  Willis  D.  Wright,  is  vice  president; 
Mrs.  Leo  T.  Heywood,  secretary,  and  Mrs. 
Wilbur  A.  Muehlig,  treasurer. 

Dr.  Robert  Ziegler,  North  Platte,  was  a 
guest  speaker  at  a recent  meeting  of  the 
registered  nurses  and  licensed  practical 
nurses  of  St.  Mary’s  Hospital  in  North 
Platte. 

Dr.  Paul  Reed,  Omaha,  was  guest  speak- 
er at  the  Four-County  Medical  Society,  at 
Ord,  in  October.  Doctor  and  Mrs.  C.  J. 
Miller  were  hosts  for  the  meeting.  Fourteen 
doctors  and  their  wives  were  present. 

Dr.  Thomas  L.  Willmon,  medical  and  re- 
search director  of  the  National  Multiple 
Sclerosis  Society,  addressed  the  medical  stu- 
dents of  the  Creighton  University  School  of 
Medicine  and  University  of  Nebraska  Col- 
lege of  Medicine  in  November. 

At  the  annual  meeting  of  the  Board  of  Di- 
rectors of  the  Mississippi  Valley  Medical  So- 
ciety, held  on  November  22,  1959,  the  fol- 
lowing Nebraska  Doctors  were  elected  to  the 
offices  indicated ; Dr.  Clyde  L.  Kleager,  Vice 
President  for  Nebraska;  Doctors  E.  E. 
Koebbe  and  George  W.  Covey,  of  Columbus 
and  Lincoln,  respectively,  members  of  the 
Board  of  Directors. 


News  and  Views 

Foundation  to  Back  Respiratory  Studies — 

A non-profit  foundation  to  finance  studies 
of  diseases  of  the  respiratory  tract  has  been 
formed  in  Omaha. 

Incorporation  papers  for  Respiratory  Re- 
search Foundation  were  filed  with  the  Sec- 
retary of  State  in  Lincoln  recently. 

Dr.  James  J.  O’Neil,  Omaha  otolaryngolo- 
gist, is  director  of  the  foundation. 


Army  Campaigns  Against  Respiratory 
Disease — 

According  to  a release  from  the  Depart- 
ment of  the  Army,  a new  vaccine  will  soon 
be  given  to  each  new  recruit,  in  the  hope  of 
reducing  the  number  and  severity  of  upper 
respiratory  infections.  Such  infections  af- 
flict about  80  per  cent  of  new  recruits  dur- 
ing the  winter  months,  and  from  5 to  10  per 
cent  of  adeno-virus  infections  in  these  men 
develop  into  a mild  pneumonia.  This  leads 
to  much  loss  of  time  and  efficiency,  if  not 
to  increased  mortality.  The  new  vaccine  is 
an  “adeno-virus”  vaccine.  Tests  have  shown 
this  vaccine  to  protect  a large  percentage  of 
those  who  receive  it.  Of  the  16  different 
types  of  adeno-virus  strains  isolated  since 
1954,  types  4 and  7 are  of  major  importance 
among  recruits,  and  it  is  to  these  that  the 
proposed  vaccination  is  directed. 

Nebraska  Division  American  Cancer 
Society  Elects — 

The  following  new  officers  and  Board 
members  of  the  Nebraska  Division,  Ameri- 
can Cancer  Society,  have  been  elected : 

President — Dr.  Abe  Greenberg,  Omaha 

Chairman  of  Board — Mr.  Joseph  0.  Bur- 
ger, Omaha 

1st  Vice  President — Dr.  Harry  H.  Mc- 
Carthy, Omaha 

2nd  Vice  President — Mrs.  Robert  Ammon, 
Lincoln 

Secretary — Dr.  Donald  T.  Waggoner,  Lin- 
coln 

Treasurer — Mr.  John  Sperry,  Omaha 
More  About  Abortions — 

In  The  Physician’s  Legal  Brief,  Vol.  1,  No. 
7,  Sept.  1959,  the  views  of  Doctor  Alan  F. 
Guttmacher  (see  Nebraska  M.  J.  44:429, 
September  1959)  and  lawyer  Emanuel  Hayt 
are  contrasted.  Mr.  Hayt  is  counsel  for  the 
Hospital  Association  of  New  York  State  and 
the  Greater  New  York  Hospital  Association, 
while  Doctor  Guttmacher  is  Director  of  the 
Department  of  Obstetrics  and  Gynecology  at 
New  York’s  Mt.  Sinai  Hospital. 

Doctor  Guttmacher  maintained  that  90 
per  cent  of  the  therapeutic  abortions  per- 
formed at  Mt.  Sinai  Hospital  over  a period 
of  six  years  were  illegal  by  the  strictest  in- 
terpretation of  the  law.  On  the  other  hand, 
believes  that  the  physicians  connected  with  a 
reputable  hospital  are  not  breaking  the  law 
when  they  have  decided  that  an  abortion  is 
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necessary  to  save  or  preserve  life,  and  that 
they  are  “entitled  to  that  presumption  until 
the  contrary  is  proven  by  a jury.” 

In  presenting  his  belief,  Mr.  Hayt  gives 
the  following  quick  summary  of  the  atti- 
tude of  the  laws  in  the  various  states : 

“Thirty-one  states  permit  abortions  either 
to  ‘save’  or  ‘preserve’  the  life  of  the  woman. 
Seven  additional  states  sanction  the  opera- 
tion if  medically  advised.  Five  states  refuse 
to  recognize  any  exception  to  the  law  against 
abortions,  even  to  save  life.  In  about  twen- 
ty states,  a physician  may  be  guilty  of  the 
crime  of  abortion  even  though  the  woman 
was  not  pregnant,  so  long  as  there  was  ‘in- 
tent’ to  commit  the  act.” 

The  A.M.A.  Legal  Department  advises, 
in  this  sam.e  issue,  that  any  physician  per- 
forming a therapeutic  abortion  protect  him- 
self by  securing  a statement,  signed  by  him- 
self and  two  other  physicians  declaring  the 
operation  to  be  “medically  necessary.” 

Buy  Your  Own  Ticket  — Or  Get  a 
“Free”  Kide?— 

Three  different  views  on  governmental 
control  of  medicine  were  presented  at  the 
Thursday  morning  session  of  the  1959  Pub- 
lic Relations  Institute,  A.M.A.,  “Buy  Your 
Own  Ticket — or  Get  a ‘Free’  Ride?” 

A German,  a Canadian  and  an  American 
summarized  the  dangers  of  socialized  medi- 
cine on  the  basis  of  their  individual  back- 
grounds. 

The  speakers  were  Rolf  Schlogell,  M.D., 
of  Cologne,  Germany,  Secretary-General  of 
the  Organization  of  German  Doctors  En- 
gaged in  Health  Insurance;  B.  E.  Freamo, 
Toronto,  Assistant  Secretary  (Economics), 
Canadian  Medical  Association,  and  Claude 
Robinson,  Ph.D.,  Princeton,  N.J.,  Chairman 
of  the  Board,  Opinion  Research  Corpora- 
tion. 

Dr.  Percy  Hopkins,  Chicago,  a member 
of  the  A.M.A.  Board  of  Trustees,  moderated 
the  discussion. 

Dr.  Schlogell  warned  that  “We  have  al- 
ready resigned  ourselves  in  too  great  a de- 
gree to  our  fate  by  complying  with  the  com- 
plicated machinery  of  today’s  social  life  in 
surrendering  our  individual  freedoms  in  or- 
der to  guarantee  a frictionless  living  to- 
gether as  a whole. 

“Already  many  of  us,”  he  continued. 


“have  in  this  way  lost  the  ability  to  judge 
whether  or  not  the  abandonment  of  rights 
and  freedoms  is  worth  the  personal  price  we 
pay.” 

The  German  pathologist  devoted  most  of 
his  remarks  to  a critical  analysis  of  govern- 
mental health  seiwices,  which  he  defined  as 
“an  institution  that  grants  protection 
against  disease  to  every  citizen  of  the  coun- 
try, financed  . . . from  the  state  budget.” 

Because  of  the  state’s  position  in  the 
health  insurance  of  a nation.  Dr.  Schlogell 
said,  “it  automatically  loses  its  neutral  po- 
sition as  a mediator  between  groups  or  be- 
tween individuals.” 

Under  government  health  systems,  he 
pointed  out,  “four  freedoms  are  restricted: 

“1.  The  freedom  of  the  patient  to  choose 
the  doctor  in  whom  he  has  confidence. 

“2.  The  freedom  of  the  doctor  to  refuse 
further  treatment  to  the  patient  if  the  con- 
fidence each  has  in  the  other  — the  psycho- 
logical basis  in  the  healing  of  illness  — is 
destroyed. 

“3.  The  freedom  of  the  doctor  to  prac- 
tice his  profession  according  to  the  rules 
of  medical  art  and  science  — free  to  select 
the  suitable  techniques  in  diagnosis  and  ther- 
apy and  to  reject  those  that  are  unnecessaiy 
or  even  detrimental. 

“4.  The  freedom  of  supeiwision  of  the 
doctor  by  professionally  qualified  gi’oups  — 
free  from  authoritative  influence  of  lay- 
men.” 

Mr.  Freamo  described  the  attitudes  of 
Canadian  physicians  to  governmental  medi- 
cal control  by  the  phrase,  “It  can’t  happen 
here.” 

During  the  past  two  years,  however,  “we 
have  had  to  face  reality:  it  can  happen 
here,”  he  said. 

“Governments  have  become  more  fiscally 
irresponsible,”  he  continued.  “They  no 
longer  hesitate  to  implement  a program  just 
because  we  can’t  afford  it.  These  reasons 
suggest  the  possibility  that  governments 
might,  for  reasons  of  political  opportunism 
alone,  implement  a program  of  medical  care 
insurance.” 

In  Canada,  he  said,  a system  of  federal 
government  support  of  hospitals  has  won 
“widescale  public  approval.”  Although  the 
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Canadian  Hospital  Association  “has  gone  on 
record  as  approving  the  plan,”  Freamo  noted 
that  “the  attitude  of  the  medical  profession 
varies  widely.” 

He  urged  against  anything  which  might 
deteriorate  the  quality  of  medical  care  or 
interfere  with  medical  progress. 

“I  cannot  foresee  that  the  art  of  medicine 
can  possibly  be  enhanced  under  the  condi- 
tions which  must  eventually  be  associated 
with  government  control.  Further  progress 
in  the  quality  of  medical  care  is  not  consist- 
ent with  a program  which  must  stress  equal- 
ity of  care.” 

Dr.  Robinson  said  that  since  “change  is 
the  order  of  the  day”  in  American  society, 
the  medical  profession  “should  anticipate 
change  and  lead  it.” 

“The  status-quo  is  yielding  eveiywhere,” 
he  observed. 

The  immediate  goals  of  both  medical  so- 
cieties and  individual  physicians,  in  Dr.  Rob- 
inson’s opinion,  should  be  “to  improve  serv- 
ices and  cut  down  complaints.” 

“Study  the  needs  of  the  people  — then 
meet  them,”  he  urged. 

“Every  doctor  must  understand  the  pub- 
lic view  as  well  as  his  own  view.” 

He  suggested  that  physicians  look  on  the 
struggle  against  socialism  as  basically  “a 
merchandising  problem.” 

“The  key  to  successful  selling  is  to  study 
the  needs  of  the  people,  show  how  your 
product  is  better  than  the  competition’s, 
and  get  your  product  before  the  people. 

“Your  product  is  medical  leadership — the 
doctor-patient  relationship.” 

He  warned  that  “The  competition  in  the 
medical  marketplace  today  is  offering  an  at- 
tractive bill  of  goods.” 

The  principle  competitor,  the  federal  gov- 
ernment, was  described  by  Dr.  Robinson  as 
“a  clever  competitor  — one  that  says  it  will 
give  the  people  something  for  nothing.” 

He  pointed  out  that  the  government  al- 
ready has  prepared  “a  health  package  for 
the  veterans,  a package  for  the  old  people. 
If  they  are  successful  with  the  old  people, 
then  they  will  have  packages  for  infants, 
teenagers,  newly-marrieds,  then  complete 
socialization  of  health  care.” 


The  government,  he  said,  “is  emphasizing 
the  positive  approach  and  is  using  what  we 
call  the  ‘Hard  Sell’  on  the  public.” 

Fifteen  Years  of  Aid  to  Research  on 
Heart  Disease — 

The  Life  Insurance  Medical  Research 
Fund  aided  114  different  heart  research 
programs  in  the  past  year,  according  to  the 
fund’s  annual  report,  issued  recently. 

In  addition,  24  I’esearch  fellows  were  sup- 
ported — promising  young  men  and  women 
who  have  demonstrated  their  interest  and 
ability  in  heart  research. 

Nearly  1.2  million  dollars  were  allocated 
for  these  research  programs  and  fellow- 
ships, Dr.  Francis  R.  Dieuaide,  scientific  di- 
rector, said  in  the  report. 

“Work  on  heart  problems  is  going  for- 
ward today  with  vigor,”  he  said.  “Helpful 
results  appear  in  a steady  stream.  It  is 
wholly  reasonable  to  expect  success  in  gain- 
ing control  of  the  major  types  of  cardiovas- 
cular disease.” 

D]-.  Dieuaide  said  that  during  the  past 
year  investigators  aided  by  the  fund  have 
obtained  new  information  about  hardening 
of  the  arteries,  coronary  artery  disease  and 
high  blood  pressure.  Much  productive  work 
has  also  been  done  on  fundamental  problems 
in  the  functions  of  the  heart  and  blood  ves- 
sels. 

Since  1945,  when  the  fund  was  organized, 
its  entire  resources  have  been  focused  on 
heart  disease,  which  in  its  various  forms 
takes  a larger  toll  of  human  life  than  any 
other  disease.  Thus  far  the  fund  has  award- 
ed a total  of  close  to  12  million  dollars  for 
heart  research  programs  and  fellowships. 
Financial  support  comes  from  a membership 
of  more  than  140  life  insurance  companies 
in  the  United  States  and  Canada. 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  New 
Executive  Director  American  College 
of  Physicians — 

The  Board  of  Regents  of  the  College  an- 
nounces the  appointment  of  Dr.  Edward  C. 
Rosenow,  Jr.,  of  Los  Angeles,  California,  as 
the  Executive  Director  of  the  American  Col- 
lege of  Physicians  to  take  office  on  January 
1,  1960.  He  will  succeed  Mr.  Edward  R. 
Loveland,  F.A.C.P.  (Hon.)  who  is  retiring- 
on  December  31,  1959,  after  nearly  thirty- 
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four  years  of  service  as  the  Executive  Secre- 
tary of  the  College. 

Dr.  Rosenow,  born  in  Chicago  in  1909, 
holds  the  degrees  of  B.A.  (1931)  from 
Carleton  College;  M.D.  (1935)  from  Har- 
vard Medical  School,  and  M.S.  (Med.) 
(1939)  from  the  University  of  Minnesota, 
Mayo  Foundation.  He  practiced  Internal 
Medicine  in  Pasadena  from  1940-1957.  He 
held  an  appointment  as  Clinical  Professor  of 
Medicine  at  the  University  of  Southern  Cali- 
fornia School  of  Medicine.  He  was  a mem- 
ber of  the  attending  staff  of  the  Los  An- 
geles General  Hospital  and  of  Huntington 
Memorial  Hospital  in  Pasadena. 

In  1957  he  accepted  the  Executive  Direc- 
torship of  the  Los  Angeles  County  Medical 
Association,  but  continued  as  Clinical  Pro- 
fessor of  Medicine  at  the  University  of 
Southern  California,  the  University  of  Cali- 
fornia School  of  Medicine  at  Los  Angeles, 
and  the  College  of  Medical  Evangelists. 

Dr.  Rosenow  has  had  special  interest  and 
experience  in  Postgraduate  Medical  Educa- 
tion. He  was  Director  of  the  Medical  Ex- 
tension, University  of  Southern  California 
in  1948;  Chairman  of  the  Postgraduate  Ac- 
tivities Committee  of  the  California  Medical 
Association  from  1949  to  1959  and  Editor- 
in-Chief  of  Audio-Digest  from  its  inception 
in  1954  until  1959. 

He  has  been  an  active  member  of  many 
medical  societies,  including  the  Los  Angeles 
and  California  State  Heart  Associations,  the 
Los  Angeles  Academy  of  Medicine,  the  Sym- 
posium Society  of  Los  Angeles,  the  Ameri- 
can Heart  Association,  the  California  State 
and  American  Societies  of  Internal  Medi- 
cine. He  is  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  has  been  a 
Fellow  of  the  American  College  of  Physi- 
cians since  1942. 

He  has  been  President  of  the  Los  Angeles 
Society  of  Internal  Medicine,  of  the  Los  An- 
geles Heart  Association,  and  of  the  Los  An- 
geles County  Medical  Association.  He  has 
been  a member  of  the  Council  and  Chair- 
man of  the  Postgraduate  Activities  of  the 
California  Medical  Association,  and  has 
served  as  alternate  delegate  to  the  American 
Medical  Association,  and  consultant  to  the 
Medical  and  Related  Facilities  Committee  of 
the  American  Medical  Association.  He  has 
published  a number  of  scientific  papers  and 
has  contributed  frequently  to  the  programs 


of  the  California  Medical  Association’s  Post- 
graduate Institutes. 

Dr.  Rosenow  is  married  and  has  two  chil- 
dren, a son  and  a daughter,  the  latter  a 
fourth-year  student  at  Carleton  College. 

News  From  Nebraska  Heart 
Association 

Ways  to  Expand  Community  Services 
To  Be  Studied  Through  New  AHA  Fund — 

Grants  totaling  approximately  $34,000  to 
help  support  pilot  programs  in  the  field  of 
community  service  and  education  have  been 
allocated  to  six  affiliated  Heart  Associa- 
tions on  a one-year  trial  basis.  The  grants 
were  made  by  the  American  Heart  Associa- 
tion from  a new  community  service  and  de- 
velopment fund.  Supplementary  funds  will 
also  be  provided  in  each  case  by  the  local 
Heart  Association  conducting  the  pilot  pro- 
grams. 

Projects  receiving  support  under  the  new 
grants  include: 

A study  in  present  school  health  educa- 
tion activities  in  Los  Angeles  County ; estab- 
lishment of  a “traveling”  work  evaluation 
unit  in  Virginia,  as  part  of  a statewide  re- 
habilitation program;  expansion  of  a North 
Carolina  program  seeking  methods  through 
which  persons  in  small  communities  can  re- 
ceive the  benefit  of  recent  advances  in  car- 
diovascular medicine ; a pilot  study  in  Balti- 
more to  determine  the  possible  benefits  of 
home  care  as  compared  to  hospital  care  for 
a group  of  cardiac  patients;  a mass  blood- 
typing program  in  Pittsburgh  to  make  it 
easier  to  meet  the  unusual  blood  procure- 
ment needs  of  open  heart  surgery;  a study 
in  Washington  State  to  explore  and  describe 
factors  associated  with  differential  patient 
participation  in  a rheumatic  fever  prophy- 
lactic program. 

The  Nebraska  Heart  Association  support- 
ed its  own  pilot  study  in  Holdrege  to  deter- 
mine the  possible  benefits  to  stroke  patients 
by  a statewide  “traveling”  rehabilitation 
program. 

In  general,  the  aim  of  the  community 
service  studies  by  the  American  Heart  and 
the  Nebraska  Heart  Associations  is  to  as- 
sist in  developing,  coordinating,  and  im- 
proving the  local  facilities  and  services 
available  to  the  physician  foj-  tlie  total  care 
of  his  patients. 
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NHA  Took  Its  First  Major  Step  Into 
Community  Heart  Service  Programs — 

The  Nebraska  Heart  Association  selected 
Phelps  County  in  which  to  test  the  practical- 
ity of  a stroke  rehabilitation  program  in  Ne- 
braska. This  program  established  a short 
course  for  the  stroke  patient  and  his  family 
in  which  they  could  become  more  familiar 
with  the  patient’s  condition  and  possible  re- 
covery. 

This  program  was  co-sponsored  by  the 
Phelps  County  Heart  Council  and  the  County 
Medical  Society  under  the  direction  of  the 
Nebraska  Heart  Association. 

The  rehabilitation  program  consisted  of 
four  hours  instruction.  It  was  divided  in- 
to two  2-hour  sessions  on  alternate  weeks, 
October  29th  and  November  12th  in  Hold- 
rege,  Nebraska. 

The  first  session  under  the  leadership  of 
Dr.  Thaddeus  P.  Krush,  clinical  director, 
community  services  division  of  the  Nebras- 
ka Psychiatric  Institute  in  Omaha,  dealt 
with  the  psychiatric  charge  in  the  stroke  pa- 
tient and  an  explanation  of  this  charge  to 
the  patient’s  family.  Miss  Caroline  Pliska, 
occupational  therapist  at  the  Childrens  Ther- 
apy Center  in  Omaha,  started  the  second 
hour  of  instruction  with  a description  of  her 
work,  and  the  need  and  methods  for  facili- 
tating self-care,  ambulation,  adjustment  to 
home  and  eventual  work  situation. 

The  final  part  of  this  four-hour  course 
saw  Mr.  Bernard  McGahan,  physio-therapist 
at  St.  Francis  Hospital  in  Grand  Island,  give 
the  patient  some  actual  physical  therapy  in- 
struction and  techniques.  MT.  Howard  Lari- 
more,  speech  therapist  at  the  Childrens 
Therapy  Center  in  Omaha,  concluded  the 
program  with  some  “do’s”  and  “don’t”  for 
the  stroke  patient  and  his  family,  and  how 
the  nurse  and  family  should  handle  the  apha- 
siac  individual. 

Tom  Nuss,  promotion  manager  for  KHOL- 
TV,  Holdrege,  and  chairman  of  the  Phelps 
County  Heart  Council  agreed  with  Dr.  H.  A. 
McConahay,  representative  for  the  Phelps 
County  Medical  Society  and  professional 
chairman  of  the  county  Heart  Council  when 
he  said,  “that  the  program  was  a marked 
success  with  the  patient  and  his  family  re- 
ceiving invaluable  benefits  from  the  sessions, 
and  with  the  hope  that  this  progi-am  may 
be  expanded  into  other  areas  of  the  state.” 


Memorial  Contributions  to  Heart — 

Memorial  contributions  to  the  Nebraska 
Heart  Association  took  a sharp  up  turn  for 
the  month  of  November  with  $1,863.25  be- 
ing reported  as  compared  to  $635.83  last 
month.  Total  contributions  from  July  1st  to 
the  end  of  November  showed  an  increase  of 
$1,107.58  over  the  same  period  a year  ago. 

Counties  participating  in  the  Association’s 
memorial  plan  were  again  led  by  Douglas 
County  reporting  $768.50,  Adams  County 
reported  $242.25  and  Lancaster  holding  to 
third  place  for  another  month  with  $176.50. 
Other  counties  contributing  Heart  memori- 
als included  Banner,  Box  Butte,  Buffalo, 
Cass,  Dodge,  Fillmore,  Gage,  Garfield,  Hall, 
Holt,  Kearney,  Knox,  Otoe,  Platte,  Scotts 
Bluff  and  Thayer. 


News  From  Our  Medical  Schools 

Clinical  Pastoral  Training  Center — 

The  University  of  Nebraska  College  of 
Medicine  has  been  approved  as  a clinical 
pastoral  training  center  by  the  National 
Lutheran  Council. 

The  certification  came  about  through  a 
six-week  training  course  for  pastors  held 
during  the  summer  of  1959  at  the  University 
Hospital.  Five  Nebraska  ministers  were  en- 
rolled in  the  non-sectarian  course  which  was 
coordinated  by  the  Protestant  Chaplain  at 
the  hospital.  Reverend  Frank  S.  Moyer. 

During  the  training  period,  the  pastors 
studied  the  clergyman’s  relationship  to  the 
hospitalized  parishioner.  This  was  accom- 
plished by  working  closely  with  the  hospital 
staff. 

An  account  of  the  summer  program  re- 
cently appeared  in  the  Journal  of  Medical 
Education.  Written  by  Drs.  Robert  L. 
Grissom,  Thaddeus  P.  Krush  and  Reverend 
Moyer,  the  article  was  titled,  “Some  Experi- 
ments in  Teaching  With  the  Clergy  in  the 
University  of  Nebraska  College  of  Medi- 
cine.” 

According  to  the  article,  the  “functions  of 
physicians  and  ministers  regularly  overlap, 
especially  when  it  comes  to  emotional  prob- 
lems.” With  this  in  mind,  it  is  hoped  that 
the  clinical  program  helped  the  pastors  learn 
how  they  can  best  aid  their  parishioners  in 
approaching  “the  hospital  stay  with  great- 
er confidence.” 
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MEET  SOME  OF  OUR  . 


NEW 


Born  May  29,  1926,  at  Imperial,  Nebraska,  Doctor  Eklgar  M.  Cleaver 
attended  the  Chase  County  High  School  in  Imperial,  and  enrolled  for 
premedical  studies  at  the  University  of  Nebraska.  He  gi’aduated  from 
the  University  of  Nebraska  College  of  Medicine  with  the  degree  Doctor 
of  Medicine  in  June,  1954. 

His  internship  was  seiwed  at  the  Colorado  General  Hospital  after 
which  he  took  a residency  in  Psychiatiy  at  the  Nebraska  Psychiatric 
Institute.  He  is  now  located  at  105  South  49th  Street,  Omaha,  with  a 
specialty  of  Psychiati-y. 

Doctor  Cleaver  is  a member  of  the  American  Medical  Association 
ind  the  American  Psychiatric  Association.  He  is  also  a Naval  Reseiwe 
Officer. 

Doctor  and  Mrs.  Cleaver,  Jeanne,  who  is  a member  of  the  Nebraska 
State  Medical  Auxiliary,  have  two  small  daughters,  Lori,  3,  and  Janet, 
10  months.  Doctor  Cleaver  enjoys  bowling  and  golfing  as  hobbies. 


Doctor  Richard  N.  Todd  was  born  May  15,  1922,  in  Yale,  Oklahoma. 
He  attended  El  Dorado,  Kansas,  public  schools  and  took  premedical 
courses  at  the  University  of  Kansas.  Doctor  Todd  graduated  from  the 
University  of  Kansas  Medical  Center  in  June,  1950. 

His  internship  was  seiwed  at  St.  Luke’s  Hospital  in  Kansas  City, 
Missouri,  1950-1951.  He  completed  a three  year  Radiology  residency 
at  Kansas  University  Medical  Center  in  1954,  after  he  had  practiced 
for  a year  in  Tribune,  Kansas. 

Doctor  Todd  seiwed  in  the  Armed  Forces  as  Lt.  JG  (D)  U.S.N.R. 
in  the  South  Pacific  Theater  in  World  War  II  and  Lt.  (M.C.)  U.S.N.R. 
in  the  Korean  W'ar. 

He  is  a member  of  the  American  College  of  Radiology,  the  Amer- 
ican Medical  Association,  Rocky  Mountain  Radiology  Society,  the  Lan- 
caster County  Medical  Society  and  the  Nebraska  State  Medical  Society. 

Doctor  Todd  is  certified  in  Radiology  by  the  American  Board  of 
Radiology. 

The  doctor  and  Mrs.  Todd,  Marjorie,  have  a son.  Bill,  who  is  8 
yeai’s  old.  Doctor  Todd  lists  grass  mowing  as  his  hobby. 

Doctor  Todd  is  now  located  at  3145  “0”  Street  in  Lincoln. 


A native  of  Omaha,  Nebraska,  Doctor  Charles  G.  Gross  was  born 
January  22,  1932.  He  attended  Weston  High  School  in  Weston,  Ne- 
braska, and  took  premedical  courses  at  Luther  College  in  Wahoo  and 
at  the  Univei-sity  of  Nebraska.  He  received  his  M.D.  degree  fi'om  ihe 
Univereity  of  Nebraska  College  of  Medicine  in  June,  1957. 

His  internship  was  sened  at  the  Immanuel  Hospital,  Omaha,  Ne- 
braska, after  which  he  started  general  practice  in  Cambridge,  Nebraska, 
where  he  is  presently  located. 

Doctor  Gross  and  his  wife,  Lora  Maureen,  have  two  children:  Lora 
Ann,  2V2  yeai’s  old,  and  Thomas  Gene,  10  months  He  enjoys  hunting, 
fishing,  and  photography  as  hobbies. 

Doctor  Gross  is  a member  of  the  American  Academy  of  General 
Practice. 
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MEMBERS 


Nebraska  State  Medical  Association 


A native  of  Holdreg^e,  Nebraska,  Doctor  Robert  C.  Anderson  was 
born  Febi-uary  18,  1932.  He  attended  elementary  school  in  Holdrege 
and  enrolled  at  the  University  of  Nebraska  for  his  premedical  studies. 
He  graduated  with  the  degree  Doctor  of  Medicine  from  the  University 
of  Nebraska  College  of  Medicine  in  June,  1957. 

Doctor  Anderson  interned  at  the  Nebraska  Methodist  Hospital  in 
Omaha,  after  which  he  started  practice  in  Ainsworth,  Nebraska. 

Doctor  and  Mrs.  Anderson,  Mary  Anna,  have  two  small  children: 
Robert  Scott,  27  months,  and  Mark  Thomas,  8 months.  For  hobbies 
Doctor  Anderson  enjoys  stamp  and  coin  collecting  and  ice  fishing.  Mrs. 
Anderson  is  a member  of  the  Nebraska  State  Medical  Auxiliary. 

Doctor  Anderson  is  a member  of  the  Holt  Northwest  County  Med- 
ical Society  and  an  Association  Member  of  the  American  Academy  of 
General  Practice. 


Doctor  Lawrence  W.  Bauer,  a native  of  Cambridge,  Nebraska,  was 
born  October  11,  1916.  He  attended  the  Bartley  High  School  in  Bartley, 
Nebraska,  and  took  premedical  courses  at  Taylor  University  in  Upland, 
Indiana.  He  graduated  from  the  University  of  Nebraska  College  of 
Medicine  with  the  degree  Doctor  of  Medicine  in  June,  1957. 

He  interned  at  the  Clarkson  Memorial  Hospital  in  Omaha  after 
which  he  became  associated  with  the  Kearney  Clinic  in  Kearney,  Ne- 
braska. 

Doctor  Bauer  spent  four  years  in  the  United  States  Navy.  He  is  a 
member  of  the  American  Medical  Association,  local.  State  and  National, 
and  is  an  Associate  Member  of  the  American  Academy  of  General  Prac- 
tice. 

Doctor  and  Mrs.  Bauer,  Maiy  Evelyn,  who  is  a member  of  the  Ne- 
braska State  Medical  Auxiliary,  have  a daughter,  Barbara  Ann,  4 
months  old.  Doctor  Bauer  enjoys  hunting  and  fishing  as  recreation. 

Doctor  and  Mrs.  Bauer  reside  at  3214  First  Avenue,  Kearney,  Ne- 
braska. 


A native  of  Wahoo,  Nebraska,  Doctor  Gordon  F.  Johnson  was 
born  February  4,  1926.  His  elementary  education  was  received  from 
the  Wahoo  public  schools.  He  studied  his  premedical  courses  at  the 
University  of  Nebraska  and  received  his  M.D.  from  the  University  of 
Nebraska  College  of  Medicine  in  1953. 

Doctor  Johnson  interned  at  the  Charles  T.  Miller  Hospital,  St.  Paul, 
Minnesota.  He  took  residencies  in  Internal  Medicine  at  the  University 
of  Nebraska  Hospital  and  in  Radiology  at  the  Veterans  Hospital  in 
Omaha  and  the  University  of  Nebraska  Hospital. 

Doctor  Johnson  is  located  at  728  Doctors  Building  in  Omaha  where 
he  has  been  practicing  for  a period  of  approximately  a year  and  a half. 

He  is  a member  of  the  Omaha-Douglas  County  Medical  Society; 
Nebraska  State  Radiological  Society;  American  College  of  Radiology, 
and  Alpha  Omega  Alpha.  He  served  in  the  U.S.A.A.F.  from  1944-1946. 

Doctor  Johnson  and  his  wife,  Patricia,  reside  at  3278  South  104th 
Avenue  in  Omaha.  He  enjoys  as  his  hobbies  golf,  photography,  and 
Hi-Fi. 
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Announcements 

Interim  Meetin«rs,  House  of  Delegates  and 
Board  of  Councillors — 

On  February  21,  1960,  the  Board  of  Coun- 
cillors, the  Board  of  Trustees,  and  the  Board 
of  Trustees  of  the  Nebraska  Medical  Foun- 
dation will  meet  at  the  Cornhusker  Hotel, 
in  Lincoln.  The  Board  of  Councillors  will 
begin  deliberations  at  10:00  a.m. 

On  February  28,  1960,  the  House  of  Dele- 
gates of  the  N.S.M.A.  will  convene  at  10 :00 
a.m.,  at  the  Cornhusker  Hotel,  in  Lincoln, 
for  its  interim  session. 

Another  Interesting  Meeting  Coming  Up — 

The  American  Academy  of  General  Prac- 
tice will  hold  its  12th  Annual  Sicentific  As- 
sembly March  21-24,  1960,  in  Philadelphia’s 
Convention  Hall. 

Congress  on  Allergy — 

The  16th  Annual  Congress  on  Allergj’,  the 
American  College  of  Allergists,  will  be  held 
March  2,  3,  and  4,  at  the  Americana  Hotel, 
Bal  Harbour,  Miami  Beach,  Florida.  It 
will  be  preceded  by  a three-day  instructional 
course  in  allergy-.  A fee  will  be  charged 
those  attending  the  instructional  course.  Ad- 
ditional information  may  be  obtained  by 
writing  John  D.  Gillespie,  M.D.,  2049  Broad- 
way, Boulder,  Colorado. 

Postgraduate  Assembly  in  San  Antonio,  Texas — 

The  24th  Annual  Session  of  the  Interna- 
tional Medical  Assembly  of  Southwest  Tex- 
as will  be  held  in  San  Antonio,  Texas,  Janu- 
ary 25-27,  1960,  at  the  Hilton  Hotel. 

Those  interested  in  receiving  additional 
information  or  in  registering  may  write  Dr. 
A.  0.  Severance,  President,  or  Mr.  S.  E. 
Cockrell,  Executive  Secretary,  202  West 
French  Place,  San  Antonio  12. 

Omahan  Liaison  Officer  for  City  of  Hope — 

Appointment  of  Dr.  Daniel  M.  Miller,  302 
City  National  Bank  Building,  Omaha,  as  lo- 
cal medical  representative  for  the  City  of 
Hope  National  Medical  Center,  Duarte,  Cali- 
fornia, is  announced  by  Dr.  Paul  L.  Werner, 
Executive  Medical  Director. 

Dr.  Miller  is  authorized  to  act  as  liaison 
between  physicians  in  his  area  and  the  City 
of  Hope  which  accepts,  only  on  proper  med- 
ical referral,  medically  and  economically 


eligible  patients  with  neoplastic,  cardiac, 
hematologic,  thoracic  and  certain  heredi- 
tary diseases. 

The  City  of  Hope,  near  Los  Angeles,  is  a 
free  and  non-sectarian  medical  and  research 
center. 

Medical  Continuation  Courses  To  Be  Presented — 

The  following  medical  continuation  cours- 
es will  be  presented  at  the  Center  for  Con- 
tinuation Study,  University  of  Minnesota,  at 
Minneapolis : 

Januaiy  11-13,  1960 — Ophthalmology'  for 
Specialists 

January  21-23 — Surgery  for  Surgeons 

February  8-10 — Cardiovascular  Diseases 
for  Physicians  and  Specialists 

February  15-19 — Pediatric  Neurology'  for 
Specialists 

February  29-March  2 — Pediatrics  for 
General  Physicians 

March  14-16 — Internal  Medicine  for  In- 
ternists 

A Law-Medicine  Institute  To  Be  Held — 

The  Law-Medicine  Center  of  Western  Re- 
serve University'  in  Cleveland,  Ohio,  will  of- 
fer a two-day  institute  on  “The  Back:  A 
Law-Medicine  Problem  Reappraised.”  This 
institute  will  be  held  February'  12  and  13, 
1960,  at  the  Hatch  Auditorium  of  the  New- 
ton D.  Baker  Building,  on  the  University 
campus.  The  sessions  will  begin  at  9 a.m. 
and  end  at  4 :30  p.m.  The  fee  for  this  insti- 
tute will  be  $25.  A feature  of  the  study  will 
be  two  actual  settlement  negotiations,  a 
whiplash  case  and  a disc  case. 

For  registration  or  information,  contact 
Oliver  Schroeder,  Jr.,  The  Law-Medicine 
Center,  Western  Resei-\'e  University,  Cleve- 
land 6,  Ohio. 

Third  International  Congress  of  Physical 
Medicine — 

The  Third  International  Congi*ess  of 
Physical  Medicine  will  be  held  August  21- 
26,  1960,  at  the  Mayflower  Hotel,  Washing- 
ton, D.C.  Detailed  information  and  a pros- 
pectus may  be  obtained  by  writing  Dorothea 
C.  Augustin,  Executive  Secretary,  Third  In- 
ternational Congress  of  Physical  Medicine, 
30  N.  Michigan  Avenue,  Chicago  2,  111. 
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'Fhree  Awards  Offered — 

The  American  Congress  on  Physical  Med- 
icine and  Rehabilitation  are  sponsoring  the 
Third  Bernard  M.  Baruch  Essay  Award,  and 
the  Seventh  Annual  Essay  Award,  as  well  as 
the  Award  for  the  best  paper  on  “Etiology 
of  Decubitus  Ulcers”  by  the  R.  D.  Grant 
Company  of  Cleveland.  Information  and 
rules  may  be  obtained  by  writing  Walter  J. 
Zeiter,  M.D.,  Secretaiy  General,  Third  In- 
ternational Congress  of  Physical  Medicine, 
30  North  Michigan  Ave.,  Chicago  2. 

International  Academy  of  Proctology 
1959-1960  Award  Contest — 

The  International  Academy  of  Proctology 
announces  its  Annual  Cash  Prize  and  Cer- 
tificate of  Merit  Award  Contest  for  1959- 
1960.  The  best  unpublished  contribution  on 
proctology  or  allied  subjects  will  be  award- 
ed $100.00  and  a Certificate  of  Merit.  The 
winning  contribution  will  be  selected  by  a 
Board  of  impartial  judges,  and  all  decisions 
are  final. 

The  formal  award  of  the  First  Prize,  and 
presentation  of  other  Certificates,  will  be 
made  at  the  Annual  Convention  Dinner 
Dance  of  the  International  Academy  of  Proc- 
tology, April  27th,  1960,  at  the  Americana 
Hotel,  Miami  Beach,  Florida. 

The  International  Academy  of  Proctologj^ 
reserves  the  exclusive  right  to  publish  all 
contributions  in  its  official  publication,  “The 
American  Journal  of  Proctology.”  All  en- 
tries are  limited  to  5,000  words,  must  be 
typewritten  in  English,  and  submitted  in 
five  copies.  All  entries  must  be  received  no 
later  than  the  first  day  of  February,  1960. 
Entries  should  be  addressed  to:  Alfred  J. 
Cantor,  M.D.,  Executive  Officer,  Interna- 
tional Academy  of  Proctology,  147-41  San- 
ford Avenue,  Flushing  55,  New  York. 


Deaths 

Abram  Dansky,  M.D.,  Berkeley,  California. 
Doctor  Dansky  died  October  31,  1959,  of  a 
heart  attack,  in  Berkeley,  California,  at  the 
age  of  39.  He  graduated  from  the  Univer- 
sity of  Nebraska  College  of  Medicine  in 
1945.  A former  Omahan,  Doctor  Dansky 
had  been  practicing  psychiatiy  in  Berkeley 
and  was  on  the  staff  of  the  University  of 
California  at  Berkeley. 

C.  Robert  Holm,  M.D.,  Hastings.  Doctor 
Holm,  46,  died  unexpectedly  November  5, 


1959,  of  a heart  attack.  Born  October  7, 
1913,  Doctor  Holm  graduated  from  the  Uni- 
versity of  Nebraska  College  of  Medicine  in 
1946,  after  which  he  interned  in  Cottage 
Hospital  of  Santa  Barbara,  California;  and 
he  was  associated  also  with  St.  Francis  Hos- 
pital in  Santa  Barbara  for  a time  before  es- 
tablishing his  practice  in  Hastings  in  1951. 

Vernard  Lanphier,  Sr.,  M.D.,  San  Gabriel, 
California.  Doctor  Vernard  Lanphier,  Sr., 
died  at  the  age  of  75,  November  3,  1959,  at 
San  Gabriel,  Calif.  A foimier  Omaha  physi- 
cian, Doctor  Lanphier  was  graduated  from 
the  Creighton  University  School  of  Medi- 
cine in  1908.  He  first  practiced  in  Sutton, 
Nebraska,  and  was  an  Army  medical  officer 
in  World  War  I.  He  returned  to  Omaha  in 
1918  and  practiced  there  until  re-entering 
the  service.  He  moved  to  San  Gabriel  when 
he  retired  in  1947. 

Philip  Romonek,  M.D.,  Beverly  Hills,  Cali- 
fornia. Doctor  Philip  Romonek,  64,  a for- 
mer Omaha  physician,  died  November  9, 
1959,  after  a short  illness.  Doctor  Romonek 
graduated  from  the  Creighton  University 
School  of  Medicine  in  1920,  and  practiced  in 
Omaha  after  taking  graduate  work  in 
Prague  and  Vienna.  He  moved  to  Beverly 
Hills  in  1944. 

Hubert  O.  Bell,  M.D.,  York.  At  the  age  of 
73,  Doctor  Bell  died  November  7,  1959,  at 
York  General  Hospital  after  a long  illness. 
Doctor  Bell  received  his  Doctor  of  Medicine 
degree  from  the  Northwestern  University 
in  1914.  He  served  his  internship  at  St. 
Louis  City  Hospital  after  which  he  started 
practice  at  York.  He  and  his  brother  found- 
ed the  Bell  Clinic  at  York.  Doctor  Bell  re- 
tired from  active  practice  in  1953. 

The  Woman's  Auxiliary 

Lancaster  County  Medical  Auxiliary — 

The  Lancaster  County  Medical  Auxiliary 
began  its  year  with  a Membership  Tea  in 
October,  honoring  the  wives  of  new  Lincoln 
doctors. 

On  November  10,  we  held  a Bridge  Bene- 
fit and  Hobby  Sale  in  the  auditorium  of  one 
of  our  Lincoln  hospitals.  The  proceeds  of 
the  project  will  be  given  to  A.M.E.F.  and 
Nebraska  Medical  Foundation.  We  found 
this  first  try  to  be  rewarding — our  net  earn- 
ings were  great,  our  expenses  very  small  in- 
deed. 
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Less  than  one  week  later,  137  interested 
women  students  attended  the  Paramedical 
Field  Recruitment  Tea  held  in  their  honor. 
We  have  found  this  function  increases  in 
popularity  each  year ; its  purpose  is  to  inter- 
est and  educate  women  in  nursing  and  allied 
medical  fields. 

December  brought  our  annual  Doll  Collec- 
tion to  be  given  to  the  Family  Seiwice  Asso- 
ciation for  proper  distribution  to  the  needy 
throughout  the  area.  This  year  sixty-three 
dolls  will  go  to  wide-eyed  children. 

As  always,  doctors  and  wives  enjoyed 
themselves  at  the  annual  dinner  dance  two 
weeks  before  Christmas.  For  the  past  few 
years,  Lincoln’s  internes,  residents,  and  their 
ladies  have  attended  as  guests  of  the  Lan- 
caster County  iMedical  Association. 

We  now  look  forward  to  a new  year  with 
an  exiciting  new  Auxiliaiy  project  on  the 
agenda. 

MRS.  GEORGE  E.  LEWIS,  JR., 
Publicity  Chairman,  Lancaster 
County  Medical  Auxiliaiy 

Woman’s  Auxiliary  Annual  Fall  Conference — 

The  sixteenth  annual  conference  of  state 
presidents,  presidents  - elect,  national  offi- 
cers and  chairmen  was  held  in  Chicago,  Oc- 
tober 5-7,  at  the  Drake  Hotel. 

“Opportunities  for  Service  to  the  Com- 
munity” was  the  theme  of  this  year’s  pro- 
gram. It  was  carried  out  by  presenting 
plays,  skits,  question  and  answer  panels, 
slides,  films,  and  key  speakers  chosen  from 
all  over  the  United  States. 

The  Auxiliary’s  main  objectives  for  1959- 
60  are:  membership,  care  of  the  aging,  and 
A.M.E.F.  Mr.  Thomas  Hendricks,  Assistant 
to  the  Executive  ^Tce  President,  American 
iMedical  Association,  in  his  greetings,  point- 
ed out  that  medical  service  is  the  product 
we  have  to  sell  through  public  relations.  He 
described  the  A.iM.A.  as  the  arch  and  the 
Auxiliary  as  the  keystone  to  the  arch.  The 
work  of  these  organizations  will  never  be 
finished  because  there  will  always  be  new 
problems. 

In  order  to  sell  our  programs  and  policies 
to  communities  we  first  need  an  active,  ef- 
fective membership.  Mrs.  Charles  Good- 
hand,  first  Vice  President,  conducted  a sim- 
ulated membership  sales  promotion  meeting 
with  regional  sales  managers  reporting  ways 
of  promoting  their  product,  membership. 


Our  President,  i\Irs.  C.  H.  Farrell’s  report 
on  members-at-large  was  received  with  much 
interest. 

In  summarizing  means  of  promotion,  em- 
phasis was  placed  on : making  the  auxiliary 
fit  the  individual;  allowing  the  customer  to 
sell  and  perfoiTn,  and  varying  progi’ams 
from  year  to  year.  We  must  always  remem- 
ber the  customer,  the  individual  doctor’s 
wife,  and  make  sure  the  customer  remem- 
bers the  auxiliary.  Send  reports  of  accom- 
plishments to  members,  potential  membei*s, 
and  the  medical  society. 

The  Ohio  State  Medical  Auxiliaiy  con- 
ducted a very  clever  skit  on  Tuesday,  at  the 
North  Central  membership  breakfast.  They 
represented  the  “Buckeye  Team”  at  the 
“Fall  Kick-off”  with  the  theme,  “Today’s 
plays  for  tomorrow.”  It  was  divided  into 
four  quarters  with  the  officers  as  referees. 
They  had  pep  rallies,  chalk  talks,  and  a 
question  box.  Their  song  was  “Getting  to 
Know  You.”  Chairmen  of  committees  wore 
trade  hats  representing  their  fields  of  inter- 
est. As  each  gi’oup  reported  on  their  activ- 
ities he  added  his  poster  to  a branch  of  the 
buckeye  tree. 

The  North  Central  regional  members  de- 
cided a round  robin  letter,  sent  to  each  state 
president,  would  be  helpful  in  communicat- 
ing new  ideas. 

iMr.  George  Cooley,  Secretary  of  the  Coun- 
cil on  Medical  Service  of  the  A.M.A.,  spoke 
on  the  programs  the  medical  profession  is 
planning  to  meet  the  problem  of  care  for 
the  aging.  Regional  conferences  have  been 
set  up  and  auxiliary  members  urged  to  at- 
tend these,  as  well  as  those  being  held  by 
other  national  gi-oups.  He  recommended 
that  members  participate  as  well  as  be  in- 
formed. Read  the  pamphlet,  “The  New  Era 
of  Aging”  and  distribute  the  one,  “Home 
Service  for  the  Aged.” 

i\Ir.  Cooley  recommended  that  auxiliaries 
work  with  other  local  groups  surveying  the 
needs  of  the  aging  and  how  these  are  being 
met  in  different  communities.  These  facts 
should  be  presented  to  our  congressmen  as 
it  is  essential  for  them  to  be  well  informed 
when  the  hearings  are  conducted  on  the 
Forand  Bill. 

A two-act  play  was  given  on  the  right  and 
wrong  way  to  approach  your  congi’essman. 
Act  I,  “The  Ladies  Louse  It  Up,”  and  Act 
II,  “The  Women  Work  Wonders.” 

The  participants  on  the  A.M.E.F.  panel 
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were  introduced  by  Mrs.  Karl  F.  Ritter,  Na- 
tional A.M.E.F.  Chairman. 

Dr.  John  F.  Sheehan,  dean  of  Stritch 
School  of  Medicine,  Loyola  University,  ex- 
plained how  A.M.E.F.  funds  benefit  medical 
schools : 89  per  cent  used  all  of  their  alloca- 
tion for  salary  support;  4.1  per  cent  used 
part  for  equipment  and  some  for  scholarship 
and  student  aid;  others  used  theirs  for  re- 
search, construction,  curricula  development, 
and  so  forth;  23  per  cent  confined  their  use 
to  two  areas,  while  43  per  cent  mentioned 
three  to  six  uses.  This  points  up  the  value 
of  unrestricted  funds.  He  stressed  the  need 
for  salaries,  as  the  faculty  is  the  backbone 
of  the  medical  school. 

There  is  a decrease  in  the  number  and 
quality  of  candidates  for  medical  schools.  In 
1950-51,  there  were  22,279  applicants,  40 
per  cent  of  whom  were  “A”  students,  43  per 
cent  “B”  students,  and  17  per  cent  “C”  stu- 
dents. In  1958,  the  applicants  number  15,- 
175,  18  per  cent  of  whom  were  “A”  stu- 
dents, 66  per  cent  “B”  students,  and  16  per 
cent  “C”  students.  Tuition  is  up  114  per 
cent  since  1939.  There  are  more  married 
students  with  children,  consequently  there 
is  a greater  need  for  scholarships,  loans,  and 
stipends. 

Dr.  Sheehan  advised  the  auxiliary  not  to 
be  disturbed  by  more  government  subsidies 
to  medical  schools  because  private  corpora- 
titons  and  endowments  could  not  meet  all 
needs.  The  problem  is  to  maintain  a bal- 
ance between  public  and  private  funds  so 
that  private  control  will  not  be  lost.  Private 
schools  set  the  standards  for  tax-supported 
schools. 

Mrs.  James  L.  McCortney,  Eastern  Re- 
gional A.M.E.F.  Chairman,  urged  individual 
responsibility  in  reaching  our  goal  this  year 
of  $175,000.  One  suggestion  was  to  ask 
druggists  to  give  to  A.M.E.F.  instead  of  gifts 
to  doctors  at  Christmas. 

An  A.M.E.F.  trophy  was  presented  to 
Mrs.  Frank  Gasteneau  by  Dr.  George  Lull, 
president  of  A.M.E.F.  It  is  a beautiful  old 
English  silver  tureen.  Mrs.  Gasteneau  re- 
quested that  it  be  given  each  year  to  the 
State  raising  the  most  funds. 

Mrs.  John  Wagner,  Chairman,  moderated 
the  panel  on  Community  Service.  Her  theme 
was  “Service  is  the  rent  we  must  pay  to  live 
in  a desirable  community.” 

Dr.  Hugh  T.  Carmichael,  a member  of  the 
A.M.A.  Mental  Health  Council,  spoke  on 


“Mental  Health — A Positive  Concept.”  Dr. 
Irving  Sunshine,  technical  director  of  the 
Cleveland  Academy  of  Medicine  Poison  In- 
formation Center,  showed  slides  and  de- 
scribed the  work  of  that  office.  These  slides 
are  very  popular  with  P.T.A.  and  church 
groups.  More  are  being  prepared  for  dis- 
tribution and  mimeographed  copies  of  the 
pamphlet  on  poisoning  are  available. 

“Individual  Responsibility”  was  the  key- 
note of  the  speech  given  by  the  Deputy  As- 
sistant Director  of  Women’s  Activities,  Of- 
fice of  Civil  and  Defense  Mobilization. 

On  the  Recruitment  panel,  conducted  by 
Mrs.  Lawrence  A.  Rapee,  Chairman,  atten- 
tion was  called  to  the  program  of  the  Na- 
tional Health  Foundation.  It  offers  to  each 
state  5 scholarships  a year,  of  $500  each, 
for  4 years,  to  students  entering  medicine, 
nursing,  physical  therapy,  occupational 
therapy,  and  medical  social  work.  These 
scholarships  are  given  on  a competitive 
basis. 

The  film,  “I  Am  a Doctor,”  was  shown 
and  is  available  through  the  A.M.A.  for  use 
by  high  school  councilors. 

“A.M.A.  Round  Up”  — a review  of  its 
activities  and  programs  — was  given  by  Dr. 
Ernest  B.  Howard,  Vice  President  of  the 
A.M.x\.  He  outlined  the  program  the 
A.M.A.  is  following  to  combat  the  Forand 
bill  and  urged  that  auxiliaries  work  with 
their  medical  societies  to  carry  out  effective 
legislative  programs. 

He  urged  members  to  participate  wher- 
ever possible  in  the  1960  White  House  Con- 
ference on  Children  and  Youth  to  be  held 
March  27  to  April  2nd. 

A procedures  discussion  was  held  on  by- 
laws, finance,  history,  and  report  forms. 

Miss  Margaret  N.  Wolfe,  executive  Secre- 
tary of  the  Woman’s  Auxiliary,  described 
the  functions  of  the  central  office  and  an- 
nounced that  the  A.M.A.  news  will  be  sent 
to  state  Presidents  and  Presidents-elect.  The 
dates  for  next  fall’s  conference  are  October 
3,  4,  and  5. 

A “get  acquainted  hour”  was  held  Mon- 
day evening  in  the  suite  of  Mrs.  Frank  Gas- 
teneau, President,  and  Mrs.  Wm.  Macker- 
sie.  President-elect. 

The  luncheons  were  highlighted  by  stim- 
ulating speeches  given  by  the  Reverend 
George  S.  Taggart  of  the  First  Presbjd:erian 
Church  of  Anderson,  Indiana,  and  Dr.  John 
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]\I.  Bishop,  former  deputy  Secretary  Gen- 
eral of  the  World  Medical  Association.  Dr. 
Taggart  spoke  on  “An  Honest  Response  to 
Life.”  He  stressed  that  principle  should  not 
give  way  to  expediency  and  that  we  must 
work  for  our  beliefs  in  private  enterprise 
and  private  property. 

Dr.  Bishop’s  talk  on  “The  Medical  Dip- 
lomat” stimulated  one  to  focus  on  the  needs 
of  medical  care  in  the  under  developed  coun- 
tries. He  pointed  out  that  by  improving 
medical  care  and  cutting  down  the  death 
rate  created  another  problem,  that  of  feed- 
ing the  growing  populations.  This  brought 
home  the  close  relationship  between  medi- 
cine and  economics. 

It  was  a real  privilege  to  attend  these 
stimulating  meetings  and  I hope  this  report 
in  some  small  measure  conveys  the  scope 
and  immediacy  of  our  mutual  interests  and 
problems. 

JEAN  WADDELL, 

President-elect. 


Know  Your 
Blue  Shield  Plan 


USE  OR  ABUSE?? 

Your  Plan  receives  many  cases  on  which 
there  is  the  question  of  whether  the  cover- 
age is  being  abused  or  merely  used.  The 
question  is  important  to  the  future  of  medi- 
cine and  prepaid  care.  Your  Plan  receives 
no  subsidies  ...  all  the  money  for  benefits 
paid  must  be  collected  from  the  members 
as  dues.  The  higher  the  dues,  the  fewer  pa- 
tients that  will  have  coverage  . . . perhaps 
the  ones  who  can  least  afford  to  pay  their 
bills. 

In  1958,  Nebraska  Blue  Cross  paid  48,953 
cases.  The  average  cost  per  day  was  $17.40. 
An  extra  day  of  care  for  each  case  would 
have  cost  Blue  Cross  $851,782  for  hospitali- 
zation. Five  dollars  per  day  medical  care 
benefits  (Preferred)  for  those  days  would 
cost  Blue  Shield  $244,765.  An  extra  day  of 
hospitalization  on  each  case  would  cost  more 
than  a million  dollars  . . . and  all  the  money 
for  benefits  paid  must  be  collected  from  the 
members  as  dues. 

Two  hundred  twenty  thousand,  four  hun- 
dred and  ten  Nebraskans  are  covered  by 
Blue  Shield.  The  average  cost  per  hospital- 
ization for  Nebraska  Blue  Cross,  in  1958, 


was  $103.70.  An  extra  case  of  hospitaliza- 
tion for  each  member  would  cost  $22,856,- 
517.  Blue  Shield  Medical  Care  benefits  at 
$5  per  day  for  an  extra  case  per  insured  at 
the  average  stay  of  5.96  days  would  amount 
to  $6,568,218.  So  ...  an  average  hospital 
stay  for  each  member  would  cost  more  than 
$29  million  . . . and  all  the  money  for  bene- 
fits paid  must  be  collected  from  the  members 
as  dues. 

If  each  member  were  hospitalized  un- 
necessarily an  average  stay  each  year  . . . 
it  would  cost  them  $133.50  in  dues.  For  a 
family  of  5,  that  would  amount  to  $667.50 
a year  MORE  in  dues  . . . and  the  money  for 
benefits  paid  must  be  collected  from  the 
members  as  dues. 

Many  sources  contend  that  the  cost  of 
medical  care  and  prepaid  care  has  reached 
the  saturation  point.  Public  hearings  on 
Blue  Cross-Blue  Shield  rate  increases  have 
been  held  in  many  states  . . . with  the  in- 
evitable washing  of  linen  in  public.  And, 
there  is  always  the  contention  that  physi- 
cians are  responsible  for  the  costs  . . . since 
no  patient  is  admitted  to,  or  discharged 
from  a hospital  except  on  the  order  of  a 
physician.  So,  on  the  shoulders  of  the 
physician  rests  the  heavy  burden  of  the  fu- 
ture of  free  medicine  and  voluntary  prepay- 
ment. What  steps  they  take  ...  (1)  Edu- 
cation of  their  patient;  (2)  more  clinical  or 
out-patient  work ; (3)  self-control  only ; (4) 
Utilization  Committees  in  hospitals;  (5) 
and  so  forth,  or  (6)  the  easy  way  of  letting 
government  eventually  regulate  and  con- 
trol ...  is  a matter  to  be  seriously  consid- 
ered by  each  physician  and  by  the  medical 
profession  as  a whole. 

Plato  wai-ned:  “The  penalty  good  men 

pay  for  indifference  to  public  affairs  is  to 
be  ruled  by  evil  men.”  Blue  Cross-Blue 
Shield  are  still  young.  If  their  success  does 
not  continue,  it  will  be  because  of  the  indif- 
ference of  too  many  good  physicians. 

Since  all  the  money  for  benefits  paid  must 
be  collected  from  the  members  as  dues  . . . 
Your  Plan  has  been  scrutinizing  cases  more 
closely,  particularly  the  possibly  diagnostic 
cases.  Hospitalizations  primarily  for  diag- 
nosis are  NOT  covered  by  the  agreements 
and  coverage  for  them  is  not  figured  in  the 
dues  charged. 

Thanks  are  in  order  to  the  many  physi- 
cians who  have  so  conscientiously  answered 
inquiries  sent  to  them  on  the  possibly  diag- 
nostic cases. 
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Medical  Journal 

A NEW  LOOK  AT  DIABETES- 
DETECTION 

Doctor  Samuel  I.  Fuenning  and  his  asso- 
ciates at  the  University  Health  Center  de- 
vised a method  of  rapidly  and  cheaply  sur- 
veying large  groups  of  people  in  search  for 
diabetes  mellitus.  This  method  is  described 
in  this  issue  of  the  Journal  as  used  initially 
during  the  recent  diabetes-detection  week, 
November  15-21,  1959. 

As  will  be  noted  by  the  reader,  this  is  a 
regimen  useful  in  any  situation  where  one 
deals  with  a “captive”  group  of  people.  A 
school  is  one  of  the  best  examples  of  such 
a group,  if  one  excludes  penal  institutions, 
but  many  other  groups  fall  within  this  pur- 
view. It  could  be  used  in  service  clubs, 
churches,  groups  of  children  such  as  various 
“scout”  groups,  Y.M.  and  Y.W.C.A.’s,  and 
others.  As  a matter  of  fact,  as  suggested 
in  the  article  to  which  you  are  referred  for 
details  of  the  method,  it  could  be  sponsored 
or  conducted  by  county  medical  societies. 
The  doctors  in  a given  village  or  area  could 
conduct  such  suiweys  independently  of  their 
county  organizations,  if  they  chose  to  do  so, 
without  endangering  their  ethical  relation- 
ships and  with  a considerable  boost  to  pub- 
lic relations. 

The  method  devised  and  used  at  the  Uni- 
versity can  be  improved  and,  with  minor  al- 
terations, may  be  expected  to  cover  a much 
larger  percentage  of  the  surveyed  group. 
Thorough  publicity  for  the  projected  survey 
with  easily  understandable  explanation  of 
its  importance  should  prepare  the  soil.  A 
method  of  returning  the  recorded  result  of 
the  urine  testing  that  does  not  threaten  to 
divulge  the  result  to  a snooping  public  will 
prompt  those  who  fear  publicity  to  send  in 
their  answers.  Reasons  for  reporting  nega- 
tive results  must  be  made  sufficiently  im- 
pressive or  the  subject  may  believe  a nega- 
tive test  to  be  of  no  importance  and  fail  to 
report  it. 

Surveys  conducted  in  the  manner  de- 
scribed by  these  authors  can  improve  dia- 
betes detection  and  make  it  a project  that 
offers  impetus  to  active  rather  than  passive 
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participation  by  the  doctors.  Furthermore, 
it  points  the  way  toward  other  surveys  that 
may  have  equal  importance.  Albumin  and 
phenylpyruvic  acid  in  the  urine  may  be 
sought  in  this  manner,  and  time  may  turn  up 
other  important  tests  that  can  be  carried 
out  by  the  layman  under  the  physician’s  di- 
rection. 

THE  FUTURE  OF  MEDICAL 
EDUCATION 

The  problem  of  increasing  the  number  of 
new  graduates  in  medicine  to  parallel  in- 
creasing population  is  one  of  major  mag- 
nitude. It  has  been  stated  that  we  are  al- 
ready failing  to  maintain  the  ratio  of  one 
doctor  to  750  people  that  has  prevailed  since 
1940,  and  that  has  been  considered  ade- 
quate. Since  1930,  thirty  new  graduates 
each  per  1000  licensed  physicians  has  been 
needed  to  maintain  this  ratio. 

Estimates  based  on  linear  projection  show 
a probable  population  of,  roughly,  260  mil- 
lions by  1980.  A population  of  this  magni- 
tude will  require  343,175  licensed  physicians 
and  10,295  new  graduates  each  year.  The 
present  number  of  new  graduates  is  approxi- 
mately 7400. 

Doctor  John  MbK.  Mitchell,  Dean  of  the 
University  of  Pennsylvania  School  of  Medi- 
cine, said,  speaking  as  its  president,  before 
the  recent  meeting  of  the  American  Associa- 
tion of  Medical  Colleges,  that  we  will  need 
3600  additional  graduates  each  year  by 
1975.  He  also  stated  that  if  $325  million 
were  available  for  new  construction  and 
renovation  of  present  facilities,  our  present 
colleges  could  admit  1060  additional  students 
each  year.  At  the  present  rate  of  attrition 
this  would  net  us  only  954  new  graduates 
per  year. 

Doctor  Mitchell  believes,  he  stated,  that 
the  major  part  of  the  answer  to  this  need 
lies  in  new  four-year  medical  schools.  Doc- 
tor Leroy  E.  Burney,  Surgeon  General  of  the 
U.S.  Public  Health  Service,  speaking  to  this 
point,  stated  he  believes  the  situation  will 
demand  from  20  to  24  new  two-  and  four- 
year  medical  schools.  Doctor  Burney  stated 
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that  “The  problems  of  medical  education 
will  not  be  solved  unless  they  are  recognized 
and  dealt  with  as  a matter  of  public  policy 
by  responsible  leaders  at  all  levels  of  govern- 
ment and  in  all  sectors  of  national  life.” 

Of  course,  new  medical  schools  mean  ad- 
ditional equipment,  a rather  tremendous  in- 
crease in  teaching  force,  and  a considerable 
increase  in  numbers  of  students  of  such 
quality  that  the  level  of  medical  service  by 
the  gi’aduates  vdll  not  suffer  by  comparison 
with  the  present. 

The  opinions  of  experts  thus  pose  a num- 
ber of  major  problems  connected  with  med- 
ical education  in  the  two  decades  ahead.  The 
major  ones  are;  money;  teachers;  an  ade- 
quate number  of  students;  and  public  in- 
terest. 

No  solution  to  these  interlocking  prob- 
lems seems  evident  at  the  moment.  If  the 
Federal  Government  be  excluded  from  the 
picture,  there  does  not  seem  to  be  a solution, 
although  time  may  change  this  picture.  Per- 
haps the  problem  of  major  importance 
among  those  listed  above  is  the  arousal  of 
public  interest,  including  that  of  government 
at  local  levels.  It  has  been  difficult  to 
raise  enough  money  to  operate  our  present 
medical  schools,  not  to  mention  $325  million 
said  to  be  needed  in  order  to  help  them  turn 
out  a mere  950  additional  graduates  per 
year.  How,  then,  build,  equip,  and  staff  24 
new  schools? 

If  one  looks  and  listens  he  becomes  con- 
vinced that  no  great  persuasion  will  be 
needed  to  interest  the  Federal  Government 
in  this  problem ; and  there  are  many  doctors 
naive  enough  to  believe  such  help  can  be  had 
without  the  unwonted  federal  control  of 
“that  which  the  government  subsidizes.”  A 
point  of  view  sympathetic  toward  goveni- 
ment  education  is  often  expressed  among 
doctors  in  general,  though  perhaps  not  by 
the  majority  of  them.  It  is  probable  that  a 
much  greater  prevalence  of  this  viewpoint 
can  be  found  among  educators,  for  instance 
the  membership  of  the  American  Associa- 
tion of  Medical  Colleges. 

While  it  does  not  appear,  at  the  present 
moment,  what  steps  can  be  taken  to  build 
adequate  facilities  for  the  future  in  medical 
education,  without  intervention  and  control 
by  the  Federal  Government,  every  doctor 
should  be  familiar  with  the  problem  and 
should  consider  ways  and  means  for  its  solu- 
tion. 


IS  THE  TROUBLE  IN  US? 

The  following  item  ( Coimhiisker  G.P. 
Nov.,  1959)  entitled  “Doctors  List  Threats 
to  Medical  Practice,”  seems  to  have  stirred 
up  some  analytical  thought,  no  little  irrita- 
tion, and  an  unusual  response  by  several 
readers : 

“A  panel  of  physicians  speaking  to  the 
Illinois  State  Medical  Society  Meeting  listed 
these  threats  to  the  profession  of  medicine. 

“1.  The  hospital  administrator  attempt- 
ing to  shift  the  practice  of  medicine  to  the 
hospital  and  make  it  the  ‘health  center’  of 
the  community. 

“2.  The  specialists  who  are  fragmentiz- 
ing the  human  body  and  making  ‘traffic 
cops’  out  of  general  practitioners  with  their 
only  function  to  refer  patients  to  one  spe- 
cialist or  another. 

“3.  Health  departments  taking  over  more 
and  more  functions  of  the  physician. 

“4.  The  concept  of  ‘bigness’  including 
mass  screening  in  huge  medical  centers.” 

In  this  connection,  this  writer  received  a 
copy  of  a letter  from  Doctor  E.  D.  Lyman, 
Director  of  Omaha-Douglas  County  Health 
Department,  directed  to  Doctor  Rudolph 
Sievers,  President,  Nebraska  Chapter, 
A.A.G.P.  Doctor  Lyman’s  letter  contains  a 
vei’}^  fine  analysis  of  the  accusations  listed 
above  and  answers  them  in  the  light  of  his 
position  in  a “health  department.”  One  of 
the  paragraphs  in  this  letter  seems  to  con- 
tain the  meat  of  his  argument,  and  I quote 
it,  as  follows: 

“I  may  be  naive  in  my  thinking  but  I 
have  always  considered  that  the  future  of  a 
profession  whether  medicine,  nursing,  law, 
dentistry,  or  education,  rested  primarily  up- 
on the  performance  of  each  and  every  one  of 
its  members.  If  the  practitioner  ‘delivers 
the  goods’  as  demanded  more  and  more  by 
an  enlightened  public,  that  practitioner  can 
rest  assured  that  his  profession  need  never 
fear  danger  from  without.  Failure  of  the 
individual  to  perform  on  a high  level  should 
be  our  real  concern,  for  this  is  the  surest 
way  to  undermine  the  interests  of  both  the 
profession  and  the  community.  Dangers 
from  within  are  to  be  feared  far  greater 
than  those  from  without.” 

Doctor  Kenneth  Rose,  in  a letter  pub- 
lished in  the  December  issue  of  Cornhusker 
(Continued  on  page  96) 
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Management  of 
Urethral  Stricture* 


These  authors  review  the  conventional  meth- 
ods of  treating  urethral  strictures  and  point  to  the 
lack  of  success  in  curing  the  more  severe  in- 
stances. In  contrast,  they  call  attention  to  the 
Johansen-Dennis  Brown  procedure.  This  opera- 
tion is  a moie  logical  and  successful  method,  in 
their  opinion,  than  those  in  use  in  the  past. 
They  present  a detailed  account  of  this  procedure 
and  illustrate  the  various  steps. 

—EDITOR 

INTRODUCTION 

STRICTURE  of  the  urethra  has 
been  considered  a chronic  and 
hopeless  affliction.  Its  treat- 
ment traditionally  has  brought  endless  dis- 
comfort and  misery  and  has  seemed  futile. 
New  and  effective  measures  for  treating 
strictures  of  the  urethra  have  alleviated  this 
discouraging  situation. 

ETIOLOGY 

Stricture  of  the  urethra  denotes  an  ab- 
normal narrowing  of  the  lumen  of  the  ure- 
thra, or  an  impairment  of  its  ability  to  dis- 
tend. Strictures  can  be  classified  as  con- 
genital or  acquired.  Congenital  strictures 
occur  less  frequently  and  generally  cause  the 
least  clinical  difficulty.  They  are  most  often 
seen  at  the  urinary  meatus.  Of  the  acquired 
group,  postinflammatory  strictures  are  rela- 
tively rare  because  of  the  effective  methods 
for  the  treatment  of  gonorrhea,  the  disease 
that  was  the  greatest  single  cause  of  stric- 
tures. Strictures  due  to  trauma  have  be- 
come the  type  most  frequently  seen.  With 
the  impressive  array  of  urethrally  intro- 
duced instruments,  this  will  probably  con- 
tinue to  be  true.  Not  only  do  endoscopic 
procedures  result  in  strictures  but  even  sim- 
ple improper  catheterization  may  produce 
this  troublesome  complication.  Stricture  in- 
variably results  from  external  trauma  that 
involves  the  urethral  mucosa,  or  adjacent 
tissues. 

PATHOLOGY 

Interruption  or  inflammation  of  the  ure- 
thral mucosa  by  trauma  or  infection  causes 
localized  thrombophlebitis.  Extension  of 
the  inflammation  with  localized  abscess  for- 
mation takes  place.  Submucosal  induration 
and  fibrosis  then  develop.  Fibrosis  may  in- 
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volve  the  adjacent  corpora  and  cicatricial 
scar  formation  occurs.  This  pathologic  pro- 
cess deserves  special  emphasis.  One  can  see 
that  the  scar  tissue  which  surrounds  the 
area  of  the  stricture  is  not  a well-localized 
band  of  scar  tissue  which  is  easily  ruptured. 
The  subsequent  prompt  and  clean  healing 
that  one  would  expect  with  well  vascularized 
tissue  does  not  occur.  Rupture  of  this  thick 
plaque  will  result  in  temporary  increase  in 
the  size  and  caliber  of  the  lumen  of  the  ure- 
thra; however,  the  open  area  is  extremely 
prone  to  further  infection,  very  poor  liealing 
and  subsequent  further  stenosis.  Eventual- 
ly, urinary  obstruction  will  result  in  pyelo- 
nephrosis,  hydronephrosis,  and  profound 
kidney  damage. 

SYMPTOMS 

A chronic  urethral  discharge  is  often  pres- 
ent with  a urethral  stricture.  As  a rule  the 
characteristic  discharge  is  mucopurulent  in 
appearance  and  meager  in  amount.  Most 
patients  with  urethral  stricture  have  in- 
creased frequency  of  urination  and  varying 
degrees  of  discomfort  due  to  infection. 
There  is  a diminution  in  the  size  and  force 
of  the  urinary  stream.  Eventually,  marked 
symptoms  of  urinary  obstruction  and  even 
complete  retention  occur.  Superimposed  in- 
fection in  the  form  of  cystitis  and  epididy- 
mitis is  usually  present.  Recurrent  epididy- 
mitis is  so  frequent  a complication  of  ure- 
thral stricture  that  it  is  regarded  as  a symp- 
tom. Terminal  dribbling  is  also  a frequent 
symptom. 

DIAGNOSIS 

The  diagnosis  of  urethral  stricture  is  aid- 
ed by  the  history  of  diminution  in  the  cali- 
ber of  the  urinary  stream  along  with  the 
chronic  urethral  discharge,  pyuria  and  ter- 
minal dribbling.  The  diagnosis  is  confirmed 

•Presented  before  the  Nebraska  State  Medical  Association 
at  the  Annual  Session,  April,  1959. 
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Figure  1.  Cystourethrogram,  oblique  position,  demonstrating  extensive,  severe  urethral 
stricture.  Note  that  prostatic  ducts  are  a'so  visualized. 


by  urethral  calibration.  A “gripping”  of 
the  urethral  sound  or  catheter  by  the  struc- 
ture is  pathogomonic  of  stricture.  If  the 
sound  fails  to  engage,  smaller  instruments 
are  passed  in  succession  until  the  lumen  of 
the  stricture  is  finally  determined.  Cysto- 
urethrograms  are  made  by  injecting  the  ure- 
thra in  a retrograde  manner  with  an  opaque 
medium  followed  by  roentgenograms  with 
the  patient  in  the  anteroposterior  and 
oblique  positions  (fig.  1).  Thixokon*  is  an 
extremely  satisfactory  medium  and  gives 

•Manufactured  by  Mal’inckrodt  Chemical  Works,  St,  Louis, 
Missouri. 


brilliant  opacification  and  contrast.  Cysto- 
urethroscopy  serves  to  locate,  calibrate  and 
demonstrate  the  number  of  narrowings  as 
well  as  to  provide  direct  visualization  of  the 
strictures. 

DIFFERENTIAL  DIAGNOSIS 

Complaints  of  a marked  diminution  in  the 
caliber  of  the  urinary  stream,  particularly 
in  a young  man,  but  in  a patient  of  any  age, 
may  strongly  suggest  stricture  of  the  ure- 
thra. Its  differentiation  from  benign  pro- 
static hypertrophy  is  satisfied  by  cysto- 
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Figure  2.  Method  of  passing  filiform  and  follower  through  urethral  stricture.  (From 
Surgical  Urology  by  R.  H.  Flocks,  M.D.,  and  David  Culp,  M.D.,  The  Year  Book  Publishers, 
inc.,  Chicago.  1954.  Used  by  permission  of  the  authors  and  the  publishers). 


urethroscopy.  Carcinoma  of  the  prostate 
may  be  suggested  by  the  firm  feel  of  the 
prostate.  A foreign  body  may  be  incarcer- 
ated in  the  urethra  producing  a diminution 
in  the  urinary  stream.  Calculi  may  be  lodged 
in  the  urethra.  Urethral  neoplasms,  urethral 
diverticula,  and  congenital  urethral  valves 
must  also  be  considered. 


THERAPY 

Pi’imary  requisites  for  instrumentation  of 
the  urethra  are  meticulous  asepsis  and  gen- 
tleness in  the  technique.  Clean  hands,  ster- 
ile instruments,  and  an  abundance  of  sterile 
water-soluble  lubricant  are  essential.  Then 
the  genitalia  are  prepared  as  for  minor  sur- 
gery. Local  anesthetics,  although  common- 
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ly  used,  are  not  absolutelj-  essential.  When 
the  patient  is  first  examined,  a soft  rubber. 
No.  18  or  20  French  urethral  catheter  is 
passed  and  the  site  of  the  stricture  is  noted. 
If  the  catheter  passes  into  the  bladder,  the 
presence  of  a stricture  is  doubtful.  Larger 
sizes  of  catheters  or  steel  sounds  may  be 
introduced  into  the  urethra  to  determine  the 
presence  of  a large  caliber  stricture.  A steel 
sound  smaller  than  No.  20  should  never  be 
introduced  into  the  urethra  because  of  the 
danger  of  its  sharp  point  creating  a false 
passage.  When  the  stricture  has  been  locat- 
ed and  cannot  be  passed  with  a smaller  cath- 
eter, a filiform  should  be  used.  Filiforms 
should  have  a blunt-straight  or  blunt- 
spiraled  end.  The  urethra  should  be  thor- 
oughly lubricated  with  a sterile  water-solu- 
able  lubricant  (fig.  2A).  A filiform  is  then 
manipulated  until  it  passes  through  the  stric- 
tured  areas  into  the  bladder  (fig.  2B).  A 
follower  is  then  attached  to  the  filiform 
taking  care  to  insure  proper  and  secure  fit- 
ting of  the  filiform  and  the  follower  (fig. 
2C).  With  the  filiform  as  a guide,  the  fol- 
lower is  passed  through  the  urethra  dilating 
the  stricture. 

Occasionally,  only  a filiform  can  be  in- 
serted, then  the  filiform  can  be  taped  in 
place  and  after  several  days  the  stricture 
will  soften  and  the  followers  will  then  pass 
easier.  Attempts  should  not  be  made  to  over 
dilate  the  stricture  as  tearing  of  the  stric- 
ture will  only  produce  further  fibrosis  and 
contracture.  An  accepted  practice  is  to  di- 
late the  stricture  with  the  filiforms  and  fol- 
lowers until  a small  Foley  catheter  can  be 
inserted  into  the  urethra.  The  catheter  is 
left  indwelling  for  several  days  and  then 
successively  changed  until  a No.  22  or  24 
French  catheter  is  reached.  We  have  found 
that  patients  tolerate  wearing  the  indwelling 
urethral  catheter  very  well.  The  catheter 
is  attached  to  a disposable  plastic  leg  urinal. 
In  such  a manner  the  patient  can  even  re- 
sume his  normal  activities.  We  feel  the 
method  of  gradual  catheter  dilatation  is  an 
excellent  one  and  presents  an  easy  and  safe 
method  for  handling  many  annoying  stric- 
tures. 

When  it  was  recognized  that  hydrocorti- 
sone produced  an  inhibitory  and  lytic  effect 
on  fibroplasia,  it  was  used  in  the  treatment 
of  urethral  strictures.  The  systemic  use  of 
cortisone  has  been  largely  abandoned.  The 
injection  of  cortisone  into  the  stricture  has 
been  highly  advocated  by  Lyons. ^ The 


aqueous  suspension  of  hydrocortisone  is  in- 
jected through  a specially  devised  cysto- 
scopic  needle  using  the  panendoscope.  The 
suspension  of  hydrocortisone  is  injected  di- 
rectly into  the  tunica  propria  at  the  base  of 
the  stricture.  It  seems  conceivable  that  cor- 
tisone injection  would  help  prevent  the 
meatal  strictures,  but  the  dissolution  of  the 
avascular  cicatricial  scarring  that  occurs  in 
many  elongated  strictures  does  not  seem 
feasible.  It  is  almost  impossible  to  inject  it 
into  dense  scar  tissue. 

Varying  degrees  of  success  are  obtained 
by  use  of  internal  urethrotomy;  however, 
the  end  results  are  generally  discouraging. 
Perhaps  a combination  of  the  urethrotomy 
combined  with  hydrocortisone  injected  into 
the  stricture  at  the  time  of  the  urethrotomy 
and  followed  by  prolonged  catheter  drainage 
will  be  more  successful.  We  feel  that  this 
may  definitely  have  a place  in  the  manage- 
ment of  some  strictures,  but  that  it  is  not 
adequate  for  the  treatment  of  severe  cica- 
tricial strictures. 

Urinary  diversion  in  the  form  of  a supra- 
pubic cystotomy  may  be  necessary  in  a de- 
bilitated person  with  urethral  stricture  or 
it  may  be  used  to  rest  the  urethral  stricture 
and  allow  the  infection  and  inflammation  to 
subside.  External  urethrotomy  for  the  ex- 
cision of  the  urethral  strictures  and  uniting 
the  urethral  ends  has  not  been  very  success- 
ful. Recurrent  stricture  formation  occurs 
and  the  need  for  urethral  dilatations  con- 
tinues. It  must  be  remembered  that  internal 
and  external  urethrotomy  are  not  an  end  in 
themselves,  but  usually  only  permit  easier 
dilatation  of  the  urethal  stricture. 

Recently,  we  have  used  a procedure  de- 
scribed in  1953,  by  Bengt  Johansen  of  Stock- 
holm, Sweden.  This  procedure  was  cham- 
uioned  in  this  country  by  Culp  and  Flocks.^ 
In  their  study  of  300  strictures  they  found 
that  in  60  patients  internal  dilatations  and 
internal  urethrotomy  proved  to  be  inade- 
quate, as  the  urethral  caliber  decreased  and 
complications  occurred.  A Johansen-Dennis 
Browne  urethroplasty  was  utilized  and 
proved  to  be  of  definite  value  in  the  control 
of  the  stricture  and  complications.  They  re- 
ported the  amazing  results  that  all  had 
marked  improvement  and  did  not  require 
further  dilatation.  During  the  past  two 
years,  many  urologists  in  all  parts  of  the 
country  have  reported  similar  f indings.^’ 
Di-s.  Lapides  and  Nesbitt  of  the  University 
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Fi^re  3.  Johansen  Procedure,  First  and  Second  Stages.  (From  Surgical  Urology  by  R. 
Flocks,  M.D..  and  David  Culp,  M.D.,  The  Year  Book  Publishers,  Inc.,  Chicago,  1954.  Used  by 
permission  of  the  authors  and  the  publishers). 


of  Michigan  have  recently  released  a mo- 
tion film  depicting  the  Johansen-Dennis 
Browne  urethroplasty. 

The  Johansen-Dennis  Browne  procedure 
is  as  follows : the  area  of  stricture  is  identi- 
fied by  catheterization  and  urethroscopy.  A 
sound  is  passed  to  the  site  of  the  stricture 
and  incision  is  made  over  the  stricture  area 
through  the  skin,  fascia,  corpus  spongiosum 


and  urethra.  The  incision  should  extend  in- 
to the  normal  urethra  for  2 cm.  both  proxi- 
mally  and  distally  (fig.  3A).  The  normal 
skin  of  the  penis  or  scrotum  is  sutured  to 
the  edge  of  the  mucosa  on  each  side  with 
4-0  or  5-0  chromic  catgut  (fig.  3,  B,  C).  Ap- 
proximately two  months  or  longer  are  re- 
quired for  complete  healing  following  the 
first  stage. 
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When  the  patient  returns  for  the  second 
stage,  the  defect  is  closed  by  utilizing  the 
Dennis  Browne  technique  for  repair  of  hy- 
pospadias. The  reconstruction  of  the  ure- 
thra consists  of  burying  an  intact  strip  of 
epithelium  which  is  composed  of  the  original 
urethral  mucosa  and  a thin  strip  of  adjacent 
skin.  Usually,  at  this  time,  the  inflamed 
stricture  area  has  epithelialized  completely 
and  is  smooth  and  soft.  Parallel  incisions 
are  made  around  the  defect  and  continued 
around  the  urethral  opening  both  proximal- 
Ij’  and  distally.  The  lateral  margins  of  inci- 
sion are  widely  undermined  in  all  directions 
(fig.  3D).  The  flaps  created  by  this  man- 
ipulation are  drawn  over  the  intact  strip 
of  epithelium  and  closed  at  the  wide  portion 
so  the  raw  surfaces  are  in  contact.  This  is 
accomplished  with  deep  wire  sutures  which 
are  held  in  place  with  double  bead  shot  (fig. 
3E).  The  width  of  the  buried  skin  flap 
should  be  about  two-thirds  the  circumfer- 
ence of  the  intended  urethra.  The  remain- 
ing one-third  will  be  formed  by  epithelializa- 
tion.  During  the  second  stage,  diversion  of 
the  flow  of  urine  by  suprapubic  cystostomy 
or  perineal  urethrostomy  is  necessary.  We 
prefer  a suprapubic  cystostomy  as  it  allows 
a test  of  voiding  before  the  tube  is  removed. 

Only  3 to  4 days  hospitalization  is  re- 
quired for  each  stage.  Following  the  sec- 
ond stage,  the  suprapubic  tube  is  connected 
to  a disposable  plastic  bag  and  remains  in 
place  for  2-3  weeks.  It  is  clamped  before 
removal  and  trial  of  voiding  instituted.  If 
patient  voids  well  and  no  fistulae  are  appar- 
ent, the  suprapubic  tube  is  removed.  It  may 
remain  until  complete  healing  has  taken 
place. 

COMPLICATIONS 

The  occurrence  of  chills  following  a ure- 
thral dilatation  have  probably  been  seen  by 
most  physicians.  It  is  explained  by  a tran- 
sient bacteremia  and  septicemia.  It  can  be 
prevented,  or  at  least  the  danger  minimized, 
by  chemotherapy  or  antibiotics  used  pre-  and 
postdilatation.  Obstruction  of  the  urinary 
tract  results  in  a hydronephrosis  and,  even- 
tually, uremia.  Secondary  infection  such  as 
peri-urethral  abscess,  cystitis,  epididymitis, 
or  pyelonephritis  eventually  occur.  Calcu- 


lus formation  due  to  the  obstruction  and  im- 
pediment of  the  flow  of  the  urine  may  oc- 
cur in  any  part  of  the  urinary  tract.  Other 
severe  complications  are  urinary  extravasa- 
tion and  fistula  formation.  Carcinoma 
should  always  be  considered  in  a long-stand- 
ing urethral  stricture. 

PROPHYLAXIS 

Trauma  to  the  urethra  must  be  prevented 
or  minimized,  if  instances  of  urethral  stric- 
tures are  to  decrease  in  number.  Instru- 
mentation of  the  urethra  should  be  avoided 
unless  it  serves  a diagnostic  need  or  trans- 
urethral surgery  is  necessary;  then  it  is 
well  to  use  small  instruments.  Transure- 
thral prostatectomy  can  often  be  accom- 
plished using  the  smaller  resectoscope  rather 
than  the  conventional  No.  28,  or  the  resecto- 
scope may  be  introduced  through  the  peri- 
neum. Thus,  the  major  portion  of  the  ure- 
thra is  not  encountered.  Generous  amounts 
of  lubricant,  sterile  technique,  and  extreme 
gentleness  have  already  been  stressed.  Do 
not  force  an  instrument  through  the  urethra. 
Chemotherapy  or  antibiotic  therapy  should 
be  used  for  24  to  48  hours  before  and  con- 
tinued for  several  days  after  the  dilatation, 
depending  on  the  degree  of  infection. 

CONCLUSION 

Urethral  strictures  can  now  be  managed 
successfully.  Interval  dilatation  is  usually 
simple  and  efficient.  Some  of  the  more  com- 
plicated strictures  may  require  internal  ure- 
throtomy and  hydrocortisone  injections.  The 
Johansen-Dennis  Browne  urethroplasty  has 
proved  to  be  of  definite  value  in  the  man- 
agement of  the  severe  urethral  stricture. 
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“A  good  life  has  but  a few  days,  but  a good  name  endures  for- 
ever.” (Zen  Sirach). 


58 


Nebraska  S.  M.  J. 


MANAGEMENT  of  the 

Neurogenic  Bladder* 


"It  is  . . . apparent  that  the  neurogenic  bladder 
is  not  a specific  disease  but  rather  it  is  a mani- 
festation of  a great  variety  of  pathologic  situa- 
tions." Proper  management  begins  with  a knowl- 
edge of  the  "pathologic  situation"  in  the  case  at 
hand  and  the  adaptation  of  therapeutic  procedure 
to  this  "situation." 

The  author  briefly  summarizes  the  important 
points  in  management  of  each  of  the  four  cate- 
gories into  which  he  divides  the  cases  of  neuro- 
genic bladder. 

EDITOR 

Functionally,  the  urinary 

bladder  first  stores  and  then 
evacuates  urine.  As  the  blad- 
der fills,  its  muscle  fibers  elongate  to  ac- 
commodate the  greater  volume;  when  it  has 
stretched  to  the  proper  point,  distention  and 
the  desire  to  void  are  recorded  by  parasym- 
pathetic endings  in  the  detrusor  muscle. 
The  message  is  relayed  through  the  re- 
flex center  in  the  sacral  part  of  the  spinal 
cord.  The  higher  centers,  normally  inhib- 
itory or  controlling,  initiate  micturition, 
which  is  basically  reflex.  The  chief  factor 
in  expulsion  is  contraction  of  the  detrusor 
and  the  reciprocal  relaxation  of  the  internal 
sphincter.  The  external  sphincter  is  sup- 
plied by  somatic  nerves  and  is  voluntarily 
relaxed. 

Lesions  in  the  central  or  peripheral  ner- 
vous system  often  involve  nerve  tracts  which 
may  affect  the  urinary  system,  producing 
such  abnormalities  as  frequency,  incontin- 
ence and  urinary  retention.  When  the  onset 
is  acute  as  in  traumatic  transection  of  the 
spinal  cord,  the  etiology  of  these  symptoms 
is  obvious,  but  when  the  onset  is  insidious 
and  the  disturbance  develops  gradually, 
diagnosis  in  the  early  stages  is  often  diffi- 
cult. The  site  and  severity  of  the  lesion 
determine  the  type  of  neurovesical  dysfunc- 
tion. Lesions  may  be  supranuclear  (above 
the  reflex  center  of  micturition)  or  nuclear 
or  intranuclear,  interrupting  the  reflex  arc. 
The  commoner  factors  which  interfere  with 
vesical  function  are  traumatic,  following 
spinal  cord  injury  or  peripheral  nerve  inter- 
ruption following  extensive  pelvic  surgery; 
lesions  of  the  cerebral  cortex,  such  as  brain 
tumors,  or  following  a cerebrovascular  acci- 
dent ; lesions  involving  the  spinal  cord  above 
the  reflex  arc,  such  as  transverse  myelitis, 
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spinal  cord  tumor,  multiple  sclerosis  and 
syringomyelia;  lesions  involving  the  reflex 
arc,  such  as  diabetes  mellitus  with  diabetic 
neuropathy,  tabes  dorsalis,  and  injury  to  the 
conus  and  cauda  equina. 

For  the  purpose  of  nomenclature  the  neu- 
rogenic bladders  can  be  classified  into  four 
groups.  Clinically,  these  are  not  hard  and 
fast,  as  gradations  are  considerable.  The 
atonic  bladder  is  without  sensation,  flaccid, 
very  large  in  capacity,  and  loses  urine  by 
overflow.  It  results  from  interruption  of  the 
sacral  spinal  reflex  arc  or  from  spinal  sliock. 
The  autonomous,  or  nonreflex  bladder  is 
variable  in  capacity,  and  muscle  contraction 
is  inefficient  and  uncoordinated,  with  resi- 
dual urine  usually  present  in  large  amount. 
It  results  from  interruption  of  the  simple 
reflex  arc  with  destruction  of  both  sensory 
and  motor  pathways.  The  automatic,  or  re- 
flex bladder  is  also  without  appreciable  sen- 
sation but  with  good  muscle  tone  and  cap- 
able of  emptying  itself  reasonably  well.  It 
is  seen  with  complete  interruption  of  cere- 
bral control  and  when  the  spinal  reflex  is 
intact.  The  uninhibited  bladder  results 
from  loss  of  cerebral  inhibition  and  is  char- 
acterized by  frequent  and  urgent  voiding, 
small  capacity,  and  little  or  no  residual  urine. 
Enuresis  and  precipitate  voiding  are  apt  to 
occur. 

It  is  thus  apparent  that  the  neurogenic 
bladder  is  not  a specific  disease  entity  but 
rather  it  is  a manifestation  of  a great  variety 
of  pathologic  situations.  Proper  manage- 
ment consists  of  beginning  with  an  under- 
standing of  the  underlying  pathology  in  each 
individual  case.  Neurogenic  bladders  result- 
ing from  systemic  disease  generally  respond 
to  specific  treatment  for  that  disease.  Most 
of  the  plaguing  problems  of  neurogenic  vesi- 
cal dysfunction  stem  from  the  inability  of 

*Read  before  Annual  Convention  Nebraska  State  Medical  As- 
sociation, April  28,  1959. 
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the  bladder  to  empty  itself  completely  and 
efficiently.  Only  the  uninhibited  bladder  is 
free  of  this  major  problem.  In  general,  man- 
agement of  the  problem  is  directed  toward 
providing  the  best  possible  means  of  ade- 
quately emptying  the  bladder  while  at  the 
same  time  preserving  the  integrity  and  func- 
tion of  the  upper  urinary  tract. 

Patients  with  atonic  bladders  and  over- 
flow incontinence  require  continuous  drain- 
age. This  is  best  accomplished  with  an  18 
Fr.  latex  Foley  catheter.  Rather  than  to 
establish  a routine  catheter  change  every  5 
to  7 days,  it  is  wise  to  individualize  the  need 
for  such  change  as  indicated  bv  developing 
encrustation  in  the  catheter.  The  intermit- 
tent use  of  Suby’s  solution  for  irrigation 
reduces  this  tendency  to  encrustation  so  that 
the  trauma  incident  to  catheter  changes,  in 
most  instances  may  be  reduced  to  every  2 
to  4 weeks.  Should  complication  of  peri- 
urethral abscess  and  urethral  fistula  occur, 
the  routine  of  drainage  must  be  changed. 
Suprapubic  cystostomy  or  perineal  ureth- 
rostomy are  the  choices  available. 

Where  drainage  is  required  for  a long 
period  of  time  attention  must  be  given  to 
prevention  of  fibrosis  and  contraction  of  the 
bladder  musculature.  Intermittent  disten- 
tion and  emptying  of  the  bladder  is  required 
to  maintain  muscle  tone,  and  such  procedure 
also  serves  to  periodically  irrigate  the  blad- 
der. The  most  satisfactory  method  is  a 
closed  irrigation  system  utilizing  a flask 
and  tubing  connected  to  the  catheter  by 
means  of  a Y-tube,  the  other  arm  of  the  Y 
passing  down  to  the  drainage  bottle.  The 
bladder  may  then  be  distended  three  times 
daily  to  200  to  300  cc  with  the  drainage  tube 
clamped  off  for  30  minutes  at  a time.  Tidal 
drainage  is  a means  of  accomplishing  this 
automatically.  However,  under  most  situa- 
tions it  is  unsatisfactory  because  of  techni- 
cal difficulty  of  personnel  in  maintaining 
it  properly. 

With  some  degree  of  urinary  stagnation 
and  the  presence  of  a catheter,  urinary  in- 
fection is  assumed  to  be  present.  In  the  ab- 
sence of  acute  infection  the  use  of  methena- 
mine  1.0  gm.  t.i.d.,  prophylactically,  is  usual- 
ly adequate.  Sulfamethizole  0.25  to  0.5  gm. 
q.i.d.  and  nitrofurantoin  50  mg.  b.i.d.  to 
q.i.d.  are  also  well  tolerated  over  long- 
periods,  for  maintenance  therapy.  The  anti- 
biotics in  therapeutic  dosage  may  then  be  re- 
served for  acute  infection  and  are  best  select- 


ed on  the  basis  of  culture  and  antibiotic 
sensitivity  tests. 

The  cystometrogram  is  pertinent  to  man- 
agement of  the  neurogenic  bladder.  To  be 
of  value  the  limits  of  cystometry  should  be 
clearly  understood  and  no  effort  should  be 
made  to  establish  a diagnosis  on  the  basis 
of  cystometry  alone.  It  is  of  particular  value 
in  following  the  various  stages  of  recovery 
of  the  atonic  bladder  and  thus  indicating 
when  a patient  may  be  given  a trial  at  void- 
ing. The  apparatus  may  be  simple  and  in- 
expensive with  pressures  read  in  cm.  of 
water  or  mm.  of  mercury.  A simple  water 
manometer  connected  to  the  catheter  by  a 
Y-tube,  the  arm  of  which  is  attached  to  an 
irrigating  flask  with  a continuous  Murphy 
drip,  is  quite  satisfactory. 

If  voiding  has  been  established  but  rela- 
tive hypotonia  with  residual  urine  persists, 
the  use  of  Urecholine,  a paras^unpathomimet- 
ic  drug,  in  doses  of  10  to  40  mg.  every  6 
hours  may  dramatically  improve  detrusor 
action. 

Management  of  the  spinal  cord  injury  is 
most  illustrative  of  the  various  stages  and 
degrees  of  neurogenic  vesicular  dysfunction 
and  also  rewarding  in  the  knowledge  that 
the  urinary  tract  need  not  be  the  cause  of 
death  as  it  once  was.  With  cord  injury  the 
atonic  bladder  of  spinal  shock  is  first  seen. 
With  injury  above  the  reflex  center,  pro- 
gression to  an  automatic  bladder  eventually 
follows.  If  reflex  arc  is  injured,  an  auto- 
nomous bladder  results.  If  the  lesion  is  in- 
complete, recovery  may  progress  all  the  way 
to  a normally  functioning  bladder.  The 
final  training  of  the  automatic  bladder  is  one 
in  which  patience  and  understanding  can 
provide  the  paraplegic  and  quadriplegic  with 
an  adequately  functioning  organ. 

When  properly  selected,  surgical  interven- 
tion is  often  valuable.  Transurethral  resec- 
tion of  the  vesical  neck  to  remove  even  the 
slightest  degree  of  obstruction  or  to  weaken 
the  bladder  outlet  may  allow  a bladder  to 
empty  itself.  Interruption  of  the  nerve  path- 
ways may  be  of  value  in  handling  the  later 
stages  of  cord  bladder.  Sacral  neurectomy 
or  rhizotomy  may  be  helpful  in  relaxing 
spastic  perineal  musculature,  thus  allowing 
more  satisfactory  voiding.  Pudendal  neu- 
rectomy may  be  of  value  in  upper  motor 
neuron  lesion,  effecting  relaxation  of  the 
vesicle  neck. 
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The  uninhibited  neurogenic  bladder  repre- 
sents a different  type  of  problem,  because, 
in  this  instance,  inadequate  emptying  of  the 
bladder  is  not  a factor.  Frequent,  small  and 
precipitate  voidings  occur.  These  may  often 
be  relieved  by  the  judicious  use  of  the  anti- 
cholinergic drugs.  Banthine  50  to  100  mg. 
q.i.d.  is  quite  effective. 


The  end  result  of  the  problem  obviously 
depends  on  the  underlying  pathology.  Prop- 
er management  of  the  neurogenic  bladder 
may  successfully  protect  the  urinary  tract 
until  that  time  when  the  bladder  can  once 
again  function  adequately,  or  it  may  simply 
be  the  maintenance  of  a status  quo  in  the 
face  of  a progressively  worsening  and  hope- 
less systemic  problem. 


Thomas  Addison,  writing  “On  the  Constitutional  and  Local 
Effects  of  Disease  of  the  Sprarenal  Capsules,”  has  the  following 
to  say  about  the  pigmentation  of  the  skin: 

“ . . . but  with  a more  or  less  manifestation  of  the  symptoms 
already  enumerated,  we  discover  a most  remarkable,  and,  so  far 
as  I know,  characteristic  discoloration  taking  place  in  the  skin,  — 
sufficiently  marked  indeed  as  generally  to  have  attracted  attention 
of  the  patient  himself,  or  of  the  patient’s  friends.  This  discoloi- 
ation  peiwades  the  whole  surface  of  the  body,  but  is  commonly 
most  strongly  manifested  on  the  face,  neck,  superior  extremities, 
penis  and  scrotum,  and  in  the  flexures  of  the  axillae  and  around  the 
navel.  It  may  be  said  to  present  a dingy  or  smoky  apperance, 
or  various  tints  or  shades  of  deep  amber  or  chestnut-brown;  and 
in  one  instance  the  skin  was  so  universally  and  so  deeply  darkened, 
that,  but  for  the  features,  the  patient  might  have  been  mistaken  fo!' 
a mulatto.”  (Published  in  1885). 
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SURGERY  and 

Peripheral  Arterial  Disease 


Doctor  McKain  furnishes  the  reader  a broad, 
brief  review  of  the  notable  advances  that  hove 
been  made  in  vascular  surgery  in  recent  times. 

He  points  out  that  Alexis  Carrel  elucidated  the 
fundamentals  of  successful  vascular  surgery,  but 
failure  of  the  profession  promptly  to  accept  some 
of  the  necessary  diagnostic  procedures  such  as 
arteriography,  delayed  the  development  of  tech- 
niques necessary  to  success  in  this  branch  of 
surgery. 

EDITOR 

That  segment  of  surgery  con- 
cerned ^vith  cardiovascular  dis- 
eases has  grown  tremendous- 
ly in  its  fund  of  knowledge  and  scope  of 
treatment  in  the  past  two  decades.  It  has 
flourished  under  the  nurture  of  widespread 
interest  and  vast  amounts  of  research  money. 
Evidence  of  this  growth  and  increased  in- 
terest is  found  in  the  appearance  of  a new 
subspecialist,  the  cardiovascular  surgeon. 
Further,  there  is  an  evergrowing  number 
of  surgeons  interested  in  cardiovascular  dis- 
eases who  occupy  positions  of  academic  lead- 
ership in  our  country  and  in  Europe. 

Before  considering  our  brilliant  advances 
in  this  field,  however,  it  would  be  interesting 
to  think  for  a moment  of  the  retarding  in- 
fluences which  delayed  our  initial  progress 
so  long.  The  basic  principles  of  vascular 
surgery  have  been  known  for  fifty  years. 
Figure  1 is  an  excerpt  from  Alexis  Carrel’s 
article  which  appeared  in  the  Bulletin  of  the 
Johns  Hopkins  Hospital  in  1907.-  This 
amazing  investigator  suggests,  in  this  and 
other  articles,  the  feasibility  of  cold  storage 
of  arterial  grafts  as  well  as  spelling  out  to- 
day’s principles  of  technique  in  arterial  sur- 
gery. He  reports  experiments  in  transplan- 
tation of  the  heart,  heart  and  lungs,  kidney, 
adrenal,  ovary,  intestine,  and  thyroid.  Fur- 
ther techniques  and  principles  in  this  field 
were  developed  in  the  same  institution  and 
era  by  Dr.  William  Stewart  Halsted.® 

What,  then,  impeded  the  progress  of  card- 
iovascular surgery?  Certainly  the  slowness 
of  development  of  chest  surgery  and  positive 
pressure  endotracheal  anesthesia  had  a role. 
Fuidher,  the  rather  slow  acceptance  in  this 
country  of  the  sheet  anchors  of  diagnosis 
added  to  the  general  inertia.  Arteriography, 
introduced  in  1927  by  IMoniz,  has  only  been 
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generally  accepted  for  a decade  or  so  in 
the  United  States.^®  Cardiac  catheterization, 
introduced  by  Forssmann  in  1929,  was  ac- 
cepted somewhat  more  speedily.®  The  de- 
lay in  the  introduction  of  satisfactory  anti- 
coagulants cei’tainly  was  of  some  import.^® 
Further,  blood  transfusions  were  not  gen- 

Figure  1 

mately  the  internal  layers  without  invagination,  aiul  of 
suturing  with  very  fine  needles  while  t)ie  wall  is  somewhat 
stretched. 

Some  of  the  plastic  operations  may  lead  to  the  establishing 
of  new  therapeutic  methods.  For  instance,  the  ideal  treat- 
ment of  large  wounds  of  arteries  and  of  aneurisms  would  be 
the  extirpation  of  the  diseased  portion  and  the  immediate  re- 
establishment of  the  circulation  (30).  Hitherto,  in  excep- 
tional cases  the  continuity  of  the  artery  has  been  re-estab- 
lished by  end  to  end  suturing.  This  is  generally  impossible 
on  account  of  the  gap  between  the  cut  ends  of  the  vessel.  But 
the  continuity  of  the  vessel  would  very  easily  be  re-estab- 
lished by  the  btterminal  transplantations  of  a vein  or  of  an 
arterv.  After  having  e.xtirpated  an  aneurism,  it  is  possible 
to  interpose  between  the  cut  ends  of  the  artery  a segment  of 
the  neighboring  vein,  or  of  some  other  vein,  the  saphenous  or 
the  external  jugular  for  instance.  If  heterotransplantation 
prove  successful,  it  may  be  possible  to  interpose  between  the 
cut  ends  of  the  vessel  a segment  of  a vessel  of  a lower  animal, 
e.  g.,  hog.  This  would  annul  the  risk  of  gangrene  following 
the  extirpation  of  aneurisms.  The  other  applications  of  these 
methods  to  the  vascular  surgery  are  so  simple  that  they  do 
not  need  description. 

I shall  briefly  sketch  their  hypothetical  applications  to 
general  therapeutics. 

It  is  probable  that  the  present  surgery  of  organs  is  yet  in 
its  infancv.  It  consists  mainlv  of  section  or  of  extirpation. 

Excerpts  from  Alexis  Can-el’s  article.  Note 

the  author  suggests  the  now  widely^  accepted 

treatment  for  aneury-sms,  excision  and  grafting. 

erally  available  until  the  citrate  method  be- 
came known  and  blood  banks  established  in 
the  late  1930’s.  Also,  it  soon  became  appar- 
ent that  the  techniques  of  arterial  surgery 
are  exacting  and  difficult  to  master,  requir- 
ing special  training  to  become  proficient. 
Finally,  there  were  certain  miasmata  con- 
cerning the  heart  and  major  vessels  which 

•Assistant  Professor  of  Surgrery,  Creighton  University  M^- 
ical  School.  Attending  in  Surgery,  Omaha  Veteran’s  Admin- 
istration Hospital. 
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had  to  be  dispelled.  These  included  the  fear 
of  bleeding  from  needle  holes,  the  necessity 
to  work  in  a field  coated  with  petrolatum 
and  the  relocation  of  the  seat  of  the  soul 
from  the  heart  to  the  midbrain.  These  have 
been  the  major  retarding  influences  in  this 
field.  Our  progress  of  today  came  only  after 
overcoming  such  obstacles. 

Some  of  our  biggest  gains  have  been  in  the 
area  of  occlusive  diseases.  We  have  learned 
that,  although  atherosclerosis  remains  a gen- 
eralized disease,  it  is  frequently  localized 
in  its  most  severe  manifestations.  Further, 
a localized  severe  manifestation  may  “pro- 
tect” the  distal  arterial  tree,  suggesting  pul- 
satile flow  to  be  of  etiologic  significance. 
Our  general  thinking  has  turned  to  the  direct 
attack  on  the  involved  vessel  instead  of 
palliative  or  preventive  medicine.  By  throm- 


Figure  2 


Aortogram  showing  complete  obstruction  of  the 
left  iliac  artery  at  the  aortic  bifurcation.  Note 
the  vivid  filling  of  the  superior  mesenteric 
artery  and  renal  artery  on  the  right.  The 
mucosa  of  the  jejunum  is  also  visualized. 


Plgure  3 


Complete  occlusion  of  left  internal  carotid 
artery.  Note  that  the  siphon  fills  by  collateral 
from  the  maxillai'y  and  facial  branches  of  the 
external  carotid. 

bo-endarterectomy,  resection  and  grafting, 
or  bypass  grafting  we  are  directly  attacking 
the  problem  of  the  blood  supply  to  the 
ischemic  part.  Angiography  is  a sine  qua 
non  to  rational  selection  of  cases  in-  this 
field.®  Figure  2 is  an  aortogram  revealing 
an  occlusion  of  the  left  iliac  artery.  After 
the  outflow  tract  had  been  shown  to  be  ad- 
equate by  femoral  arteriography,  a bypass 
graft  was  performed  on  the  left,  from  the 
aorta  to  the  femoral  artery.  Perhaps  the 
most  recent  spurt  of  interest  in  this  field 
is  in  the  area  of  carotid  occlusions.^  Figure 
3 shows  a complete  occlusion  of  the  internal 
carotid  with  filling  of  the  “siphon”  by  col- 
lateral flow  via  the  branches  of  the  external 
carotidt.  These  collateral  channels  were 
thought  not  to  exist  a few  years  ago. 

It  should  be  pointed  out,  however,  that 
little  or  nothing  has  been  accomplished  in 
ferreting  out  the  basic  pathophysiology  of 
this  disease.  The  same  holds  true  for  the 
nonspecific  arteridities,  polyarteritis  nodosa, 
and  thromboangiitis  obliterans.  The  em- 
phasis of  the  future  should  be  toward  basic 
research  in  these  diseases,  if  treatment  is  to 
be  placed  on  a rational  basis. 

Trauma  is  another  area  where  we  have 
learned  a great  deal  in  the  past  twenty  years. 
As  is  often  the  case  with  injury,  the  recent 
conflicts  of  the  Korean  War  and  World  War 
II  have  added  much  to  our  knowledge  of 
arterial  injury.  This  is  reminiscent  of  our 

tFrom  the  files  of  W.  Burkland,  M.D.,  Omaha  Veterans 
Administration  Hospital. 
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gain  in  knowledge  concerning  empyema  dur- 
ing and  after  World  War  I and  World  War 
II.  The  timely  articles  of  the  DeBakey,® 
Shumackei’d^  Zipei’mand'^  and  Jahnke*  point 
out  the  desirability  of  the  immediate  surgical 

Fignre  4 


False  aneurysm  of  external  carotid  artery  in 
the  region  of  the  origin  of  the  lingual  artery. 
Operative  angiography  was  necessaiy^  because 
of  inability  to  fill  external  carotid  tree  on  re- 
peated attempts  by  the  percutaneous  route. 
Patient  was  seen,  six  weeks  after  a knife  wound 
of  the  neck,  with  a large  pulsatile  mass  of  the 
tonsilar  pillar. 

attack  on  arterial  injury  and  the  dangers 
of  the  tourniquet.  This  early  attack,  within 
eight  to  twelve  hours,  prevents  the  complica- 
tions of  false  aneurysm,  distal  ischemia,  and 
arteriovenous  fistulation.  The  trauma  of 
high  velocity  missiles  and  shrapnel  has  been 
found  to  require  extensive  debridement. 
Figure  4 represents  one  of  the  dangers  of 
the  waiting  policy.  It  has  become  almost 
axiomatic  that  suspicion  of  major  arterial 
injury  demands  early  exploration  in  the 
absence  of  other  clinical  contraindications. 
In  civilian  life,  one  of  the  arterial  injuries 
which  we  see  more  and  more  frequently  is 
the  false  aneurysm  resulting  from  a tear  of 
the  thoracic  aorta.  This  occurs  after  major 
trauma  associated  with  rapid  acceleration 


and  is  characteristic  in  its  location  below 
the  take  off  of  the  left  subclavian  artery 
and  ligamentum  arteriosum.  (Figure  5.)tt 

The  recent  world  conflicts  have  added  con- 
siderably to  our  knowledge  of  cold  injury 
also.  The  resistance  of  specific  tissues  to 
injury  and  general  systemic  deficiencies  con- 
tributing to  the  severity  of  cold  injury  have 
been  intensely  studied.  The  proper  treat- 
ment in  the  acute  state  of  the  injury  has 
been  made  more  clear.  This  includes  the 
proper  methods  of  warming  the  part,  the 
avoidance  of  further  injury,  the  indications 
for  anticoagulants,  the  proper  timing  of  am- 
putation, and  the  role  of  antibiotics  and 
sympathectomy. We  have  made  little 
gain  in  the  treatment  of  the  distressing 
chronic  sequelae  of  such  injury,  however. 
Much  greater  gains  have  been  made  here 
in  the  area  of  preventive  medicine,  particu- 
larly as  regards  educational  efforts  of  the 
Armed  Forces  and  new  types  of  clothing 

Figure  5 


Aortogram  by  retrograde  perfusion  through  a 
polyethylene  tube  positioned  in  the  aorta  via 
the  right  carotid  arteiy.  Note  aneui-ysm  of 
aortic  arch  just  below  the  left  subclavian  arte^. 
There  was  a histoiy  of  recent  acceleration  in- 
jury of  the  chest. 

ttSlide  courtesy  of  Wm.  Kleitsch,  M.D.,  Omaha  Veterans 
Administration  Hospital. 
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which  have  been  designed  for  our  fighting 
men. 

The  vasospastic  disorders  are  becoming 
better  delineated,  although  it  remains  diffi- 
cult to  separate  patients  with  milder  forms 
from  those  with  high  degree  of  vasomotor 
tone.  Reynaud’s  disease  is  seen  relatively 
infrequently.  A similar  condition  is  seen 
with  the  use  of  vibrating  tools  and  is  a 
form  of  reflex  sympathetic  dystrophy.  Rey- 


Figure  6 


Clinical  photograph  revealing  unusual  distribu- 
tion of  secondary  varicose  veins.  Note  inci’eased 
length  of  the  right  leg.  Compare  the  location 
of  variocosities  with  the  A-V  fistulate  in  the 
arteriogram. 


naud’s  phenomenon  is  more  commonly  seen 
associated  with  obliterative  arterial  disease 
and  arterial  compression  syndromes.  Arter- 
ial stupeur  will  be  seen  more  and  more  as 
significant  trauma  becomes  more  common  in 
our  practice  of  medicine.  Acrocyanosis  and 
livedo  reticularis  are  now  known  to  respond 
quite  well  to  sympathetic  denervation. 

Acute  arterial  occlusion  by  embolus  re- 
mains a dramatic  clinical  picture.  Embolec- 


Figure  7 


Percutaneous  femoral  arteriogram.  Note  many 
small  arteriovenous  fistulae  involving  the  lat- 
eral thigh  and  the  leg.  The  fistulae  penetrate 
the  tibia  and  fibula. 
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tomy  is  the  treatment  of  choice  and  the  quick- 
er performed  the  better.  We  have  learned  that 
good  results  can  be  obtained  even  after  a 
period  of  many  hours  has  elapsed  following 
the  embolic  episode.  Almost  all  embolec- 
tomies,  with  the  exception  of  that  of  the 
saddle  embolus,  can  be  performed  under 
local  anesthesia.  The  associated  cardiac 
lesion  requires  concomitant  or  subsequent 
therapy,  or  both,  as  a rule.  Arterial  throm- 
bosis, on  the  other  hand,  is  much  more  diffi- 
cult to  diagnose  and  treat  properly.  This 
requires  considerable  judgement,  experience 
and  surgical  skill. 

Peripheral  arterial  aneurysms  and  aortic 
aneurysms  are  now  commonly  being  resect- 
ed. In  most  instances  it  is  desirable  and 
necessary  to  replace  the  extirpated  segment 
with  a vein  graft,  arterial  homograft  or 
prosthesis  of  plastic  cloth.  Because  of  bet- 
ter retention  of  strength,  ready  availability 
and  little  tissue  reaction.  Teflon,  Dacron,  or 
Marlex  appear  at  the  moment  to  be  the  re- 
placements of  choice. The  majority 
of  these  aneurysm^s  are  complications  of 
atherosclerosis,  although  other  causes  are 
sometimes  implicated. 

Arteriovenous  fistulae  are  interesting 
physiologic  problems.  The  diagnosis  is  usual- 
ly easy  as  is  the  localization.  A history  of 
penetrating  wound  or  operation  is  often 
elicited.  There  are  characteristic  blood 
pressure  and  volume  changes.  A bruit  is 
frequently  present  and  the  Nicolodoni-Bran- 
ham  sign  may  be  regularly  demonstrated. 
Since  World  War  II,  most  efforts  have  been 
directed  toward  excision  with  re-establish- 
ment  of  arterial  and  in  most  instances 
venous  continuity. Prior  to  that  time  quad- 
ruple ligation  and  excision  was  the  treat- 
ment of  choice.’'  Figures  6 and  7 represent 
an  unusual  example  of  multiple  congenital 
arteriovenous  fistulae. 

In  this  broad  presentation  little  has  been 
said  about  the  general  care  of  the  ischemic 
extremity  and  anticoagulants.  However, 
there  are  three  treatment  directives  in  vas- 


cular disorders  which  need  re-emphasis. 
These  are  frequently  violated  today.  First- 
ly, the  autonomic  blocking  agents  have  no 
role  in  the  treatment  of  the  ischemis  extrem- 
ity although  they  remain  useful  in  vasospastic 
disorders  and  hypertension,  of  course.  Sec- 
ondly, it  is  worth  repeating  that  heat  should 
not  be  applied  to  an  ischemic  part.  Thirdly, 
sympathectomy  remains  a useful  adjuvent 
in  the  treatment  of  vascular  disorders. 
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“Furthermore,  man  as  an  individual  and  as  a part  of  the  group 
has  always  been  a paradoxical  mixture  of  good  and  evil  — lofty  and 
base  — cultured  and  savage  — wise  and  stupid.  The  student  of 
man  and  his  society  sometimes  views  the  interaction  of  sane  and 
insane  behavior  with  a bafflement  that  at  times  threatens  his  own 
soul  . . .”  (Philip  Vogt:  Nebraska  M.  J.  45:29,  Jan.,  1960). 
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Griseofulvin  ">  Fungus  Infections 


Doctor  Cameron  gives  us,  in  this  paper,  a pre- 
liminary report  on  the  new  antibiotic,  griseoful- 
vin. He  tells  us  what  may  be  expected  of  the 
antibiotic,  what  it  will  not  do  in  curing  fungus 
infections,  and  that  no  serious  side-effects  from 
its  administration  have  been  encountered  up  to 
date.  He  also  indicates  the  proper  dosage  in 
adults  and  children,  and  warns  that  long  con- 
tinued use  may  be  necessary,  especially  in  fun- 
gus infections  of  the  nails. 

—EDITOR 


Ci  RISEOFULVIN,  an  antibiotic 
J effective  against  several  re- 
sistant superficial  fungi,  was 
first  isolated  from  Penicillium  griseo-ful- 
vum  in  1939.  For  nineteen  years  it  was 
used  experimentally  in  agriculture,  being 
more  or  less  shelved  in  respect  to  human  use 
as  was  the  case  with  penicillin.  Gentles,  in 
1958,  demonstrated  its  remarkable  effective- 
ness in  curing  experimental  ringworm  in 
guinea  pigs.  Then,  in  December  of  1958, 
Blank  and  Roth,  of  the  University  of  Miami, 
presented  their  outstanding  paper  at  the 
Academy  of  Dermatology  meeting  in  Chica- 
go: 26  patients  with  dramatic  effect  from 
griseofulvin  given  orally  after  local-treat- 
ment-failures; and  5 patients  not  cured, 
their  type  of  infection  now  known  to  be  not 
responsive  but  curable  by  other  means. 

In  September  of  1959,  another  valuable 
paper  appeared,  by  Sternberg  and  associ- 
ates, University  of  California;  excellent  re- 
sults in  92  patients.  This  paper  was  espe- 
cially valuable  as  it  recorded  a serious  ef- 
fort to  take  note  of  toxic  reactions.  None 
of  serious  import  was  found.  It  was  neces- 
sary to  discontinue  therapy  temporarily  in 
2 patients,  one  with  generalized  pruritis  as- 
sociated with  a diffuse  macular  eruption, 
and  the  other  with  mild  urticaria.  No  sig- 
nificant abnormalities  were  observed  in  the 
92  patients  in  respect  to  complete  blood 
counts,  urinalyses,  or  liver  function  tests. 
In  detail  they  recorded  the  toxicity  as  fol- 
lows : 


Complaints  No.  of  Patients 

Blurring  of  Vision 1 

Diarrhea  1 

Nausea  1 

Mild  Malaise  2 

Numbness  of  Toes 1 

Urticaria  2 

Localized  Vesicular  Emption 

and  Pruritus  1 

Diffuse  Macular  Eniption 1 

Headache  3 
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Dryness  of  Mouth 2 

Polyuria  1 

Thirst  1 


As  I was  fearful  that  more  serious  re- 
actions to  griseofulvin  might  be  forthcom- 
ing, I corresponded  with  many  friends  in  the 
Academy  of  Dermatology  and  have  found 
nothing  serious  to  date ; mostly  real  enthusi- 
asm about  the  drug.  A few  excerpts  may 
mean  more  than  statistics : 

A.  B.  Loveman,  Louisville,  Kentucky: 

“Twenty-five  patients  with  no  untoward 
reactions  except  for  occasional  nausea  in  a 
child.  Nail  cases  healing  under  observation. 
Superficial  skin  tineas  have  cleared  com- 
pletely and  no  recurrences  to  date.” 

Ralph  Luikart  II,  Santa  Barbara,  California : 

“My  results  in  a small  series  have  been 
excellent.  No  adverse  reactions.” 

Richard  L.  Saunders,  Niagara  Falls,  New 
York : 

“Twenty-eight  patients  with  no  adverse 
reaction.  One  patient  with  tinea  pedis  de- 
veloped a maculo-papular  general  eruption 
with  severe  pruritis,  interpreted  as  a drug 
eruption.  The  most  striking  results  have 
been  in  extensive  circinate  tinea  rubrum  in- 
fections. In  tinea  capitis,  the  Microsporon 
audouini  cases  are  apparently  cured  and  the 
T.  tonsurans  cases  are  slower,  too  early  to 
make  a decision.  All  the  onychomycosis 
cases  show  no  change  to  date.” 

Richard  L.  Sutton,  Jr.,  Kansas  City: 

“I  consider  griseofulvin  the  greatest  thing 
since  penicillin  was  invented.  Local  and 
mechanical  therapy  necessary  in  nail  in- 
volvement. Larger  doses  may  cause  some 
dizziness,  headaches,  nausea,  or  diarrhea. 
Have  had  good  results.  No  one  in  the  Kan- 
sas City  group  has  run  into  any  serious  com- 
plication from  the  use  of  the  drug.” 
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Frederick  G.  Novy,  Jr.,  Oakland,  California: 

“No  adverse  reactions  to  gi’iseofulvin.  To 
me  the  most  interesting  thing  has  been  that 
two  patients  both  of  whom  have  had  T.  n<- 
6?*um  infections  of  the  hands  for  many 
years,  after  taking  griseofulvin  for  only  two 
days  were  impressed  with  the  fact  that  their 
hands  felt  ‘alive’  again  and  that  previously 
they  had  had  a ‘dead  feeling’.” 

J.  Lamar  Callaway,  Duke  University 
Medical  Center,  Durham,  North  Carolina: 

“Quite  impressed  with  effectiveness  of 
griseofulvin  in  tinea  capitis,  tinea  corporis, 
tinea  cruris  and  to  a lesser  extent  tinea  pedis 
due  to  the  Trichophyton  group.  Have  seen 
some  penicillin-like  erythema  - multifonne- 
like  reactions,  some  nausea,  and  in  a rare  pa- 
tient some  depression  of  the  white  count  but 
nothing  of  any  great  significance.” 

Newell  Schlueter,  St.  Louis,  Missouri : 

“In  30  patients,  one  reaction,  a maculo- 
papular  eruption  which  responded  quickly 
to  withdrawal  of  the  drug  and  keto-steroid 
therapy.  Griseofulvin  failed  to  be  of  value 
in  treating  tinea  versicolor  but  has  served 
well  in  epidermophytosis  especially  of  T. 
I'ubrum  type.  Do  not  expect  results  in  nail 
involvement  before  three  months  of  treat- 
ment.” 

Robert  R.  Kierland,  Mayo  Clinic: 

“We  have  all  used  griseofulvin  in  many 
patients  with  various  types  of  fungus  infec- 
tion from  kerion  through  tinea  pedis.  We 
have  had  no  adverse  systemic  reactions  to 
the  drug;  however,  we  have  seen  three  pa- 
tients who  have  developed  acute  id-types  of 
reaction  which  were  severe  though  of  short 
duration.  I think  it  is  an  excellent  drug, 
however,  but  do  not  feel  that  we  have  to  use 
it  in  the  dose  suggested.  Small  doses  of 
250  mg.  twice  or  three  times  daily,  I think, 
give  the  same  results  as  the  four-times-a- 
day  dose.” 

As  griseofulvin  has  only  been  available  in 
Omaha  for  two  months,  my  personal  experi- 
ence is  too  brief  for  complete  evaluation. 
Two  children  with  tinea  capitis,  (audouini 
type)  have  healed  to  the  point  of  no  fluor- 
escence under  the  Wood’s  lamp  in  three  to 
four  weeks.  It  is  important  to  keep  the 
scalp  shaved,  as  the  fungus  is  still  alive  in 
the  distal  grown-out  hair  while  the  drug  is 


being  taken,  to  avoid  re-infection  or  conta- 
gion. Of  8 patients  with  the  chronic  g>'rate 
tinea  corporis  of  the  T.  I'ubr'um  type,  2 ap- 
pear healed  and  4 are  improving. 

Two  patients  with  severe  chronic  tinea 
cruris  are  about  75  per  cent  better  after  two 
and  four  weeks  treatment.  One  patient  with 
tinea  kerion  of  the  beard  has  healed  in  two 
weeks.  Of  six  patients  with  chronic,  pre- 
viously resistant  tinea  pedis,  four  are  much 
relieved  and  nearly  healed  after  a month  of 
therapy;  two  have  improved  only  slightly 
after  five  and  six  weeks  of  treatment.  Four 
patients  with  onychomycosis  show  variable 
but  definite  clear  healing  zones  at  the  prox- 
imal edge  of  the  nail  after  from  three  to  sev- 
en weeks  of  treatment. 

The  only  reactions  I have  seen  are : nau- 
sea, 1 patient;  severe  pruritus,  1 patient; 
slight  diarrhea,  1 patient. 

Mode  of  Action 

It  appears  that  griseofulvin  is  deposited 
in,  or  diffuses  into,  the  basal  cells  of  the 
epidermis  from  the  vessels  in  the  corium 
and  prevents  reproduction  of  fungi  lying  be- 
tween the  epidermal  cells  in  their  gradual 
ascent  to  the  stratum  corneum.  This  ex- 
plains the  necessity  of  several  weeks  use  of 
the  drug  to  obtain  results,  or,  in  nail  in- 
volvement, months.  More  than  50  per  cent 
of  the  drug  is  excreted  in  the  urine.  Cer- 
tainly the  action  of  this  antibotic  is  not  to 
kill  fungi  outright.  Traces  of  it  in  culture 
media  will  inhibit  growth  of  fungi,  but  sus- 
pended fungus  pellets  will  grow  when  placed 
on  antibiotic-free  media. 

Words  of  Caution 

Certainly  we  should  all  still  watch  for 
more  serious  reactions  to  griseofulvin  than 
have  been  encountered.  To  date,  reactions 
have  been  minor. 

It  is  likely  that  this  drug  will  be  used 
often  in  dermatoses  for  which  it  was  never 
intended.  It  cannot  help  alopecia  areata,  se- 
borrheic dermatitis,  or  psoriasis  of  the 
scalp.  It  cannot  benefit  pityriasis  rosea, 
erythema  multiforme,  or  circinate  psoriasis 
on  the  body.  It  will  not  help  shoe-leather 
dermatitis  or  keratoderma  of  the  feet,  often 
mis-diagnosed  as  tinea.  It  will  not  benefit 
psoriasis  of  the  nails,  nutritional  or  congen- 
ital anomalies,  disruption  of  the  nails  by  de- 
tergents, nail  cosmetics  or  chemicals  in  in- 
dustry. And  these  errors  are  not  difficult 
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for  any  of  us  to  make.  Laboratory  help, 
through  potassium-hydroxide  slide  prepar- 
ations and  cultures,  is  of  considerable  help 
here. 

Time  alone  will  tell  the  eventualities  for 
griseofulvin.  I hope  that  by  “knocking 
out”  such  troublesome  invaders  as  T.  ru- 
hrum,  T.  mentagrophytes,  and  so  forth,  we 
do  not  clear  the  way  for  more  vicious  patho- 
gens to  flourish.  Other  antibiotics  have  cer- 
tainly been  a stimulus  to  the  damaging 
monilia,  staphylococcus,  and  others.  And 
in  agriculture,  fungi  and  insects  have  been 
“playing  checkers”  with  chemical  attempts 
to  control  them. 

Dosage 

It  seems  that  a reasonable  dose  of  griseo- 
fulvin is  20  mg.  per  kilogram  per  day. 
Practically,  patients  of  adult  or  near-adult 
size  can  be  given  one  250  mg.  tablet  four 
times  a day,  and  children  of  8 to  12  years 
about  half  this  amount.  I feel  that  dosage 
has  to  be  individualized:  one  may  feel  that 


even  one  tablet  a day  is  beneficial,  and  I feel 
that  one  patient  of  mine  needed  500  mg.  (2 
tablets)  3 times  a day  before  his  chronic 
tinea  pedis  responded.  Practically  always, 
2 to  6 weeks  of  treatment  are  required,  and 
in  nail  involvement,  months  of  the  drug  plus 
local  and  mechanical  measures. 

Conclusion 

Griseofulvin  is  a safe  and  effective  anti- 
fungal antibiotic,  used  mainly  in  chronic  re- 
sistant ringworm  of  the  scalp,  body,  groins, 
feet,  and  nails.  It  will  not  help  all  fungus 
infections,  or  moniliasis,  or  the  deep  system- 
ic fungus  infections,  and  it  will  certainly 
not  help  the  non-fungal  dermatoses. 
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Prof.  Dr.  Johann  Mikulicz  (Beitraege  zur  Chirurgie,  1892),  de- 
scribes his  first  case  of  Mikulicz  disease  in  the  following  words: 

“In  the  session  of  Jan.  23,  1888,  I placed  before  the  Society 
for  Scientific  Medicine  at  Koenigsberg  a case  which  presented  a 
peculiar  symptom  complex,  until  then  unknown  to  men.  Both  lacrymal 
glands  and  all  the  salivary  glands  were  changed  in  a symmetrical 
manner  into  tumors,  which  pushed  themselves  markedly  forward 
from  the  noimal  position  of  these  organs  and  thereby  distorted  the 
physiognomy  of  the  patient  in  a remarkable  way.  The  tumors  had 
arisen  gradually;  they  were  at  the  time  of  examination  of  a hard 
consistency,  painless,  without  trace  of  inflammatoiy  signs.  More- 
over, elsewhere  there  were  present  no  pathological  changes  in  the 
bearer  of  these  tumors.” 
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A REPORT  on  a 
DIRECT-MAIL 


Diabetes  Case- 
Finding  Method* 

The  sole  purpose  of  a diabetes 
detection  drive  is  to  uncover 
new  cases  of  this  treatable  dis- 
ease in  the  early  stages  before  the  perils  of 
its  complications  become  manifest.  The 
combined  experience  of  the  authors  of  this 
article,  both  in  private  and  in  University 
Health  Service  practice,  has  been  one  of 
dissatisfaction  with  the  results  of  previous 
diabetes  detection  drives,  and  we  think  our 
experiences  more  or  less  mirror  those  of 
physicians  in  general.  The  problem  is  one 
of  public  apathy,  most  likely.  The  volun- 
tary appearance  plan,  when  done  nation 
wide,  does  uncover  some  unknown  diabetics, 
but  the  vast  number  of  undetected,  un- 
known diabetics  remains  unknown  and  un- 
detected. Something  new  in  the  way  of 
case-finding  had  to  be  developed. 

One  of  our  Staff  Members,  (F.N.),  sug- 
gested the  use  of  glucose  test  strips.  These 
simple,  inexpensive,  dependable  strips  of 
filter  paper  impregnated  with  material  to 
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Clinistix  were  used  because  their  texture 
and  strength  lends  itself  to  the  expected  type 
of  handling.  The  test  strip  was  glued  to  the 
postcard  in  the  indicated  position  with  a 
drop  of  Elmer’s  Glue.  Experience  with  this 
test-run  demonstrated  that  this  is  an  entire- 
ly satisfactory  way  to  affix  the  strip.  A 
brochure  concerning  diabetes,  obtained  from 
the  National  Diabetes  Association,  was 
stapled  in  the  folded  card.  When  stapled  in 
the  mailing  position,  the  folded  cai'd  effec- 
tively protected  the  strip  and  brochure  dur- 
ing mail-handling. 

Approximately  1600  cards  were  mailed 
through  “campus  mail’’  distribution  to  Uni- 
versity employees,  utilizing  the  mailing  list 
maintained  by  the  University  of  Nebraska. 
In  addition,  cards  were  placed  in  strategic 
locations  about  the  campus  for  use  by  stu- 
dents on  a volunteer  basis.  Direct  mailing 
to  students  was  not  accomplished  since  all 
had  undergone  a relatively  recent  physical 
examination  which  included  a urinalysis. 

All  cases  reporting  a positive  test  were 


TABLE  1 

RETURNS  ON  DIRECT-MAIL  DIABETES  DETECTION  DRIVE 

No.  Returned  Positives 

Source  Sent  No.  Per  Cent  No.  Per  Cent* 

University  Employees Unknown  123  6 4.9% 


Students 1600 

*Per  cent  of  those  returned. 

detect  the  presence  of  glucose  in  solutions 
seemed  to  be  designed  for  even  the  most 
casual  or  ignorant  diabetic  patient.  To  em- 
ploy them  in  diabetes  case-finding  was  so 
obvious  a use,  their  potential  has  been  com- 
pletely overlooked.  Once  their  value  in  a 
mass  detection  drive  became  appreciated,  it 
was  decided  to  use  them  in  conjunction  with 
the  local  effort  during  the  National  Diabetes 
Detection  Week  of  November  15-21,  1959. 

Figures  1-A  and  1-B  show  the  type  of 
doublefold  postcard  finally  agreed  upon. 

•Keceived  for  publication  January  G,  1960. 


584  36.5  6 1.0% 


contacted  by  our  Public  Health  Nurse 
(C.N.)  and  urged  to  report  to  the  University 
Health  Seiwice  for  a two  hour  postprandial 
blood  sugar  determination.  All  of  these  pa- 
tients were  then  screened  by  a consultant  in 
internal  medicine;  and  those  whose  blood 
sugars  or  histories  indicated  frank  or  pos- 
sible diabetes  were  advised  to  have  glucose 
tolerance  tests  and  were  referred  to  their 
private  physician  for  care.  The  physician 
received  a report  of  our  findings  by  mail. 
Those  whose  two  hour  postpi'andial  blood 
sugar  was  well  within  normal  limits  were 
urged  to  have  repeated  checks  of  their  urine 
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FIGURE  1-A 


DIABETES  DETECTION  WEEK 
TEST  STRIP:  (CLINISTIX  attached  here). 

Procedure  for  Diabetic  Detection  Test; 

1.  Remove  test  strip.  Do  not  touch  colored  end. 

2.  Dip  colored  end  of  test  trip  into  urine,  collected  in  a clean  re- 
ceptacle within  two  hours  after  main  meal.  WAIT  FIFTEEN 
SECONDS. 

If  test  strip  turns  BLUE  to  any  degree,  check  box  on  attached 
card  labeled  POSITIVE.  Otherwise,  check  NEGATIVE. 
Additional  test  strips  available  at  the  University  Health  Center. 
Please  print  your  name  on  attached  card.  Fold  card  and  staple  to 
show  retuni  address  and  drop  in  CAMPUS  Mail  Box. 

Your  cooperation  will  be  very  much  appreciated. 

SAMUEL  I.  FUENNING,  M.D. 
Medical  Director 
University  Health  Center 


CAMPUS  MAIL 


DIABETES  DETECTION  WEEK 
University  Health  Center 
15th  and  U Streets 
Lincoln,  Nebraska 


or  blood  sugar,  or  both,  in  the  future.  Table 
1 presents  a summary  of  the  case-finding. 

The  significant  points  in  this  table  are  as 
follows : 

1.  There  are  8500  plus  students  in  the 
University  of  Nebraska.  Even  though  the 
drive  was  adequately  publicized  in  the  Na- 
tional press,  radio  and  television  and  on 
campus  in  the  Daily  Nebraskan,  the  volun- 
tary approach  to  case-finding  led  to  only 
123  returned  cards  or  1.5  per  cent  of  the 
possible  total.  Direct  mailing  to  University 


employees  led  to  36.5  per  cent  return.  Al- 
though this  is  far  from  a perfect  return,  it 
greatly  exceeds  that  realized  when  left  to 
the  patient’s  own  discretion. 

2.  There  was  a significantly  higher  per 
cent  positive  in  the  student  group  than  in 
the  adult  employee  group.  Whether  this  is 
a coincidence  or  not  must  await  further 
testing. 

Table  2 lists  the  further  analysis  and  di- 
agnostic opinions  on  the  twelve  cases  whose 
urine  showed  a positive  test  by  the  Clinistix 
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FIGUKE  1-B 
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DIABETES  DETECTION  WEEK 


□ POSITIVE 

□ NEGATIVE 


IF  POSITR^E.  YOU  WILL  BE  INSTRUCTED 
AS  TO  FURTHER  EA'ALUTION. 


(Print  Address) 


(Print  Name) 


Drop  in  CAMPUS  iMail  Box 
or  bring  to  the 
University  Health  Center. 

No  Postage  Necessary 


Please  Check: 
Student  Q 

Student  Dependent  □ 

Faculty  □ 

Faculty  Dependent  Q 

Employee  □ 

Employee  Dependent  □ 


strip.  There  were  three  frank  diabetics  dis- 
covered and  four  with  two  hour  postpran- 
dial blood  sugar  tests  at  a level  which  could 
be  considered  suspicious.  There  were  foui* 
known  diabetics  reporting  in  addition  to  the 
above,  two  of  whom  had  positive  urine  sugar 
tests.  The  other  two  did  not  report  on  the 
outcome  of  their  tests.  This  constituted  the 
extent  of  our  suiwey. 

Table  3 lists  the  cost  entailed  in  an  anlysis 
of  this  type.  Column  A lists  the  actual  cost 
of  running  this  survey.  Column  B projects 
the  cost  to  any  sponsoring  gi*oup  who  might 


likewise  desire  to  use  similar  means  in  next 
year’s  diabetic  detection  drive.  The  cost  of 
Clinistix  would  possibly  be  born  by  the  State 
or  National  Diabetic  Association  and,  hence, 
was  not  included  in  Column  B.  The  mailing 
cost  includes  initial  mailing  and  return 
postage.  This  cost  conceivablj"  could  be  re- 
duced in  certain  instances  by  utilizing  al- 
ready existing  distribution  facilities.  Cler- 
ical help  and  help  in  assembling  the  test  kits 
presumably  would  be  obtained  from  volun- 
teer groups  such  as  the  medical  auxiliary, 
church  organizations,  and  so  forth.  We 
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TABLE  2 

ANALYSIS  OF  TWELVE  PATIENTS 
REPORTING  POSITIVE  URINE 
GLUCOSE  TESTS: 


Two-Hour 

Postprandial 

Case  Blood  Sugar  Opinion 

1.  O.Z.  158  mg.%  Diabetes  mellitus 

2.  R.S.  125  mg.%  Possible  early  diabetic 

3.  L.S.  134  mg.%  Possible  early  diabetic 

4.  A.R.  117  mg.%  Not  diabetes  mellitus 

5.  L.C.  94  mg.%  Not  diabetes  mellitus 

6.  G.S.  108  mg.%  Not  diabetes  mellitus 

7.  A.C.  125  mg.%  Possible  early  diabetic 

8.  L.F.  300  mg.%  Diabetes  mellitus 

9.  L.T.  127  mg.%  Possible  early  diabetic 

10'.  M.W.  109  mg.%  Not  diabetic 

11.  J.W.  100  mg.%  Not  diabetic 

12.  A.W.  143  mg.%  Diabetes  mellitus 


TABLE  3 

COST  OF  MATERIALS  FOR  DIRECT-MAIL 
DIABETES  CASE-FINDING  PROGRAM: 


Item 

Column  A* 

Column  B* 

Cost  of  cards  and  printing 
(5000) 

5040  Clinistix 

. $31.74 

50.40 

$ 31.74 

* 

Air  Express  on  Diabetes 
'Rrnf'Viiirps 

1.70 

Mailing  5000  with  return 
postage 

300.00 

$83.84 

331.74 

Cost  per  test 

1.7c 

6.63c 

♦See  text. 

know  of  no  other  area  where  a case-finding 
can  be  carried  out  at  a comparable  cost. 

Conclusions 

In  this  pilot  direct-mail  diabetes  detection 
drive,  1723  known  persons  tested  their  urine 
in  an  acceptable  manner  (within  two  hours 
after  eating).  Twelve  were  found  to  have 
positive  urine  sugar  tests.  Three  of  these 
were  frank  diabetics,  previously  unknown, 
while  four  were  suspicious  and  needed  fur- 
ther observation  and  testing.  The  potential 
of  this  method  in  case-finding  is  tremen- 
dous. If  these  results  are  at  all  statistically 
significant,  the  case-finding  rate  for  frank 
or  suspicious  diabetes  is  about  four  per 
thousand,  and  all  at  a minimal  expense. 

Some  things  of  interest  have  been  ob- 
served during  this  study : 

1.  The  reporting  card,  by  necessity  for 
follow-up  purposes,  carries  the  patient’s 
name.  If  torn  off  the  direction  card  and 
mailed  separately,  the  patient’s  name  is  ex- 
posed. We  found  that  about  one-half  of  the 
people  preferred  to  find  some  means  of  fold- 


ing the  card  and  sealing  it.  Many  stapled 
it;  others  used  scotch  tape.  We  have  not  as 
yet  devised  a card  that  can  be  easily  sealed, 
but  we  hope  to  do  so  and  thereby  increase 
our  return  percentage. 

2.  Returns  were  still  coming  in,  up  to  ten 
a day,  over  one  month  after  the  cards  were 
mailed. 

3.  Presumably  many  of  the  cards  which 
were  taken  by  the  students  served  for  test- 
ing purposes  but,  being  negative,  were  not 
reported.  It  is  also  thought  that  many  of 
the  cards  mailed  to  employees  were  used  in 
testing  but,  being  negative,  were  not  report- 
ed. There  may  have  been  some  positives 
who  reported  directly  to  their  physician.  Of 
this  we  have  no  knowledge.  Our  statistics, 
therefore,  are  only  suggestive. 

We  would  like  to  recommend  that  the 
component  county  medical  societies  of  the 
Nebraska  State  Medical  Association  under- 
take this  type  of  case-finding  as  a commun- 
ity service  project.  The  benefits  reaped  in 
good  will  would  be  immeasurable.  There  is 
nothing  ethically  which  could  preclude  its 
wide  acceptance  by  the  medical  brotherhood 
since  it  would  be  simply  a case-finding  med- 
ical society-sponsored  project.  With  the 
availability  of  test  strips  for  albumin,  there 
is  nothing  to  prevent  case-finding  studies 
for  albuminuria,  particularly  in  children, 
and  thus  to  uncover  the  probably  untold 
numbers  of  unknown  cases  of  nephritis  and 
related  nephropathies. 

Summary 

Sixteen  hundred  University  of  Nebraska 
employees  and  their  dependents  were  sent 
simple  Clinistix  urine-sugar  testing  kits  by 
direct  mail.  Five  hundred  eighty-four,  or 
36.5  per  cent,  returned  their  reports.  x\p- 
proximately  8500  University  of  Nebraska 
students  were  offered  the  test  kits  and  other 
facilities  of  the  University  Health  Seiwice 
for  urine-sugar  testing  during  the  National 
Diabetes  Detection  Week.  One  hundred 
twenty-three,  or  1.4  per  cent,  responded.  Of 
the  1723  tests  coming  into  the  hands  of  some 
known  individual,  twelve  showed  positive  re- 
sults. On  further  screening  analysis,  three 
were  found  to  be  frank  diabetics,  previously 
unknown,  and  four  were  found  to  be  suspi- 
cious of  diabetes.  This  represents  a case- 
finding rate  of  four  per  one  thousand.  Dia- 
betics and  suspicious  cases  were  referred  to 
their  family  physicians  after  screening  by  a 
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consultant  in  internal  medicine.  Others 
with  positive  Clinistix  urine  sugar  tests  but 
noiTnal  two  hour  postgrandial  blood  glucose 
levels  were  strongly  urged  to  follow  up  in 
the  future. 

This  simple  screening  procedure  is  rec- 


ommended for  use  by  county  medical  so- 
cieties as  a community  sei'vice  project  for 
diabetes  and  nephritis  case-finding.  Empha- 
sis is  placed  on  the  need  to  deliver  the  test 
kit  to  the  person  by  direct  mail  or  other 
means  and  not  to  resort  to  patient  self-selec- 
tion. 


Oliver  Wendell  Holmes,  writing  on  “The  Contagiousness  of  Puer- 
peral Fever,”  in  1843,  said  “The  disease  known  as  Purepei-al  Fever 
is  so  far  contagious  as  to  he  frequently  carried  from  patient  to 
patient  by  physicians  and  nurses.” 

This  statement  with  the  arguments  adduced  to  support  it  met 
with  a rain  of  arguments  and  statements  by  “experts”  in  this  field 
attempting  to  discredit  Holmes.  In  1855,  Holmes  returned  to  the 
subject  and,  after  blasting  his  critics  with  an  acid  tongue,  he  said: 
“I  do  not  expect  to  return  to  this  subject.  There  is  a point  of  mental 
satm-ation,  beyond  which  argument  cannot  be  forced  without  breed- 
ing impatient,  if  not  harsh  feelings,  toward  those  who  refuse  to  be 
convinced.” 
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SPECIAL  ARTICLE 


Fight  Compulsory 
Sickness  Insurance* 

"Its  Danger  Faces  Us  Now  . . . 

They'll  Urge  Its  Passage  in  1960  . . . 
What  We  Must  Do  to  Help  Defeat  It!" 


Down  through  histoiy,  wise 
men  have  admonished  their 
fellows  not  to  sell  their  birth- 
right, as  did  Esau,  for  a mess  of  pottage. 
Each  generation  is  confronted  with  prob- 
lems that  call  for  a discriminating  analysis 
of  essential  values.  Because  people  individ- 
ually and  en  masse  usually  make  the  right 
decision,  if  they  are  informed  and  address 
themselves  aggressively  to  their  problems, 
the  greatest  dangers  from  which  democra- 
cies suffer  are  apathy  and  ignorance. 

Mighty  Rome  fell,  less  because  of  the 
onslaught  of  the  barbarians  than  because 
the  vigor  of  the  Roman  people  had  been 
sapped  by  indolence  and  the  quest  of  ea.se 
and  pleasure.  History  is  replete  with  ex- 
amples of  once  powerful  nations  that 
crumpled  and  disappeared  when  their  cit- 
izens abandoned  the  principles  that  made 
them  great. 

Action  Is  Difficult  During  Prosperity 

It  is  easy  to  be  alarmed  and  pejorative 
when  the  trend  of  events  is  not  to  one’s 
liking.  It  is  considerably  more  difficult  to 
take  effective  action  to  solve  public  problems 
and  rectify  mistaken  public  attitudes.  This 
is  particularly  so  during  times  of  general 
prosperity  when  living  standards  are  high 
and  the  dangers  that  threaten  us  are  insid- 
ious and  not  quickly  recognized. 

However,  the  time  has  come  when 
thoughtful  men,  who  wish  to  perpetuate 
private  enterprise  and  democracy  in  our 
country,  must  awaken  to  the  probable  ef- 
fects of  forces  now  at  work  to  change  the 
American  system  and  must  take  a firm 
stand  against  them. 

One  should  not  be  vilified  as  an  ante- 
diluvian reactionary,  a “money  changer,”  or 
enemy  of  the  common  man  if,  in  mid-cen- 
tury America,  he  is  alarmed  by  the  acceler- 
ating trend  toward  socialism,  sometimes 


E.  I.  FAULKNER 

President,  Woodman  Accident  and  Life  Company 
Lincoln,  Nebraska 


called  the  “Welfare  State.”  It  is  not  an 
inevitable  consequence  of  the  enormous  size 
and  complexity  of  our  country  that  men 
should  look  more  and  more  to  government 
for  the  things  that  they  can  do  for  them- 
selves. Yet,  in  nearly  every  field,  govern- 
ment plays  an  ever  larger  part  in  the  life 
of  the  individual  person. 

Growth  of  Government  Control; 

A striking  illustration  of  the  extension 
of  government  responsibility  and  control 
into  a particular  personal  phase  of  our  lives 
is  the  proposal  that  the  federal  government 
assume  the  burden  of  financing  the  health 
care  costs  of  an  important  segment  of  our 
population  irrespective  of  their  need  for  as- 
sistance. The  social  benefit  system  of  the 
United  States  has  developed  rapidly  since 
1935  when  the  Social  Security  law  was  en- 
acted. Each  Congressional  election  year  for 
the  past  decade,  the  scope  of  Social  Security 
benefits  has  been  expanded  and  new  bene- 
fits added. 

Advocates  of  the  Welfare  State  have  long 
planned  and  worked  for  the  establishment 
of  a comprehensive  system  of  compulsory 
health  insurance  here  with  its  inevitable 
concomitant,  the  socialization  of  health  care. 
There  have  been  many  attempts  to  set  up 
such  a national  health  service  through  leg- 
islation. The  Wagner-Murray-Dingell  Bills 
were  resoundingly  defeated  in  1948-1949  be- 
cause the  American  people  recognized  those 
proposals  for  what  they  were.  This  defeat 
did  not  sway  the  socialists  from  their  ob- 
jective but  did  result  in  a change  of  tactics 
and  timing.  Henceforth,  they  would  seek 
to  accomplish  their  end  a step  at  a time. 

^Reprinted  with  permission  of  the  author  and  Underwriters 
Review,  where  this  article  appeared  in  October,  1959. 
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Compulsory  Sickness  Insurance 

Thus,  we  have  seen  successive  amend- 
ments to  the  Social  Security  System  to  in- 
corporate “the  drop  out”  and  the  wage 
freeze  (a  sort  of  waiver  of  premium  bene- 
fit), and  the  adoption  of  total  and  perman- 
ent disability  benefits.  Now,  we  are  con- 
sidering a further  amendment  that  would 
irrevocably  commit  America  to  a system  that 
would  ultimately  include  substantially  all 
of  the  people  in  a compulsory  sickness  in- 
surance— socialized  medicine  scheme.  The 
Forand  Bill  (H.  R.  4700  of  the  86th  Con- 
gress) is  the  best  known  of  many  similar 
such  measures  now  pending  before  Con- 
gress. 

Briefly,  the  Forand  Bill  would  provide 
that  irrespective  of  need,  certain  hospital, 
nursing  home,  and  surgical  benefits  would 
be  paid  by  the  Social  Security  System  to 
beneficiaries  eligible  to  receive  OASDI  pay- 
ments. That  this  legislation  has  been  pro- 
posed by  the  bill’s  sponsor.  Representative 
Aime  J.  Forand,  out  of  a genuine  concem 
for  the  problems  of  older  people  in  financing 
health  care  costs  and  not  from  any  design 
of  his  to  warp  or  destroy  fundamental 
American  precepts  does  not  alter  the  ulti- 
mately tragic  consequences  that  enactment 
of  the  legislation  would  entail. 

What  Proponents  Say 

Proponents  of  the  bill  assume  that  (1) 
because  aged  people  require  more  health 
care  than  those  still  in  their  working  years 
and  (2)  that  aged  people  are  for  the  most 
part  unable  to  meet  their  health  care  costs 
because  of  inadequate  income  and  insuffi- 
cient resources  and  (3)  do  not  have  avail- 
able to  them  voluntary  health  insurance, 
the  government  must  step  in  to  pay  the 
health  care  costs  of  the  aged.  Some  propo- 
nents have  argued  that  they  favor  the  legis- 
lation because  they  wish  to  preserve  volun- 
tary health  insurance  and  make  it  more  ef- 
fective by  transferring  to  government  the 
responsibility  for  the  aged  group  which  is 
difficult  to  insure.  Still  others  say  that 
organized  labor  should  be  relieved  of  the 
necessity  of  bargaining  for  benefits  for  the 
retired  aged  people  and  employers  should 
be  relieved  of  the  burden  of  helping  to 
defray  part  of  the  health  care  costs  of  these 
people  after  they  have  left  the  working 
force. 

It  is  our  belief  that  the  assumptions  as 
to  the  inability  of  the  aged  people  to  defray 


their  health  care  costs  or  to  secure  adequate 
health  insurance  are  without  sound  founda- 
tion, having  been  repeatedly  asserted  but 
never  proved.  In  point  of  fact,  there  is 
much  evidence  that  retired  persons,  though 
their  incomes  may  be  smaller  than  during 
their  working  years,  are  actually  better  off 
than  when  they  were  younger  because  of 
their  relatively  more  modest  needs. 

They  Help  Themselves 

An  examination  of  the  record  is  conclu- 
sive that  voluntary  health  insurers  of  all 
kinds  make  available  adequate  health  insur- 
ance at  a reasonable  cost.  Today,  more  than 
50  per  cent  of  Americans  over  age  65  who 
need  and  want  voluntary  health  insurance 
have  its  protection.  In  light  of  the  acceler- 
ated rate  at  which  such  insurance  is  being 
extended  to  the  aged,  unless  hampered  by 
government  intervention,  it  is  reasonable  to 
predict  that  by  1970,  90  per  cent  or  more  of 
the  aged  population  who  need  and  want  vol- 
untary health  insurance  will  have  it. 

The  arguments  against  enactment  of  the 
Forand  Bill  or  similar  proposals  are  con- 
vincing. Briefly,  they  are:  (1)  It  is  un- 
sound to  assume  that  most  of  the  aged  peo- 
ple of  our  country  are  unable  to  finance 
their  health  care  costs.  (2)  It  has  never 
been  established  that  those  who  sought  and 
needed  health  care  have  been  refused  it  irre- 
spective of  ability  to  pay.  (3)  Voluntary 
health  insurers  are  meeting  the  increasing 
demand  for  health  care  financing  for  the 
aged.  (4)  Were  the  scheme  proposed  in 
H.R.  4700  established,  there  would  be  im- 
posed upon  our  already  overtaxed  citizenry 
another  heavy  and  unnecessary  tax.  Esti- 
mates by  competent  actuaries  indicate 
that  the  cost  of  H.R.  4700  in  1960  would 
range  from  $2,074,000,000  to  $2,387,000,000 
and  would  increase  by  1980  to  a range  of 
$5,981,000,000  to  $7,660,000,000.  (5)  This 
proposal  poses  a serious  threat  to  the  pres- 
ent Social  Security  System  by  establishing 
a service  type  of  benefit  which  the  system  is 
not  prepared  to  administer  and  by  ultimate- 
ly increasing  total  social  benefit  costs  to  the 
point  where  future  generations  might  re- 
quire their  Congress  to  curtail  or  abandon 
the  Social  Security  System. 

Government-Dominated  Medicine 

(6)  H.R.  4700  would  lead  to  an  all  inclu- 
sive health  care  plan.  The  history  of  such 
plans  in  other  countries  proves,  once  such 
benefits  are  provided  for  a part  of  the  popu- 
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lation,  pressures  develop  that  can  only  be 
satisfied  by  continuing  expansion  until  the 
entire  population  is  covered.  Because  gov- 
ernment must  regulate  and  control  that 
which  it  subsidizes,  to  the  extent  that  health 
care  costs  are  defrayed  out  of  tax  revenues, 
government  will  dominate,  direct  and  regu- 
late the  practice  of  medicine,  the  administra- 
tion of  the  hospitals,  and  the  provision  of 
other  health  care  services.  (7)  H.R.  4700 
would  fail  completely  of  its  apparent  pur- 
pose, because  its  benefit  would  not  be  avail- 
able to  the  group  who  have  the  only  real 
problem  of  financing  health  care  costs, 
namely  the  present  indigent  aged.  (8)  The 
proposal  would  have  a hannful  effect  on  our 
entire  economy  by  raising  taxes,  increasing 
all  costs  of  doing  business,  dampening  indi- 
vidual economic  incentives,  and  adding  to  in- 
flationary pressures.  (9)  Enactment  of 
H.R.  4700  would  severely  impair,  if  not  de- 
stroy, the  institution  of  voluntary  health  in- 
surance which  supports  and  sustains  our 
democracy  and  our  economy  rather  than  be- 
ing a drain  and  a drag  as  is  any  compulsory 
system  of  insurance. 

Passage  in  Early  1960? 

The  testimony  of  the  advocates  of  the  For- 
and  Bill  at  the  committee  hearings  held  in 
July  makes  clear  that  they  will  launch  a vig- 
orous drive  to  secure  passage  of  the  proposal 
in  the  spring  of  1960,  prior  to  next  year’s 
elections.  They  will  succeed  in  their  pro- 
gram unless  there  is  an  informed  public 
opinion  aroused  against  the  proposal.  The 
members  of  Congress  nearly  always  seek  to 
reflect  the  will  of  the  majority  of  their  con- 
stituents. If  highly  organized  pressure 
groups  are  able  to  impress  them  that  there 
is  a real  demand  for  this  legislation,  or  at 
least,  that  most  of  their  constituents  are  not 
unfavorable  to  it,  it  will  become  law.  On 
the  other  hand,  if  real  opposition  to  further 


expansion  of  Social  Security  is  expressed  by 
the  public,  Americans  can  be  saved  this 
further  unnecessary  and  crushing  burden. 

Every  civic  minded  person,  particularly 
every  insurance  man,  has  a vital  stake  in 
preventing  the  establishment  of  a system  of 
compulsory  sickness  insurance.  This  is  not 
a problem  that  can  be  left  to  the  other  fel- 
low to  handle. 

What  Can  You  Do? 

Each  of  us  for  himself  should  do  the  fol- 
lowing things:  (1)  Become  fully  informed 
on  the  issue.  (2)  Utilize  every  opportunity 
to  influence  the  thinking  of  others  to  the 
viewpoint  in  which  we  believe.  This  can  be 
done  by  speaking  to  discussion  groups,  clubs, 
present  clients,  group  insurance  contract 
holders,  and  by  education  of  the  local  news- 
paper editors  and  radio  and  television  com- 
mentators. (3)  Members  of  Congress  genu- 
inely value  the  opinion  of  their  constituents. 
A case  in  point  is  the  changed  attitude  that 
developed  in  Congress  on  legislation  to  pro- 
vide some  regulation  of  labor  unions  when 
it  became  obvious  that  public  opinion  on  the 
subject  was  aroused.  It  is  important  there- 
fore, that  we,  each  one,  write  our  Congress- 
men and  encourage  others  to  do  so.  We 
should  lose  no  opportunity  to  see  them  when 
they  return  home  after  Congress  recesses 
and  express  to  them,  face  to  face,  our  feel- 
ing about  social  benefit  legislation.  (4)  We 
should  become  active  in  the  political  party 
of  our  choice  as  party  workers  and  as  finan- 
cial contributors.  Only  if  most  of  those 
who  are  entitled  to  vote  are  registered  and 
then  actually  cast  a ballot  on  election  day 
does  the  democratic  process  function  effec- 
tively. Each  of  us  is  challenged  now,  as  per- 
haps never  before  in  our  lifetime,  to  rise  to 
the  responsibilities  of  good  citizenship.  If 
we  fail,  we  may  have  lost  the  last  best  chance 
to  perpetuate  our  American  heritage. 


“Hospital  insurance  under  Blue  Cross  administration  has  accom- 
plished wonders,  almost  the  impossible.  It  has  taken  millions  of  our 
citizens  out  of  the  charity  wards  and  made  them  private  self-reliant 
patients  with  the  aid  of  the  companion  plan  for  doctor  cai-e.  Blue 
Shield.  This  great  performance  began  when  the  old  established 
insurance  industry  pronounced  hospital  care  costs  to  be  uninsurable 
risks.”  (From  an  Editorial,  “Why  Blame  Blue  Cross,”  New  York 
State  .1.  Med.,  Jan.,  1960,  page  42). 
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ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
February  13,  Hastings,  Mary  Lanning 
Hospital 

February  27,  Scottsbluff,  St.  Mary’s 
Hospital 

March  12,  Broken  Bow,  Elks  Club 
March  26,  McCook,  St.  Catherine’s 
Hospital 

MID-WINTER  MEETING  BOARD  OF 
COUNCILORS  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  — February 
21,  1960,  10  a.m..  Hotel  Cornhusker,  Lin- 
coln. 

BOARD  OF  TRUSTEES  — Nebraska  Med- 
ical Foundation  — Cornhusker  Hotel,  Lin- 
coln; Sunday,  February  21,  1960. 

MID-WINTER  MEETING  HOUSE  OF 
DELEGATES  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  — February 
28,  1960,  10  a.m..  Hotel  Cornhusker,  Lin- 
coln. 

PAN  AMERICAN  MEDICAL  ASSOCIA- 
TION — May  2 to  11,  1960;  Mexico  City; 
for  information  write  Dr.  Joseph  Eller, 
745  Fifth  Avenue,  New  York,  N.Y. 

SOME  HIGHLIGHTS  OF  CLINICAL 
SESSION  A.M.A. 

A.M. A.  News  has  already  epitomized  the 
actions  of  the  House  of  Delegates  in  its  ses- 
sions at  Dallas  during  the  recent  Clinical 
Session  of  the  A.M.A.  (see  issue  of  Dec.  14, 
1959).  Our  owTi  delegates  will  make  a de- 
tailed report  in  due  time,  and  this  will  be 
published  in  a future  issue  of  the  Journal. 
In  the  interim,  a few  observations  made  by 
Doctor  Frank  Stone,  dealing  particularly 
with  the  discussions  before  the  reference 
committees,  may  be  of  interest  and  add  to 
the  general  understanding  of  the  actions 
consummated  by  the  House. 

The  major  topics  that  came  under  scru- 
tiny at  this  meeting  w ere:  freedom  of 
choice,  physician-hospital  relations,  relative 
value  studies,  and  a miscellaneous  group  of 
subjects.  Some  of  the  “miscellaneous”  group 
cannot  be  considered  as  unimportant;  osteo- 
pathy, home  for  aged  and  retired  physi- 
cians, VA  medicine,  S.  J.  Res.  41,  foreign 
medical  graduates,  the  Forand  bill,  — to 
mention  a few.  Dr.  Stone’s  observations 
follow : 


At  the  Interim  Session  in  Dallas, 
December  1 to  4 

In  the  following  few  paragraphs  many 
items  of  interest  will  be  discussed.  The  bulk 
of  the  information  will  be  points  that  were 
considered  in  Reference  Committee  meet- 
ings and  then  presented  to  the  House  of 
Delegates  for  their  approval  and  adoption. 

Osteopathy — 

Regarding  osteopathy  the  Judicial  Coun- 
cil concluded  that  the  only  changes  resulting 
from  the  action  taken  by  the  House  of  Dele- 
gates in  the  June,  1959,  meeting  were : 

(a)  Doctors  of  Medicine  may  now  ethic- 
ally teach  in  an  osteopathic  college, 
which  is  in  the  process  of  being  con- 
verted into  a medical  school,  under 
the  auspices  of  the  Council  on  Med- 
ical Education  and  Hospital ; and 

(b)  The  Board  of  Trustees  may  appoint 
a liaison  committee  to  meet  with  a 
similar  committee  of  the  American 
Osteopathic  Association,  to  consider 
problems  of  common  concern,  in- 
cluding inter-professional  relation- 
ships at  a national  level. 

It  is  to  be  noted  here  that  information 
was  received  by  the  Reference  Committee 
that  indicated  at  the  present  time  no  osteo- 
pathic college  is  in  the  process  of  being 
converted  into  a medical  school,  and  a liai- 
son committee  of  the  A.M.A.  has  been  ap- 
pointed. 

Ownership  of  Pharmacies — 

The  Judicial  Council  repeats  that  it  is 
not  in  and  of  itself  unethical  for  physicians 
to  own  pharmacies  or  to  hold  stock  in  phar- 
maceutical companies  but  that  under  certain 
conditions  this  can  become  unethical  and 
contrary  to  the  best  interest  of  the  public 
and  medical  profession.  It  is  of  interest 
to  note  here  that  the  Judicial  Council  states 
that  “because  of  the  nature  of  these  prac- 
tices, because  they  can  vary  so  greatly,  the 
Council  feels  it  is  the  obligation  of  the 
local  medical  society  to  insure  that  no  one 
of  its  members  violates  the  high  ethical 
traditions  of  the  medical  profession.”  Again, 
the  point  is  made  that  the  A.M.A.  House 
of  Delegates  and  Board  of  Trustees,  insofar 
as  possible,  try  to  put  the  burden  of  respon- 
sibility on  local  medical  societies  and  not 
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insist  on  a dictatorship,  so-called,  from  the 
office  in  Chicago. 

In  the  same  vein  with  the  above  para- 
graph in  regard  to  a resolution  relating  to 
principles  of  medical  ethics,  the  House  of 
Delegates  and  the  Reference  Committee 
agreed  that  there  is  difficulty  in  imposing 
upon  the  grievance  of  a component  society 
committee  the  problem  of  disciplinary  ac- 
tion on  any  of  its  members,  but  reiterates 
that  this  type  of  investigation  and  a final 
censorship  is  the  obligation  of  the  county 
medical  society. 

The  Reference  Committee  On  Reports  of 
Board  of  Trustees  received  many  items  that 
were  of  general  interest.  Some  of  these  have 
not  been  enumerated  here  because,  unless 
one  is  quite  familiar  with  the  intricate 
workings  of  the  House  of  Delegates,  he 
might  not  find  it  particularly  enlightening. 
One  thing,  however,  that  should  be  called 
to  our  attention  is  the  increase  by  seven 
thousand  (7,000)  in  membership  in  the 
A.M.A.  since  1958.  We  are  informed  that 
there  are  176,437  A.M.A.  members  out  of 
a total  of  238,715  licensed  physicians  in  the 
United  States. 

Communications — 

Another  point  of  interest  was  the  rather 
voluminous  report  of  Communications  Divi- 
sion. This  showed  the  vast  amount  of  work 
which  had  been  done  by  this  Division  in  all 
areas  of  A.M.A.  activity.  Our  attention  was 
especially  called  to  an  increased  program  of 
liaison  with  magazine  writers  and  editors 
as  was  recommended  by  the  House  of  Dele- 
gates at  its  Minneapolis  Session.  You  may 
be  interested  to  know  that  the  Communi- 
cations Division,  along  with  all  of  its  many 
other  duties,  supervises  the  publication  of 
Today's  Health  and  the  A.M.A.  News  and 
it  was  pointed  out  that  the  “baby”  A.M.A. 
News  is  now  a full-grown  one  year  old. 
Everyone  was  extremely  pleased  to  note  the 
success  this  publication  had  attained  in  its 
first  year. 

The  Law  Division  also  was  praised  for  its 
contribution  to  the  general  over-all  picture 
of  the  A.M.A.,  and  special  attention  was 
drawn  to  the  success  of  three  medical-legal 
symposiums  that  were  held  in  Washington, 
D.  C.,  Cleveland,  and  Salt  Lake  City  earlier 
in  the  year. 

The  Reference  Committee  that  had  to  do 
with  Guides  to  Evaluation  of  Permanent  Im- 


pairment pointed  out  that  the  new  Guide  and 
a third  of  the  series  dealing  with  impair- 
ment of  the  cardiovascular  system,  is  about 
completed  and  will  soon  be  published. 

To  those  of  us  who  are  always  concerned 
about  the  efficient  management  of  our  com- 
ponent societies  and  especially  the  A.M.A., 
where  many  of  us  are  touched  most  deeply 
by  the  fact  that  our  pocketbooks  are  affect- 
ed, will  be  pleased  to  learn  that  with  the 
remodeling  program  that  has  been  going  on 
at  the  A.M.A.  headquarters,  535  North  Dear- 
born Street,  Chicago,  the  Board  of  Trustees 
has  recommended  that  wherever  possible, 
meetings  of  Councils  and  Committees  of  the 
Association,  be  scheduled  for  Chicago  and 
the  A.M.A.  headquarters.  This  will  result 
in  efficiency  to  say  the  least,  and  perhaps 
to  lesser  cost. 

The  Reference  Committee,  studying  the 
problem  for  the  need  for  a home  for  aged 
and  retired  physicians,  approved  the  resolu- 
tion for  a committee  to  investigate  the  need 
for  such  a home  for  aged  and  aging  physi- 
cians. It  was  pointed  out  that  this  was 
not  a plan  for  a home  for  indigent  physi- 
cians and  that  it  would  not  obligate  the 
Association  to  the  expenditure  of  capital 
funds.  Primarily  this  was  a request  only 
to  investigate  the  need. 

To  those  who  are  interested  and  con- 
cerned with  industrial  health,  it  will  be  of 
interest  to  note  that  the  Reference  Com- 
mittee On  Hygiene,  Public  Health  and  In- 
dustrial Health  commended  the  Council  on 
many  aspects  of  its  work,  but  especially 
commended  the  Council’s  efforts  to  draft 
a combined,  simplified  “HEALTH  HISTORY 
AND  EXAMINATIONS”  for  industrial  med- 
icine. 

The  same  Reference  Committee  on  Hy- 
giene, Public  Health  and  Industrial  Health 
noted  that  a symposium  was  sponsored  by 
the  Council  on  “mouth  to  mouth  resuscita- 
tion” and  that  this  will  serve  as  a basis  for 
a final  report  to  be  presented  for  the  use 
of  the  general  public.  It  was  further  noted 
that  the  distribution  of  54,000  pocket-size 
instruction  cards  dealing  with  artificial  res- 
piration was  carried  out  with  this  informa- 
tion going  to  Red  Cross  organizations  and 
others  interested  in  EMERGENCY  MEDI- 
CAL CARE,  and  it  was  felt  that  this  was 
a veiy  worthwhile  contribution  to  public 
safety. 

The  writer  was  privileged  to  attend  the 


February,  1960 


79 


premier  showing  of  a film  entitled  “Rehabil- 
itation Adds  Life  to  Years.”  This  film  was 
excellent  in  its  good  taste  and  in  pointing 
out  the  need  for  this  type  of  planning  in 
the  community.  It  especially  noted  that 
there  are  many  agencies  already  active  and 
available  which  can  be  brought  together, 
or  made  more  easily  available  to  the  handi- 
capped person.  It  also  pointed  out  how  this 
could  be  done  without  having  to  go  to  a 
great  deal  of  expense  and  without  having 
to  actually  build  an  expensive  physical  plant. 
This  is  desirable  but  sometimes  not  prac- 
ticable because  of  limited  facilities  and,  of 
course,  this  is  very  true  in  our  State  of 
Nebraska,  where  we  are  not  blessed  with 
large  commmunities  that  have  unlimited 
funds  with  which  to  work. 

Free  Choice  of  Physician — 

In  this  category  thei-e  appeared  many 
people  before  the  Reference  Committee  who 
felt  the  A.M.A.  stand  on  this  particular 
problem  Avas  not  clearly  stated.  As  the 
result  of  the  discussion  before  the  Reference 
Committee  the  resolution  as  it  Avas  presented 
to  the  House  of  Delegates  for  approval  and 
subsequently  adopted,  is  as  folloAvs: 

( 1 ) The  American  Medical  Association 
belieA’es  that  free  choice  of  physi- 
cian is  the  right  of  every  individual 
and  one  Avhich  he  should  be  free  to 
exercise  as  he  chooses. 

(2)  Each  individual  should  be  accorded 
the  privilege  to  select  and  change 
his  physician  at  Avill,  or  to  select 
his  preferred  system  of  medical  care 
and  the  American  Medical  Associa- 
tion vigorously  supports  the  right 
of  the  individual  to  choose  betAveen 
these  alternates. 

(3)  This  was  in  the  form  of  an  amend- 
ment to  the  report  of  this  particular 
Reference  Committee,  and  is  in  the 
form  that  it  AA'as  finally  adopted: 

The  House  of  Delegates,  at  its 
meeting  in  Dallas  December  1-3, 
1959,  adopted  an  Amendment  that 
states : 

“Lest  there  be  any  misunder- 
standing Ave  state  unequivocally  that 
the  A.^I.A.  firmly  subscribes  to 
freedom  of  choice  of  physician  and 
free  competition  among  physicians 
as  being  prequisites  to  optimal  med- 


ical care.  The  benefits  of  any  sys- 
tem Avhich  proA’ides  medical  care 
must  be  judged  on  the  degi-ee  to 
Avhich  it  alloAvs  or  abridges  such 
freedom  of  choice  and  such  compe- 
tition.” 

The  Amendment  just  quoted  in  the  par- 
agraph above  Avas  the  outcome  of  a heated 
debate  on  the  floor  of  the  House.  When 
this  AA^as  finally  approA’ed,  e\'eryone  seemed 
to  be  rather  Avell  satisfied  that  this  finally 
Avas  in  a form  that  could  not  be  misinter- 
preted by  anyone,  including  neAvspapers, 
television,  and  radio. 

In  regard  to  the  care  of  veterans  in  Vet- 
erans Administration  facilities,  this  session 
of  the  House  of  Delegates,  in  a resolution, 
urged  that  a strong  protest  be  made  to  the 
Heads  of  the  Veteran’s  Administration  urg- 
ing strict  screening  of  non-service  connected 
disability  patients  admitted  to  government 
hospitals,  and  urged  that  copies  of  the  Reso- 
lution be  sent  to  the  President  of  the  United 
States,  the  Secretary  of  Defense,  the  Sec- 
retary of  Health,  Education  and  Welfare, 
and  interested  members  of  Congi'ess. 

The  Reference  Committee  on  Legislation 
and  Public  Relation  gave  some  rather  inter- 
esting facts  to  be  considered.  In  this  Ref- 
erence Committee  meeting  and  study,  it  Avas 
noted  that  during  the  first  session  of  the 
86th  Congress,  there  AA^ere  13,892  bills  in- 
troduced of  Avhich  1,000  Avere  studied  and 
495  analyzed  by  this  Committee.  Seventy- 
seven  of  these  bills  AA^ere  subject  to  legisla- 
tive activity,  six  bills  Avere  signed  into  InAA"- 
by  the  President,  and  three  more  Avere 
aAvaiting  his  signature  at  the  time  of  the 
Reference  Committee  Report.  In  this  period 
of  time  26,000  pages  of  the  Congressional 
Record  AA^ere  studied  and  the  American  Med- 
ical Association  representatiA^es  testified,  or 
submitted  Avritten  statements  on  19  occa- 
sions. In  14  instances,  the  American  Med- 
ical Association  supported  the  legislation. 
On  4 of  the  occasions  the  statement  Avas  for 
informational  purposes  onty  and  on  only 
one  occasion  Avas  the  A.M.A.’s  position  one 
of  opposition ; that  of  course,  being  the 
Forand  Bill.  In  regard  to  the  Forand  Bill, 
H.R.  4700,  the  Council  on  Legislative  Activ- 
ities felt  that  this  legislation  is  a clear  cut 
and  direct  threat  to  the  private  practice 
of  medicine  and  is  committed  to  its  defeat. 

Attention  Avas  called  in  the  meeting  at 
this  session  of  the  A.M.A.  to  the  fact  that 
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H.R.  10,  the  “Keogh-Simpson”  legislation, 
which  provides  for  income  tax  deductions 
for  self-employed  persons  for  limited 
amounts  to  be  set  aside  for  retirement  pur- 
poses, seems  to  be  gaining  strength  and 
may  pass  as  the  next  session  of  the  86th 
Congress. 

Many  of  you  will  be  happy  to  see  that 
the  American  Medical  Association  actively 
opposes  the  inclusion  of  wording  in  any  leg- 
islation which  states  in  effect  that  the  gov- 
ernment is  providing  medical  services  when, 
in  actuality,  the  government  is  only  provid- 
ing for  the  payment  or  reimbursement  for 
such  medical  services ; and  it  was  urged  that 
the  American  Medical  Association  put  forth 
every  effort  to  revise  the  wording  of  those 
statutes  which  state,  in  effect,  that  the  gov- 
ernment is  providing  such  medical  services. 


Medical  Education — 

As  many  of  you  know,  there  is  some  talk 
of  the  lack  of  enough  medical  students  enter- 
ing into  the  study  of  medicine  so  that  in  the 
not  too  distant  future  there  may  be  a rather 
acute  shortage  of  doctors.  In  considering 
this  problem  it  was  felt  that  there  would 
be  some  need  to  expand  the  existing  schools 
and  establish  new  schools.  In  the  past  there 
have  been  rather  rigid  geographical  restric- 
tions on  admission  to  certain  medical 
schools,  and  it  was  felt  that  some  of  these 
restrictions  would  have  to  be  relaxed.  It 
is  also  becoming  more  and  more  apparent 
that  superior  students  are  being  attracted 
to  more  lucrative  and  easily  attained  ca- 
reers. One  way  to  combat  this  problem,  it 
was  felt,  was  to  establish  a fund  which 
would  aid  deserving  students  entering  the 
field  of  medicine  and  that  such  a fund  be 
backed  by  the  American  Medical  Associa- 
tion as  a primary  sponsor.  The  Reference 
Committee  then  recommended  creation  of  a 
special  committee,  as  urged  by  the  Council 
on  Medical  Education  and  Hospitals  and  the 
Board  of  Trustees,  including  the  members 
of  the  Council,  members  of  the  House,  rep- 
resentatives of  medical  education,  and  such 
other  members  of  the  American  Medical 
Association  as  deemed  advisable,  to : 

(1)  Present  a scholarship  program,  and 
this  includes  loans,  and  administra- 
tion of  the  same,  and  to  consider 
the  role  of  the  American  Medical 
Association  in  fulfilling  it. 


(2)  Ascertain  the  maximum  to  which 
medical  schools  could  expand  their 
student  bodies  while  maintaining 
the  quality  of  medical  education. 

(3)  Ascertain  which  universities  can 
support  new  medical  schools  with 
qualified  students  and  sufficient 
clinical  material  for  teaching,  either 
on  a two-year  or  full  four-year 
basis. 

(4)  Investigate  the  securing  of  compe- 
tent medical  faculties. 

(5)  Investigate  the  financing  of  expan- 
sion and  establishment  of  medical 
schools. 

(6)  Investigate  financing  of  medical  ed- 
ucation as  to  the  most  economical 
method  of  obtaining  high  quality 
medical  training. 

(7)  Develop  methods  of  getting  well 
qualified  students  to  undertake  the 
study  of  medicine. 

(8)  Investigate  the  possibility  of  relax- 
ing rigid  geographic  restrictions 
on  the  admission  of  students  to  med- 
ical schools. 

The  problem  of  certifying  foreign  medical 
graduates  was  considered.  The  Educational 
Council  for  Foreign  Medical  Graduates 
would  be  responsible  for  the  certification. 
It  was  felt,  however,  that  implementing  this 
procedure  by  July  of  1960  would  work  a 
hardship  in  certain  areas.  For  this  reason 
the  resolution  was  not  adopted  at  this  time. 

A resolution  was  adopted  in  which  the 
problem  of  postgraduate  education  for 
American  physicians  in  foreign  missions  was 
considered.  This  was  referred  to  the  Board 
of  Trustees  for  action. 

It  is  understood  that  the  Joint  Commit- 
tee on  Accreditation  of  Hospitals  is  present- 
ly conducting  a survey  of  its  activities.  Con- 
sequently, a resolution  calling  for  “Re- 
evaluation  of  Accreditation  Requirements” 
was  not  adopted  at  this  time. 

In  the  past  few  years  the  Council  on 
Medical  Education  and  Hospitals  has  placed 
emphasis  on  the  care  of  the  ambulatory 
patient  as  part  of  the  training  for  interns 
and  residents.  This  has  encouraged  hos- 
pitals to  build  outpatient  departments;  in 
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some  areas  this  has  interfered  with  the 
private  practice  of  medicine.  A committee 
of  private  practicing  physicians  is  being 
appointed  to  study  the  overall  use  of  ambu- 
latory patients  for  teaching  in  hospital 
educational  programs. 

A resolution  was  adopted  urging  the 
A.M.A.  to  continue  to  use  its  influence  to 
persuade  medical  schools  to  include  in  their 
curriculum  a course  on  social,  political,  and 
economic  aspects  of  the  art  and  science  of 
medicine. 


Medicare  in  Operation 

The  following  types  of  care  are  restored 
to  the  Medicare  Program  effective  January 
1,  1960: 

(a)  Certain  surgery  which  was  not 
authorized  after  October  1,  1958. 

(b)  Acute  emotional  disorders  consti- 
tuting an  emergency  (in-hospital 
treatment  limited  to  21  days  or 
less). 

(c)  Pre-  and  post-hospitalization  tests 
and  procedures  prior  to  or  follow- 
ing hospitalization  for  a bodily  in- 
juiy  or  surgery. 

(d)  Treatment  of  injuries  on  an  out- 
patient basis. 

The  permit  system  will  continue  in  use 
and  the  following  two  items  of  care  author- 
ized prior  to  October  1,  1958,  are  not  re- 
stored : 

(a)  Neonatal  visits. 

(b)  Termination  visits. 

This  article  is  not  meant  to  be  a detailed 
report  on  the  types  of  care  and  seiwices 
which  are  authorized  as  payable  by  the  gov- 
ernment, but  is  a reminder  to  the  Nebraska 
physicians  to  read  in  detail  the  special  phy- 
sician’s bulletin  on  the  restoration  of  care 
to  the  Dependents’  Medical  Care  Program, 
which  has  been  sent  to  each  doctor. 

Nothing  in  this  article  or  the  special 
physician’s  bulletin  should  be  interpreted  to 
permit  payment  by  the  government  for  any 
care  not  authorized  during  the  period  be- 
tween October  1,  1958,  and  December  31, 
1959,  inclusive. 


Meaning  of  “New  and  Nonofficial  Drugs” 
Misunderstood — 

Under  Editorial  Comments  in  the  Decem- 
ber 19  issue  of  the  Journal  of  the  AmeHcan 
Medical  Association  (17:2224),  there  is  a 
statement  about  the  functions  of  the  items 
published  under  the  title  New  and  Nonoffi- 
cial Drugs,  by  the  Council  on  Drugs.  It 
seems  that  certain  misunderstandings  need 
to  be  cleared,  and  for  this  reason  we  quote 
a part  of  this  statement,  as  follows: 

“Inquiries  reaching  A.M.A.  headquarters 
reveal  considerable  confusion  concerning  the 
purpose  of  statements  published  under  the 
title  New  and  Nonofficial  Drugs  published 
by  the  A.M.A.  Council  on  Drugs.  Indeed, 
the  Council’s  statements,  . . . are  being  in- 
terpreted by  some  persons  and  organizations 
as  a foiTn  of  acceptance,  approval,  or  en- 
dorsement which  is  not  intended.  This  er- 
roneous concept  apparently  also  has  been 
used  in  some  instances  as  a basis  for  author- 
ization of  purchases  of  hospital  medication 
or  allowance  of  hospital  insurance  payments 
for  drugs.  Undoubtedly  a good  deal  of  the 
misunderstanding  stems  from  the  former 
seal-acceptance  program,  under  which  the 
Council  limited  its  descriptions  of  drugs  to 
those  considered  to  have  well-established 
clinical  usefulness.  Accordingly,  it  is  im- 
portant to  point  out  that  the  Council’s  cur- 
rent program  for  evaluation  of  drugs  is 
designed  to  provide  information  concerning 
the  status  of  all  commercially  available 
preparations  of  new  drugs,  whether  or  not 
clinical  usefulness  has  been  conclusively 
established.” 


New  Program  Under  Federal  Employees 
Health  Benefits  Act  of  1959 — 

The  Civil  Service  Commission  has  an- 
nounced that,  in  order  to  carry  out  “its 
broad  responsibilities”  under  the  new  Fed- 
eral Health  Benefits  program,  it  has  des- 
ignated an  employee  in  each  of  its  eleven 
regional  offices  to  be  Regional  Health  Bene- 
fits Representative.  The  announcement 
names  the  regional  representative  in  each 
of  its  regions. 

The  Commission  says  “The  task  of  put- 
ting the  Federal  Employees  Health  Benefits 
program  into  operation  by  July  of  next  year 
(1960)  is  one  of  the  biggest  that  has  ever 
faced  the  Commisssion.  It  is  the  largest 
employer-sponsored  health  benefit  program 


82 


Nebraska  S.  IVI.  J. 


in  the  world  and  is  one  of  the  most  complex 
because  of  the  variety  of  benefit  plans  that 
will  be  offered  . . 

The  Regional  Representatives  will  be 
called  into  Washington  for  an  intensive  2- 
week  indoctrination  course,  Jan.  18  through 
29th.  They  will  then  serve  as  assistants  to 
the  Regional  Directors  and  will  be  expected 
to  set  up  an  agency  aimed  at  supplying 
Federal  employees  in  the  region  with  infor- 
mation and  education  in  the  matter  of 
Health  Benefits. 

Ohio  Nurses  Adopt  Union  Methods — 

The  Ohio  State  Nurses’  Association  passed 
a resolution  during  its  meeting  in  Cincinnati 
which  calls  for  the  Ohio  legislature  to  adopt 
laws  requiring  hospitals  to  bargain  collec- 
tively with  representatives  of  the  employees’ 
own  choosing.  The  hospital  administrators 
in  Cincinnati  published  a statement  in  re- 
gard to  the  Ohio  State  Nurses’  Association’s 
announcement  stating  that  service  is  the 
main  purpose  of  a hospital  and  that  the 
delegates’  action  in  approving  the  resolution 
“go  far  beyond  professional  considerations.” 

The  Ohio  State  Nurses’  Association  has 
hired  a full-time  economic  security  director. 
It  is  reported  that  the  economic  security  di- 
rector and  the  association’s  attorney  have 
been  holding  meetings  in  various  parts  of 
the  state  at  individual  hospitals  and  then 
mailing  a contract  to  the  administrator  of 
the  hospital. 


Medicine  in  the  News 

From  The  Omaha  World-Herald — 

Dr.  J.  P.  Tollman,  dean  of  the  University 
of  Nebraska  College  of  Medicine,  is  the  pres- 
ident-elect of  the  Omaha-Midwest  Clinical 
Society. 

Dr.  Edmond  M.  Walsh  of  the  Creighton 
University  School  of  Medicine  is  the  current 
president. 

Dr.  William  Reedy  was  named  director 
of  clinics.  Dr.  Harry  W.  McFadden,  Jr., 
will  be  assistant  director. 

The  society  elected  the  officers  at  a din- 
ner meeting  in  Omaha  in  December.  Dr. 
Reedy  announced  that  the  1960  assembly 
will  be  held  October  17,  18,  19  and  20. 


Sectional  chairmen  named  at  the  meeting 
include: 

Dr.  Arnold  W.  Lempka  and  Dr.  Kenneth 
M.  Bro^vne,  surgery ; Dr.  Frank  J.  Klabenes, 
otolaryngology;  Dr.  William  Kroupa,  gyne- 
cology and  obstetrics;  Dr.  Max  Fleishman, 
and  Dr.  Maurice  L.  Pepper,  medicine;  Dr. 
Gordon  E.  Gibbs,  pediatrics;  Dr.  Frank  R. 
Barta,  neuropsychiatry;  Dr.  L.  T.  Hood,  or- 
thopedic surgery;  Dr.  Miles  E.  Foster,  basic 
sciences;  Dr.  William  H.  Schmitz,  Jr.,  urol- 
ogy. 

Dr.  John  Brush,  outgoing  director  of  clin- 
ics, noted  that  the  1959  assembly  drew  a rec- 
ord attendance  of  1,440. 

From  The  Norfolk  Daily  News — 

The  name  of  Verges  is  a well  known  one 
in  Norfolk.  The  family  was  ministering  to 
the  medical  needs  of  the  community  even  be- 
fore the  town  was  founded,  it  has  given  its 
name  to  a street  and  now  it  has  contributed 
a park  site. 

Dr.  and  Mrs.  C.  J.  Verges  handed  the  deed 
to  the  site  to  Mayor  Warren  Cook  recently, 
thus  providing  a play  space  for  an  area  of 
the  city  that  has  increased  rapidly  in  popu- 
lation. 

Dr.  Verges’  father,  the  late  Dr.  Ferdi- 
nand Verges,  was  a homesteader  here  and 
was  the  area’s  first  physician.  His  son,  and 
his  son’s  son,  have  carried  on  the  tradition. 

Dr.  C.  J.  Verges  said  he  was  giving  the 
park  site  “for  the  health  and  recreation  of 
the  city’s  youngsters.”  Too  often  the  chil- 
dren are  forgotten  as  a busy  city  goes  about 
the  business  of  expanding,  but  not  by  Dr. 
Verges. 

From  The  Omaha  Dundee  Sun — 

The  University  of  Nebraska  College  of 
Medicine  has  been  approved  as  a clinical 
pastoral  training  center  by  the  National 
Lutheran  Council. 

The  certification  came  about  through  a 
six-week  training  course  for  pastors  held 
during  the  summer  of  1959,  at  University 
Hospital.  Five  Nebraska  ministers  enrolled 
in  the  non-sectarian  course  which  was  co- 
ordinated by  the  Protestant  chaplain  at  the 
hospital,  the  Rev.  Frank  S.  Moyer. 

During  the  training  period,  the  pastors 
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studied  the  clergyman’s  relationship  to  the 
hospitalized  parishioner.  This  was  accom- 
plished by  working  closely  with  the  hospital. 


From  The  Lincoln  Journal — 

Lancaster  County  Medical  Society  mem- 
bers have  installed  their  new  1960  president, 
Dr.  Paul  Bancroft,  and  elected  Dr.  Clarence 
K.  Elliott  as  their  1961  president-elect,  at 
their  annual  session  in  December. 

Dr.  Forest  I.  Rose  was  reelected  society 
secretary -treasurer.  Dr.  Frank  Stone  was 
named  to  the  executive  committee  and  Dr. 
Paul  ]\Iaxwell  was  reelected. 


From  The  Sutherland  Courier — 

Word  has  been  received  in  Sutherland  of 
the  death  of  Dr.  R.  S.  Russell  at  San  Diego, 
California. 

Dr.  Russell  was  the  founder  of  the  Suth- 
erland hospital  which  he  built  in  1930.  He 
came  to  Sutherland  in  1927  and  lived  here 
until  1940  when  he  moved  to  California. 


From  The  Omaha  World-Herald — 

Dr.  Palmer  Findley,  Omaha  physician  and 
writer,  has  presented  his  medical  library  of 
more  than  two  thousand  volumes  to  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

Dr.  Findley  has  written  extensively  in  the 
field  of  g>mecolog>’.  His  books,  “The  Story 
of  Childbirth,”  and  “Priest  of  Lucina”  estab- 
lished him  as  an  authority  in  the  history  of 
medicine. 

His  collection  includes  lecture  notes  which 
he  used  at  the  College  of  Medicine  on  the 
history  of  obstetrics,  galley  proofs  and  neg- 
atives of  plates  used  in  his  publications  and 
a manuscript  of  a biography  of  a Nebraska 
physician. 

]\Irs.  Bernice  Hetzner,  College  of  Medicine 
librarian,  said  the  collection  has  “great  value 
to  medical  education  and  basic  research.” 

Dr.  Findley  received  his  medical  degree  at 
Northwestern  University  and  took  post- 
graduate study  in  Berlin,  Vienna  and  Paris. 

He  became  chairman  of  gjmecologj’  at  the 
University  of  Nebraska  College  of  Medicine 
in  1906.  He  retired  recently. 


From  The  Omaha  World-Herald — 

A non-profit  foundation  to  finance  studies 
of  diseases  of  the  respiratory  tract  has  been 
formed  in  Omaha. 

Incorporation  papers  for  Respiratory  Re- 
search Foundation  were  filed  with  the  Sec- 
retary of  State  recently. 

Dr.  James  J.  O’Neil,  Omaha,  is  director  of 
the  foundation. 

Dr.  O’Neill  said  that  the  studies  would 
primarily  concern  cancer  of  the  respiratory 
tract. 


From  The  York  Times — 

York  has  been  selected  as  the  site  for  the 
1960  clinical  meeting  of  the  Nebraska  Chap- 
ter of  the  American  College  of  Surgeons. 

At  the  1959  meeting  in  Fremont,  65  physi- 
cians and  surgeons  in  Nebraska  attended. 

Dr.  B.  N.  Greenberg,  life  member  of  the 
American  College  of  Surgeons,  is  in  charge 
of  local  arrangements  for  the  meeting  to  be 
held  November  13,  1960.  Dr.  Merle  Mussel- 
man,  head  of  the  department  of  surgeiy  at 
the  University  of  Nebraska,  is  chairman  of 
the  progi’am  committee. 


From  The  Lincoln  Star — 

Dr.  E.  A.  Rogers,  state  health  director, 
has  revoked  the  medical  license  of  Harry  G. 
Williams  of  Omaha,  for  the  unlawful  sale 
of  drugs. 

The  revocation  came  after  a hearing  De- 
cember 15th  during  which  Williams’  attor- 
ney, Robert  D.  Zimmerman,  requested  seven 
days  before  judgment  in  which  to  present 
evidence  in  Williams’  behalf. 

Dr.  Rogers  said  none  were  sent  to  his  of- 
fice. The  order  revoking  the  license  to  prac- 
tice medicine  and  surgery  in  Nebraska  was 
written  following  the  seven-day  requested 
period. 

Williams  had  been  found  guilty  in  the 
federal  district  court  in  Omaha  on  October 
29  of  selling  methaphetamine  tablets,  also 
known  as  “bennies,”  to  U.S.  Food  and  Drug 
inspectors  on  five  different  occasions. 

He  was  fined  $1,000,  and  given  a one-year 
prison  sentence.  The  court  suspended  the 
prison  term  and  placed  him  on  three  years 
probation. 
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At  the  13th  Clinical  Meeting  of  the 
American  Medical  Association  in  Dallas, 
many  important  matters  were  considered  by 
the  House  of  Delegates.  There  were  44 
resolutions  introduced.  A large  number  of 
them  concerned  the  two  most  controversial 
questions,  namely,  free  choice  of  physician 
and  physician-hospital  relations. 

The  House  of  Delegates  reaffirmed  its 
stand  taken  at  the  Annual  Meeting  in  June, 
1959,  in  regard  to  free  choice  of  physician 
and  clarified  its  position  by  the  following 
statement : 

“The  American  Medical  Association  be- 
lieves that  free  choice  of  physician  is  the 
right  of  every  individual  and  one  which  he 
should  be  free  to  exercise  as  he  chooses. 

“Each  individual  should  be  accorded  the 
privilege  to  select  and  change  his  physician 
at  will  or  to  select  his  preferred  system  of 
medical  care,  and  the  A.M.A.  vigorously 
supports  the  right  of  the  individuals  to 
choose  between  these  alternatives.” 

The  physician-hospital  relationship  ques- 
tion was  stated  by  the  following  reaffirma- 
tion : 

“A  physician  shall  not  dispose  of  his  pro- 
fessional attainments  or  services  to  any  hos- 
pital, lay  body,  organization,  group,  or  indi- 
vidual, by  whatever  name  called,  or  how- 
ever organized,  under  tenns  or  conditions 
which  permit  exploitation  of  the  patient,  the 
hospital,  or  the  physician.” 


Comments  From 
Your  President 


The  question  of  relative  value  studies 
proved  to  be  more  or  less  controversial. 
The  House  of  Delegates  approved  in  prin- 
ciple the  conduction  of  relative  value  studies, 
but  stated  that  it  remains  for  each  state 
or  county  medical  association  to  accept  or 
reject  the  idea. 

Dr.  Louis  M.  Orr,  President  of  the  A.M.A., 
in  an  address  to  the  House  of  Delegates 
urged  physicians  to  take  “a  more  active 
interest  in  politics,  public  affairs,  and 
community  life.”  In  years  gone  by,  many 
physicians  considered  it  beneath  their  dig- 
nity to  participate  in  political  affairs.  Times 
have  changed.  In  every  session  of  Congress, 
bills  are  introduced  that  would  drastically 
change  the  practice  of  medicine  as  a free 
enterprise.  It  is  our  duty  to  voice  our 
objections,  when  we  are  called  upon  to  do  so, 
by  our  Legislative  Committee.  Our  Con- 
gressmen and  Senators  welcome  expressions 
from  their  constituents. 

During  the  month  of  February,  two  im- 
portant meetings  will  be  held.  The  Board 
of  Councilors  of  the  Nebraska  State  Med- 
ical Association  will  meet  at  the  Hotel  Corn- 
husker,  Lincoln,  on  February  21.  On  Febru- 
ary 28,  the  House  of  Delegates  meets  for 
the  interim  session.  There  are  many  im- 
portant matters  to  be  considered  this  year, 
and  it  is  hoped  that  all  Councilors  and  Dele- 
gates will  be  present. 

E.  E.  KOEBBE,  M.D. 
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MEET  SOME  OF  OUR 

NEW 


James  A.  Mailliard,  M.D.,  was  born  in  Sioux  City,  Iowa,  on  May 
28,  1928.  He  attended  Trinity  High  School  in  Sioux  City  after  which 
he  enrolled  for  premedical  studies  at  The  Creighton  Univei-sity  in 
Omaha.  He  received  his  degi-ee.  Doctor  of  Medicine,  June  1,  1952, 
from  The  Creighton  University  School  of  Medicine. 

Doctor  Mailliai’d  interned  at  the  Boston  City  Hospital  after  which 
he  seiwed  in  the  U.  S.  Air  Force  Medical  Seiwice.  He  then  took  a 
residency  in  Medicine  at  the  Georgetown  University  Hospital  after 
which  he  was  a Fellow  in  Medicine  for  a year. 

Doctor  Mailliard  is  located  at  527  Medical  Arts  Building,  Omaha, 
where  he  began  his  practice  in  July,  1959. 

He  and  his  wife,  Rosemarie,  are  the  parents  of  3 children:  Michael, 
5;  Mark,  3;  and  Kathrjm,  2. 

Doctor  Mailliard  is  a member  of  the  American  Federation  for 
Clinical  Research  and  the  American  Heart  Association. 


June  12,  1925,  is  the  birthdate  of  Bruce  F.  Claussen,  M.D.,  at 
Omaha,  Nebraska.  He  attended  North  Platte  Public  Schools  and  the 
University  of  Nebraska.  His  degree  was  received  from  the  University 
of  Nebraska  College  of  Medicine  in  June,  1952.  He  serv’ed  in  World 
War  II. 

Doctor  Claussen  interned  at  the  Hermann  Hospital  in  Houston, 
Texas.  He  also  took  a residency  in  Orthopaedic  Surgery  at  the  Heianann 
Hospital.  He  is  now  located  at  321  East  B Street  in  North  Platte, 
Nebraska,  where  he  has  been  since  November,  1958. 

Doctor  Claussen  and  his  wife,  Georgann,  who  is  a member  of  the 
Auxiliary,  have  a son,  Richard  JeroTue,  who  is  one  year  of  age.  The 
doctor  enjoys  photography  as  a hobby. 


On  January  16,  1898,  Dr.  Louis  von  K.- Varga  was  born  in  Hungaiy.  He  attended  grammar  school, 
and  high  school  and  college  equivalents  in  Hungary  after  which  he  entered  medical  school  at  Budapest, 
Szeged,  Kolozsvar,  Hungary.  Dr.  von  K.-Varga  received  his  degree  on  May  9,  1923. 

He  inteimed  at  the  University  of  Paris,  France,  after  which  he  was  at  Fi-anz  Joseph  University, 
Szeged,  first  as  a resident,  then  as  Assistant  and  Associate  Professor.  1932  found  him  as  Associate 
Professor  (Docent)  at  the  University  and  Medical  School  of  Szeged,  Hungary.  At  the  same  time 
he  was  Chief  of  the  Department  of  Internal  Medicine,  Ai-my  Hospital,  Budapest.  In  1940  he  became 
Professor  and  Chairman  of  Internal  Medicine  at  the  University  Hospital  and  Medical  School  in  Kolozs- 
var, Hungary.  When  the  Communists  invaded  Hungary  Dr.  von  K.-Varga  fled  to  Geimany  where  he 
became  Chief  of  Internal  Medicine  and  X-ray  Department  of  the  City  Hospital  of  Siegen/Westphalen, 
Germany.  In  1948  he  received  his  second  medical  degree  from  Bonn  University  in  Geimany. 

He  entered  the  United  States  in  1950.  He  was  a resident  psychia- 
trist at  the  Hudson  River  State  Hospital  in  Poughkeepsie,  New  York, 
after  which  he  was  Staff  Physician  at  the  American  Legion  Hospital, 
Battle  Creek,  Michigan.  From  May,  1956,  to  December,  1957,  he  was 
Medical  Director  of  the  TB  Unit  of  the  Grand  View  Hospital,  Ironwood, 
Michigan. 

Dr.  von  K.-Varga  joined  the  V.  A.  Hospital  in  Lincoln,  Nebraska, 
as  a Staff  Physician  in  1957,  where  he  is  presently.  He  is  also  Assist- 
ant Professor  at  the  Creighton  University,  Omaha. 

He  has  published  many  articles  including  a textbook  and  over  60 
scientific  publications.  His  specialties  are  internal  medicine  with  sub- 
specialities in  Hematology  and  Fluoroscopy.  He  speaks  Hungarian, 
English,  German  and  French. 

Dr.  von  K.-Varga  enjoys  chess,  fishing,  gardening,  painting  and 
music.  He  and  his  wife,  Maria  Katherine,  who  is  a member  of  the 
Women’s  Auxiliary  of  the  Lancaster  County  Medical  Society,  are  the 
parents  of  3 children:  Gabor,  26;  Enud,  24,  and  Ors  Louis,  18. 

He  is  associated  with  the  Lancaster  County  Medical  Society  and 
Nebraska  State  Medical  Association. 

Dr.  von  K-Varga’s  militaiy  seiwice  includes  seiwice  in  the  Hun- 
garian Army  and  as  a Colonel  in  the  Aimy  Hospital  in  Budapest. 
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Nebraska  State  Medical  Association 


MEMBERS 

Doctor  Warren  H.  Pearse,  M.D.,  was  bom  September  29,  1927, 
in  Detroit,  Michigan.  He  received  his  elementary  education  at  Detroit 
Hampton,  after  which  he  entered  the  Michigan  State  University  to 
study  premedical  courses.  He  received  his  degree  of  Doctor  of  Medicine 
in  1950  from  the  Northwestern  University. 

Doctor  Pearse  interned  at  the  University  Hospital  in  Ann  Arbor, 
Michigan,  after  which  he  took  a residency  on  OB-GYN  which  was 
inten-upted  by  service  as  a Medical  Officer  in  the  USAR.  After  his 
seiwice,  he  again  continued  with  his  residency  at  the  University  Hospital 
in  Ann  Arbor. 

He  then  went  to  Gallipolis,  Ohio,  where  he  was  associated  with 
the  Holzer  Clinic.  He  is  now  associated  with  the  University  Hospital 
in  Omaha. 

Doctor  Pearse  and  his  wife,  Jacqueline,  are  the  parents  of  3 
children:  Kathryn  Ann,  6;  Susan  Elizabeth,  3,  and  Laurie  Jeanne,  1. 

For  recreation  Doctor  Pearse  enjoys  swimming,  golf  and  boating. 

His  membership  in  professional  organizations  include  the  Ohio 
State  Medical  Society,  American  Medical  Association,  American  College 
of  Obstetricians  and  Gynecologists. 


Dougald  D.  McLean,  M.D.,  was  born  in  Omaha,  Nebraska,  on  July 
6,  1921.  He  attended  the  Elkhom  Public  Schools  and  after  graduation 
he  enrolled  for  premedical  education  in  the  University  of  Omaha  and 
the  University  of  Washington  in  Seattle.  He  received  the  degree  Doctor 
of  Medicine  in  March,  1946,  from  The  Creighton  University  -School 
of  Medicine. 

Following  his  internship  at  St.  Joseph’s  Hospital  in  Omaha  he 
took  a one  year  general  surgery  residency  at  St.  Joseph’s  Hospital. 
He  then  entered  the  Medical  Coi-ps  of  the  U.  S.  Arniy  and  seiwed  in 
Texas,  Hawaii  and  Kentucky.  After  his  seiwice  in  the  Army,  he 
established  general  practice  in  Seaside,  Oregon.  After  a period  of 
three  years,  he  returned  to  Omaha  to  take  a three  year  residency  in 
psychiatry  at  the  Nebraska  Psychiatric  Institute. 

He  and  his  wife,  Carol,  are  the  parents  of  4 children:  David,  14; 

Steven,  13;  Robin  Mary,  8,  and  Kathleen,  7. 

Dr.  McLean  enjoys  gardening,  reading  and  fishing. 

He  is  associated  with  the  A.M.A.,  Nebraska  State  Medical  Asso- 
ciation and  is  an  inactive  member  of  the  Oregon  State  Medical  Society. 

Doctor  McLean  is  now  the  Clinical  Director  of  Children’s  Seiwice, 
Lincoln  State  Hospital,  and  Medical  Director  of  the  Child  Guidance 
Center,  in  Lincoln. 


Roy  F.  Station,  M.D.,  was  born  December  3,  1921,  at  Boone,  Iowa. 
His  elementary  and  premedical  education  was  received  from  the  Boone 
High  School  and  the  Iowa  State  University,  respectively.  Doctor  Statton 
seiwed  as  a B-17  pilot  in  World  War  II. 

His  internship  was  seiwed  at  the  Youngstown  Hospital  in  Youngs- 
town, Ohio.  He  took  a three  year  residency  in  Ophthalmology  at  the 
University  of  Iowa  after  he  had  practiced  in  La  Porte  City,  Iowa,  for 
a period  of  two  and  one  half  years.  Doctor  Statton  is  now  located  in 
Lincoln,  Nebraska,  where  he  has  been  practicing  since  April  1,  1958. 

Doctor  Statton  and  his  wife,  Marian,  who  is  a member  of  the 
Women’s  Auxiliary  of  the  Nebraska  State  Medical  Association,  are  the; 
parents  of  three  children:  Martha,  12;  Rebecca,  8;  and  Stephen,  2I2. 

He  enjoys  bridge  and  reading  as  his  hobbies. 

He  is  certified  with  the  American  Board  of  Ophthalmology  and 
is  a member  of  the  American  Academy  of  Ophthalmology  and  Oto- 
laryngology and  of  the  Nebraska  State  Medical  Association. 


February,  1960 


87 


Doctors  in  the  News 

Doctor  J.  B.  Kile  of  Elddyville  Honored — 

We  see  by  the  Dawson  County  Herald 
that  Doctor  J.  B.  Kile  of  Eddyville  was  hon- 
ored by  his  community  on  Januaiy  10th. 
This  was  on  the  occasion  of  observing  his 
fiftieth  year  of  practice  in  Eddyville  and  the 
surrounding  community. 

A luncheon  was  held  at  noon  on  the  10th. 
At  2 :00  p.m.,  a gathering  to  which  the  pub- 
lic was  invited  was  held  in  the  Eddyville 
high  school  g>'mnasium,  and  a program  fol- 
lowed. 

A half  century  is  a large  part  of  a human 
life.  This  is  what  Doctor  Kile  has  devoted 
to  the  care  of  the  sick  in  his  community.  It 
must  be  remembered  that  this  does  not  take 
into  account  the  years  of  preparation  that 
preceded  the  beginning  of  practice.  It  must 
be  heartening  to  a man,  such  as  Doctor  Kile, 
to  have  a concrete  expression  of  the  grati- 
tude of  the  community  to  which  he  devoted 
so  much  of  his  life. 

News  From  Nebraska  Heart 
Association 

Heart  Association  Begins  Direct  Publication  of 
Journals;  “Circulation”  to  Feature  Series  of 
Cardiovascular  Symposia — 

Direct  publication  by  the  American  Heart 
Association  of  its  two  scientific  journals. 
Circulation  and  Circulation  Research,  will 
begin  with  the  January,  1960  issues.  The 
journals  were  previously  published  by  a 
private  publishing  firm. 

Under  the  new  arrangement.  Circulation 
will  regularly  feature  sjunposia  on  a broad 
range  of  subjects  relating  to  cardiovascular 
diseases.  The  first  symposium,  consisting 
of  various  papers  on  the  subject  of  conges- 
tive heart  failure,  will  be  carried  in  the  Jan- 
uary, February  and  March,  1960,  issues  of 
the  journal. 

As  in  the  past,  other  sections  of  Circula- 
tion will  be  devoted  to  original  articles  and 
practical  reviews  by  leading  cardiologists, 
abstracts  of  significant  international  con- 
tributions to  cardiologic  problems,  and  book 
reviews  and  news  notices  of  particular  in- 
terest to  clinicians  and  cardiologists.  Issued 
monthly  by  the  Association  since  1950,  Cir- 
culation is  edited  by  Dr.  Herrman  L.  Blum- 
gart  of  Boston,  Professor  of  Medicine,  Har- 
vard University. 


Additional  symposia  for  publication  in 
forthcoming  issues  are  planned  on  coronary 
heart  disease,  surgery  in  acquired  valvular 
disease,  angina  pectoris,  myocardial  infarc- 
tion, degenerative  cerebral  vascular  disease, 
cardiac  surgeiy,  regulation  of  the  cardio- 
vascular system  in  health  and  disease,  and 
recent  developments  in  supplementary  diag- 
nostic techniques. 

Circulation  Research  is  the  only  publica- 
tion devoted  exclusively  to  reports  on  funda- 
mental research  studies  as  they  apply  to  the 
broad  field  of  cardiovascular  medicine  and 
surgery.  Inaugurated  by  the  Association  in 
1953,  the  jouimal  is  issued  bimonthly  and 
edited  by  Dr.  Carl  F.  Schmidt  of  Philadel- 
phia, Professor  of  Pharmacology,  Univer- 
sity of  Pennsylvania  Medical  School. 

Papers  comprising  the  symposium  on  con- 
gestive heart  failure  in  Circulation  and  the 
issues  in  which  they  will  appear  are  as  fol- 
lows ; 

January:  “Hemodynamic  Aspects  of  Con- 
gestive Heart  Failure,”  Drs.  Louis  N.  Katz, 
H.  Feinberg  and  A.  B.  Shaffer;  “Metabo- 
lism of  the  Heart  in  Failure,”  Drs.  Wm.  H. 
Danforth,  F.  B.  Ballard,  K.  Kako,  J.  D. 
Choudhury,  and  R.  J.  Bing;  and  “The  Kid- 
ney in  Congestive  Heart  Failure,”  Dr.  A.  C. 
Barger. 

February:  “The  Clinical  Management  of 
Congestive  Heart  Failure,”  Drs.  Herman  L. 
Blumgart  and  Paul  M.  Zoll ; “The  Correction 
of  Hyponatremia  in  Congestive  Heart  Fail- 
ure,” Drs.  E.  Hugh  Luckey  and  Albert  L. 
Rubin;  and  “A  Clinical  Consideration  of 
Cor  Pulmonale,”  Drs.  Irene  Ferrer  and  Re- 
jane M.  Harvey. 

March:  “Pediatric  Aspects  of  Congestive 
Heart  Failure,”  Drs.  Alexander  S.  Nadas 
and  Anna  J.  Hauck;  “Congestive  Phenom- 
ena Occuring  in  Pregnant  Women  With 
Heart  Disease,”  Drs.  C.  Sidney  Burwell  and 
James  Metcalfe;  “Unusual  Causes  of  Con- 
gestive Heart  Failure,”  Dr.  Howard  B.  Bur- 
chell ; and  “Rehabilitation  in  Congestive 
Heart  Failures,”  Drs.  Howard  A.  Rusk  and 
Menard  M.  Gertler. 

News  From  Our  Medical  Schools 

Gift  to  Med  School  Building  Committee — 

Omaha  Gamma  Phi  Beta  alumnae  repre- 
sentatives presented  a check  this  week  to  Dr. 
James  W.  Benjamin  for  $169.23. 

Dr.  Benjamin,  chairman  of  the  newly- re- 
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organized  University  of  Nebraska  College  of 
Medicine  building  committee,  accepted  the 
amount  in  behalf  of  University  Hospital’s 
Unit  III. 

According  to  Mrs.  William  W.  Hinchcliff, 
319  North  49th  Street,  the  money  will  serve 
as  the  first  installment  of  a two-year  dona- 
tion by  the  group,  the  sum  of  which  will  be 
used  to  help  furnish  an  examining  room  in 
the  Clinic  Area  of  the  new  construction. 

Mrs.  Donald  R.  Pieper,  2603  South  80th 
Avenue,  was  general  chairman  of  the  1959 
money  raising  project  which  was  a bridge 
benefit  at  Happy  Hollow  Country  Club  in 
October. 


News  and  Views 

National  Foundation  Makes  Awards 
For  Coming  Year — 

In  a continuing  effort  to  support  medical 
training  and  research,  the  National  Founda- 
tion has  authorized  nearly  $88  million  in  the 
past  22  years. 

Scholarships  and  fellowships  worth  more 
than  $1,000,000  are  provided  for  in  the  new 
$1,500,000  allocation  for  education  in  the 
health  professions  announced  recently  by 
Basil  O’Connor,  president  of  the  National 
Foundation,  parent  organization  of  the  New 
March  of  Dimes. 

The  largest  of  the  new  appropriations, 
which  become  effective  January  1,  1960, 
is  a $600,000  budget  to  provide  postdoctoral 
research  fellowships  in  the  fields  of  medi- 
cine and  the  related  biological  and  physical 
sciences. 

“This  program,”  Mr.  O’Connor  said,  “is 
one  of  the  greatest  contributions  The  Na- 
tional Foundation  has  made  to  the  scientific 
progress  of  the  country.  Through  these  fel- 
lowships a number  of  the  nation’s  outstand- 
ing young  scientists  have  been  trained.  It 
was  from  this  program  17  years  ago  that 
Dr.  Jonas  E.  Salk  received  fellowship  as- 
sistance to  study  viruses.  A Nobel  Prize 
winner.  Dr.  Frederick  Robbins  of  Western 
Reserve  University,  Cleveland,  is  also  a one- 
time ‘student’  under  this  program.” 

An  appropriation  of  $175,000  will  provide 
one  and  two-year  scholarships  for  physical 
therapy  students.  The  National  Foundation 
so  far  has  awarded  a total  of  2,813  scholar- 
ships in  this  field,  a number  equal  to  one- 


third  of  the  nation’s  active  physical  thera- 
pists. There  is  still,  however,  an  immediate 
need  for  5,000  additional  physical  thera- 
pists, Mr.  O’Connor  said. 

Another  appropriation  for  $125,000  will 
help  train  some  of  the  6,500  medical  work- 
ers now  desperately  needed.  The  National 
Foundation  has  already  awarded  806  schol- 
arships in  this  field. 

Other  appropriations  announced  provide 
fellowships  for  advanced  study  in  orthoped- 
ics, for  study  and  research  in  the  teaching 
of  preventive  medicine,  and  for  medical  stu- 
dent research  in  the  fields  of  genetics  and 
embryology. 

In  addition  to  the  new  appropriations,  six 
grants  totaling  $407,800  were  awarded  to 
universities,  institutions,  and  professional 
associations  to  support  teaching  and  recruit- 
ment programs  in  the  health  field. 

One  grant  of  $141,722  will  go  to  Stanford 
University  School  of  Medicine,  Palo  Alto, 
Calif.,  to  develop  methods  for  teaching  the 
concept  and  basic  techniques  of  rehabilita- 
tion to  medical  students.  Tulane  University 
School  of  Medicine,  New  Orleans,  received  a 
$52,902  grant  to  carry  out  a similar  study. 

Contributions  to  A.M.E.F. — 

In  a recent  “progress  report,”  Doctor 
George  Lull  makes  the  following  statement: 

“I  would  like  to  take  this  opportunity  to 
thank  the  many  contributors  to  A.M.E.F. 
during  the  past  year  who  made  it  possible 
to  distribute  a record  total  of  $1,133,257.69 
to  medical  education.  . . 

“These  contributions,  together  with  the 
$3,034,405.53  which  America’s  physicians 
contributed  directly  to  their  schools,  bring 
the  year’s  total  to  $4,167,663.22  — impres- 
sive evidence  of  the  physicians’  own  concern 
for  the  continued  high  standards  of  medical 
education.” 

Hospital  for  Dtntal  Patients — 

The  first  hospital  in  the  West  established 
exclusively  for  dental  patients  has  been 
opened  in  Los  Angeles.  The  three-story  unit 
cost  $1,750,000.  It  provides  complete  lab- 
oratory service  and  X ray  facilities.  It  is 
de  lex,  providing  TV,  picture  windows, 
patios,  piped  oxygen  and  nitrous  oxide,  ul- 
tra-high speed  turbine  drills,  etc.,  etc. 
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Hauschild’s  Window  to  Represent  Nebraska — 

The  pharmacists  attending  the  November 
15  meeting  of  District  No.  3 acted  as  the 
Judging  Committee  for  the  Nebraska  Sec- 
tion of  the  National  Pharmacy  Week  Win- 
dow Contest. 

George  P.  Hauschild,  R.P.,  and  E.  J.  Rup- 
pert,  R.P.,  of  Ruppert’s  Pharmacy,  Lincoln, 
were  judged  to  have  installed  the  first  place 
windows  shown  above.  It  has  been  forwar- 
ed  to  the  national  contest. 

George  Hauschild  indicates  that  his  win- 
dow is  his  eleventh  consecutive  contest  en- 
try. He  developed  the  theme:  “All  Over  the 
World,  the  Pharmacists  Work  Toward  Bet- 
ter Community  Health.” 

He  collected  his  photos  of  pharmacies  in 
different  parts  of  the  world,  through  the 
help  of  friends,  the  U.S.  Foreign  Service, 
Smithsonian  Institute,  Australian  News  & 
Information  Service,  American  Export  Com- 
pany and  Rexall  Drug  Company. 

Some  of  the  display  material  is  courtesy 
of  Joe  Dennison,  R.P.;  some  from  Stephen- 
son School  Supply  Company;  and  Dean  J.  B. 
Burt  arranged  for  the  borrowing  of  some  of 
the  books  through  the  University  of  Nebras- 
ka Library. 

George  Hauschild  installed  his  window  the 
week  before  Pharmacy  Week,  to  be  sure  he 
had  it  all  in  place  by  October  4 ; and  per- 
mitted the  window  to  remain  in  place  for 
eight  weeks  since  it  attracted  so  much  atten- 
tion. 

New  Director,  American  College  of  Surgeons — 

Dr.  John  Paul  North,  Dallas,  Texas,  will 
become  the  Director  of  the  American  College 
of  Surgeons,  effective  January  31,  1961,  it 
was  announced  recently  by  Dr.  I.  S.  Ravdin, 
Chairman,  Board  of  Regents,  American  Col- 


lege of  Surgeons.  He  will  succeed  Dr.  Paul 
R.  Hawley,  the  College’s  Director  since 
March,  1950. 

Dr.  North  has  had  a distinguished  career 
as  a surgeon  and  educator.  He  has  been 
chief,  Surgical  Service,  Veterans  Hospital, 
Dallas,  since  1955,  and  professor  of  clinical 
surgery  at  Southwestern  Medical  School  of 
the  University  of  Texas  since  1946.  He  was 
in  the  private  practice  of  general  surgery  in 
Philadelphia,  1932-42,  at  which  time  he  held 
an  appointment  at  the  University  of  Penn- 
sylvania as  instructor  and  associate  in  sur- 
gery. He  has  been  a Fellow  of  the  College 
since  1935,  and  a member  of  the  Board  of 
Governors  since  1954. 

During  World  War  II,  Dr.  North  was 
chief.  Surgical  Service,  in  the  20th  General 
Hospital,  C.B.I.  Theater,  receiving  the  Le- 
gion of  Merit  in  1945  for  outstanding  serv- 
ice. He  was  consultant  to  The  Surgeon  Gen- 
eral, European  Theater,  in  1954,  and  is  cur- 
rently an  active  reserve,  with  grade  of 
Colonel. 

Dr.  North  is  also  widely  known  for  his 
contributions  in  the  field  of  trauma,  and  has 
served  with  distinction  since  1954  on  the 
College’s  Committee  on  Trauma,  which  has 
as  its  objective  improving  the  transporta- 
tion and  care  of  the  injured.  Because  of 
this  interest.  Dr.  North  is  the  College’s  rep- 
resentative to  the  President’s  Committee  for 
Traffic  Safety,  and  chairman  of  the  Col- 
lege’s Subcommittee  on  Traffic  Safety. 

Legislation  to  “Derail”  the  American 
System — 

Just  how  many  persons  over  65  lack  ade- 
quate medical  care  and  would  be  helped  by 
the  passage  of  Forand-type  legislation? 

This  question  is  the  crux  of  the  whole 
Forand  bill  problem,  according  to  a panel  of 
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American  Medical  Association  experts  on 
legislation. 

In  a “Meet  the  Press”  session  at  the  re- 
cent P.R.  Institute  in  Chicago,  Aubrey 
Gates,  director  of  field  sei*vices  for  the 
A.M.A.,  said  the  problem  of  the  health  care 
of  the  aged  must  be  circumscribed.  It  must 
be  learned  just  how  big  the  problem  is  and 
if  it  exists  at  all. 

C.  Joseph  Stetler,  director  of  the  A.M.A. 
Law  Division,  pointed  out  that  a survey 
must  be  conducted  to  find  out  just  how 
many  persons  are  not  now  receiving  ade- 
quate care.  It  is  presently  estimated  that 
about  only  2 million  persons  would  benefit 
from  Forand-type  legislation  — yet  many 
millions  would  be  penalized  by  this  type  of 
government  program. 

Stetler  suggested  that  the  federal  govern- 
ment might  conduct  a survey  among  select- 
ed communities  in  an  attempt  to  learn  the 
extent  of  the  problem. 

Dr.  George  Twente,  Jackson,  Miss,  a mem- 
ber of  the  Council  on  Legislative  Activities, 
felt  there  is  no  gi*eat  problem.  “We  have 
been  taking  care  of  the  aged  for  years  and 
will  continue  to  do  so,”  he  said.  He  also 
noted  that  many  persons  do  not  seek  medical 
care  because  of  superstition.  “Can  we  legis- 
late against  superstition?”  he  asked. 

Ga,tes  noted  that  between  60  and  65  per 
cent  of  those  over  65  now  have  health  insur- 
ance. The  remainder  either  want  no  insur- 
ance or  are  already  on  public  assistance. 

Another  major  point  made  by  the  panel 
was  that  physicians  need  to  be  spuiTed  to 
greater  political  activity.  Stetler  pointed 
out  that  97  to  99  per  cent  of  physicians 
agree  with  the  A.M.A.  opposition  to  Forand 
legislation;  however  they  express  no  active 
interest  in  the  situation. 

State  and  county  societies,  as  well  as  the 
A.M.A.,  must  encourage  physicians  to  be 
more  actively  interested  in  political  matters. 
The  Forand  bill,  and  similar  health  legisla- 
tion, have  grown  out  of  medical  advances 
which  have  made  people  live  longer;  thus 
medicine  itself  helped  create  a political  prob- 
lem, Stetler  said.  (From  1959  P.R.  Insti- 
tute held  in  Chicago  by  A.M.A.). 

American  Medical  Writers’  Association  Grows — 

The  A.M.W.A.  now  has  more  than  1300 
members.  Annual  meetings  have  been  held 
alternately  at  Chicago  and  St.  Louis.  In 


1960,  the  annual  meeting  will  be  at  Hotel 
Morrison,  Chicago,  but  the  1961-meeting  will 
be  held  in  New  York  City. 

Hospital  Labor  Relations  Worsen — 

Efforts  to  unionize  nonprofessional  hos- 
pital employees  are  being  continued  in  an  in- 
creasing number  of  hospitals  throughout  the 
country.  In  general  these  efforts  are  con- 
fined to  the  eastern  portion  of  the  country. 
Strikes  have  occurred  in  two  voluntary  hos- 
pitals in  Chicago,  where  they  have  gone  into 
the  third  month.  These  hospitals  report 
operations  normal  and  that  striking  work- 
ers have  been  replaced.  Unionization  has 
not  been  too  successful  but  continues  to 
make  some  progress.  The  level  of  wages  of 
these  nonprofessional  workers  has  been  low. 
This  makes  unionism  appealing.  On  the 
other  hand,  hospitals  are  nonprofit  organiza- 
tions, and  raising  the  levels  of  wages  and 
shortening  hours  of  work  increase  the  costs 
of  hospitalization.  These  costs  are  now  al- 
most intolerable.  The  whole  picture  poses 
serious  problems. 

Grants  Awarded  for  Community  Cancer 
Demonstration  Projects,  by  P.H.S. — 

Nine  grants  totaling  $321,894  have  been 
awarded  by  the  Public  Health  Service  to 
support  Community  Cancer  Demonstration 
Projects,  Surgeon  General  Leroy  E.  Burney 
announced  recently. 

Ranging  in  location  from  Hawaii  to  Puer- 
to Rico,  the  nine  projects  were  recommend- 
ed for  approval  by  the  Advisory  Committee 
to  the  Cancer  Control  Program,  and  the  Na- 
tional Advisory  Cancer  Council.  Five  of  the 
projects  will  deal  with  tumor  records  and 
registries,  two  will  screen  large  numbers  of 
women  for  cancer  of  the  cervix,  and  two  will 
further  education  in  cytology,  the  science  of 
cells. 

Purpose  of  the  studies  financed  by  the 
grants  is  to  shorten  the  interval  between  dis- 
coveries in  research  and  the  application  of 
these  findings  at  the  community  level,  the 
Surgeon  General  said.  They  are  the  first  to 
be  assigned  from  the  $1,500,000  appropriat- 
ed by  Congress  for  this  purpose  during  the 
current  fiscal  year. 

The  Cancer  Control  Program,  within  the 
Division  of  Special  Health  Services,  Public 
Health  Service,  is  administering  the  fund, 
and  is  receiving  applications  from  health 
agencies  and  nonprofit  organizations  and  in- 
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stitutions.  Additional  projects  will  be  ap- 
proved next  spring  and  summer. 

Joint  Blood  Council  to  Publish  Director^’  of 
Blood  Transfusion  Services — 

Infoi*mational  material  and  specific  data 
for  1959  are  now  being  gathered  from  all 
hospitals  and  blood  banks  in  the  United 
States  and  territories  by  the  Joint  Blood 
Council.  The  information  will  be  published 
in  a new  directory  of  Blood  Transfusion 
Facilities  and  Services  and  issued  by  early 
spring. 

The  first  directoiy  produced  by  the  Coun- 
cil covered  the  year  1956  and  included  2202 
facilities  which  collect,  process,  distribute 
or  use  whole  blood. 

Technical  and  operating  procedures  of 
blood  banks  and  hospital  transfusion  serv- 
ices as  well  as  sources  and  usage  of  blood 
are  to  be  recorded.  Also  included  will  be  ap- 
provals, supervision,  reciprocity  exchange 
systems  and  other  seiwices  such  as  tissue 
storage  banks.  This  information  has  been 
found  to  be  useful  to  hospitals,  blood  banks, 
and  medical  libraries  and  to  Federal  medical 
agencies. 

Blue  Shield  Professioual  Relations 
Conference — 

IMore  than  300  delegates,  including  state 
and  local  medical  society  officers  and  secre- 
taries, as  well  as  Blue  Shield  Plan  physician- 
trustees  and  executives,  will  be  in  attend- 
ance at  the  1960  Blue  Shield  Professional 
Relations  Conference  to  be  held  February 
1-3  at  the  Drake  Hotel  in  Chicago,  Dr.  Rus- 
sell B.  Carson,  Chairman  of  the  Professional 
Relations  Committee  of  the  National  Asso- 
ciation of  Blue  Shield  Plans,  announced  re- 
cently. 

The  Professional  Relations  Conference 
progi’am  has  been  prepared  under  the  direc- 
tion of  the  National  Association’s  Profes- 
sional Relations  Committee  and  has  as  its 
theme  this  year,  “Facing  the  Facts  — In  the 
Future  of  Blue  Shield.” 

“The  new  year  presents  a serious  chal- 
lenge to  Blue  Shield  and  to  the  entire  volun- 
tary health  care  movement,”  Dr.  Carson 
stated,  “for  the  simple  reason  that  it  is  an 
election  year  and  we  can  expect  a supreme 
effort  by  the  backers  of  Forand-type  legisla- 
tion to  get  their  program  passed  in  Con- 
gi*ess.  To  give  our  physician  delegates  as 


much  of  an  up-to-date  picture  as  possible, 
we  have  scheduled  discussions  on  federal 
legislative  activities  and  on  Blue  Shield  ac- 
tivities with  regard  to  the  development  of 
progi-ams  for  senior  citizens. 

Among  the  speakers  are  Dr.  John  Reck- 
less of  Duke  University,  who  will  discuss 
“The  Facts  of  Life  in  the  Future  of  Ameri- 
can Medicine;”  Dr.  Charles  G.  Hayden,  Ex- 
ecutive Director  of  the  IMassachusetts  Blue 
Shield  Plan,  who  will  speak  on  “Evolving 
New  Benefit  Patterns  to  Meet  the  Demands 
for  Expanded  Forms  of  Coverage  — An 
Examination  of  Factors  of  Interest  and  Im- 
portance to  the  Profession;”  and  Dr.  Ira  C. 
Layton  of  Kansas  City,  IMissouri,  who  will 
talk  about  “The  Dynamics  of  Blue  Shield 
and  Their  Relation  to  the  Future  of  Private 
Medical  Care.”  Also  on  the  progi’am  are 
Thomas  M.  Newell,  Director,  National  Field 
Service,  New  York  City,  whose  subject  is 
“Public  Opinion  and  Its  Application  in 
Shaping  Future  Developments  in  Blue 
Shield,”  and  Dr.  Donald  Stubbs,  Chairman 
of  the  Board  of  the  National  Association  of 
Blue  Shield  Plans,  who  will  talk  about  “The 
Plan  Governing  Board  — An  Examination 
of  Concepts  Affecting  Its  Composition- 
Functions  and  Responsibilities.” 

Again  this  year.  Dr.  Carson  said,  individ- 
ual invitations  have  been  extended  to  presi- 
dents of  all  state  medical  societies  to  attend 
the  conference. 

“The  Professional  Relations  Conference 
has  grown  in  importance  and  stature  eveiy 
year  and  the  record  attendance  for  this  10th 
annual  program  is  real  proof  of  the  fact 
that  the  medical  profession  wants  to  take  a 
more  active  interest  in  its  own  prep-pay- 
ment program,”  Dr.  Carson  concluded. 


Human  Interest  Tales 

Dr.  Robert  Fenstermacher,  Nebraska 
City,  has  been  named  the  Otoe  County 
chairman  of  the  1960  Heart  Fund  Drive. 

Dr.  Dwaine  Peetz,  Neligh,  has  been  re- 
elected chief  of  staff  of  Antelope  Memorial 
hospital. 

Dr.  W.  E.  Reynolds,  Laurel,  is  the  newly 
elected  president  of  the  Five-County  Medical 
Society. 

Dr.  Frank  IMartin,  Norfolk,  has  joined  the 
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consulting  staff  of  the  Litzenberg  Memorial 
County  hospital  in  Central  City. 

A substantial  contribution  was  recently 
given  to  the  Nebraska  Medical  Foundation 
by  Dr.  and  Mrs.  F.  G.  Travnicek  of  Wilbur. 

Drs.  C.  M.  Bonniwell  and  W.  E.  Engdahl, 
Omaha,  have  obtained  a 41-thousand  dollar 
building  permit  for  an  addition  to  their  med- 
ical building. 

Dr.  E.  E.  Koebbe,  Columbus,  was  a guest 
speaker  at  the  annual  meeting  of  the  Ne- 
braska State  Association  of  Chiropodists 
held  in  Columbus  in  December. 

Dr.  Charles  M.  Bonniwell,  Omaha,  dis- 
cussed the  subject  of  hypnotism  at  a recent 
meeting  of  the  Realtors’  Secretaries  in  Oma- 
ha. 

Mrs.  James  J.  O’Neil,  Omaha,  entertained 
the  Doctors’  Wives’  Club  at  her  home  in  De- 
cember. Mrs.  Arnold  Dowell  was  co-chair- 
man. 

Dr.  N.  P.  McKee,  Atkinson,  was  recently 
honored  for  outstanding  service  to  his  com- 
munity. He  was  presented  a plaque  for 
service  in  addition  to  his  professional  con- 
tributions. 

Dr.  Jack  Wisman,  North  Platte,  was  the 
guest  speaker  at  a recent  meeting  of  the 
Ogallala  Business  and  Professional  Wom- 
an’s Club. 

Dr.  G.  E.  Pennington,  Broken  Bow,  a 
physician  in  that  city  for  some  50  years,  was 
admitted  to  the  Community  hospital  in  De- 
cember due  to  serious  illness. 

Dr.  Robert  Faier,  Omaha,  a new  associate 
of  Drs.  A.  W.  Abts  and  J.  J.  Borghoff  will 
be  in  the  group’s  Elkhorn  office  on  a three- 
day-a-week  basis. 

Dr.  James  J.  O’Neil,  Omaha,  has  been 
elected  to  serve  as  Secretary  of  the  Com- 
mittee on  Bronchoesophagology  of  the  Amer- 
ican College  of  Chest  Physicians. 

Dr.  Frank  Falloon,  Tecumseh,  has  left 
this  community  and  moved  to  Merced,  Cali- 
fornia. Dr.  Falloon  had  practiced  in  Te- 
cumseh since  July,  1959. 

Dr.  Bryce  G.  Shopp,  Imperial,  has  been 
reelected  president  of  the  Southwest  Nebras- 
ka County  Medical  Society.  The  meeting 
of  the  society  was  held  in  McCook  in  De- 
cember. 


Dr.  E.  E.  Colglazier,  Grant,  has  received  a 
certificate  of  appreciation  from  the  Presi- 
dent for  15  years  of  service  as  medical  ad- 
visor to  the  Selective  Service  Board  of  Per- 
kins County. 

Dr.  F.  G.  Dewey,  Coleridge,  delivered  a 
baby  on  December  3rd,  it  was  one  of  thou- 
sands he  has  delivered  in  his  53  years  of 
medical  practice.  It  was  unique,  however, 
as  it  was  his  79th  birthday. 

Drs.  John  L.  Barmore,  John  W.  Porter, 
and  Richard  B.  Wilson,  Omaha,  attended  the 
second  Medical  Emergency  National  Defense 
symposium  at  Walter  Reed  Army  Medical 
Center  in  Washington,  D.C.,  in  December. 

The  Gering  division  of  the  Scotts  Bluff 
County  Medical  Society  Auxiliary  enter- 
tained the  student  nurses  of  the  West  Ne- 
braska General  Hospital  at  a tea  in  De- 
cember. 

The  November  meeting  of  the  Dawson 
County  Medical  Society  Auxiliary  was  held 
at  the  home  of  Mrs.  Dean  A.  McGee  in  Lex- 
ington. The  group  discussed  their  T960 
Auxiliary  program. 

Dr.  Harold  Morgan,  Lincoln,  has  received 
his  notice  of  reappointment  to  the  Maternal 
and  Child  Care  Committee  of  the  Council  on 
Medical  Service  of  the  American  Medical 
Association.  The  appointment  is  for  3 
years. 

Dr.  F.  Lowell  Dunn,  Omaha,  has  resigned 
as  chairman  of  the  University  of  Nebraska 
College  of  Medicine  building  committee.  The 
committee,  as  such,  no  longer  exists.  It 
was  replaced  by  a university-wide  commit- 
tee. 

Dr.  James  F.  Kelly,  Omaha,  was  one  of 
those  honored  at  the  annual  Christmas  din- 
ner for  the  medical  staff  and  lay  boards  of 
Creighton  Memorial  St.  Joseph’s  Hospital. 
Dr.  Kelly  has  been  a radiologist  at  the  hos- 
pital 45  years. 

Dr.  Samuel  L.  Fuenning,  Director  of  Stu- 
dent Health  at  the  University  of  Nebraska 
in  Lincoln,  recently  was  guest  speaker  at  the 
luncheon  at  the  dedication  ceremonies  on  Oc- 
tober 17  of  a new  $1,000,000  Health  Center 
at  Colorado  University  in  Boulder.  Dr. 
Fuenning  is  President  of  the  American  Col- 
lege Health  Association. 
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Announcements 

Medical  Continuation  Courses — 

The  University  of  ^Minnesota  Center  for 
Continuation  Study  offers  the  following  con- 
tinuation courses  in  the  months  to  come: 

IMarch  14-16,  1960  — Internal  Medicine 
for  Internists 

IMarch  19  — Trauma  for  General  Physi- 
cians 

March  28  - April  1 — Endocrinology  for 
General  Physicians 

April  7-9  — Emergency  Surgery  for  Sur- 
geons 

April  11-13  — Radiologj’  for  General 
Physicians 

April  21-23  — Otolaryngology'  for  General 
Physicians 

For  further  information,  write  to  the  Di- 
rector, Department  of  Continuation  Medical 
Education,  1342  Mayo  Memorial,  University 
of  Minneapolis,  Minneapolis  14. 

“Clinical  Reviews’  ’for  Three  Days, 

Mayo  Clinic — 

Staff  members  of  the  Mayo  Clinic  and 
]\Iayo  Foundation  for  Medical  Education 
and  Research  will  present  again  this  year  a 
three-day  program  of  lectures  and  discus- 
sions on  problems  of  current  interest  in 
general  medicine  and  surgery.  This  will 
take  place  on  April  4,  5,  6,  1960. 

The  American  Academy  of  General  Prac- 
tice and  the  College  of  General  Practice  of 
Canada  have  advised  the  Committee  on  Clin- 
ical Reviews  that  up  to  21  hours  of  Category 
I credit  may  be  obtained  by  members  of 
these  groups  attending  these  reviews. 

There  are  no  fees  for  this  program. 

The  number  of  physicians  who  can  be  ac- 
commodated is  necessarily  limited.  Those 
wishing  to  attend  should  communicate  with 
the  Clinical  Reviews  Committee,  IMayo  Clin- 
ic, Rochester,  Minnesota. 

Symposium  on  Hospital  Management  and 
Labor  I’nion  Relations — 

The  American  Academy  of  IMedical  Ad- 
ministrators announce  a Symposium  on  Hos- 
pital IManagement-Labor  Union  Relations, 
Wednesday  to  Friday,  Jan.  20-22,  Hotel 
Waldorf-Astoria,  New  York. 

For  more  information,  write  Hugh  C.  Mc- 
Ewan,  President,  Suite  1134  at  Eleven  Bea- 
con Street,  Boston,  IMass. 


A.C.S.  Regional  Meeting — 

Surgeons  and  related  medical  personnel 
are  invited  to  attend  the  three-day  Sectional 
Meeting  of  the  American  College  of  Sur- 
geons in  Colorado  Springs,  Broadmore  Ho- 
tel, March  21  through  23,  1960. 

P.G.  Course  on  Fractures  and  Other  Trauma — 

The  Fourth  Postgraduate  Course  on  Frac- 
tures and  Other  Trauma,  sponsored  by  the 
Chicago  Committee  of  the  American  College 
of  Surgeons,  will  be  held  April  27  through 
30,  1960,  at  the  John  B.  Murphy  Memorial 
Auditorium,  50  East  Erie  Street,  Chicago. 

Registration  fee  will  be  $50. 

For  further  information,  write  John  J. 
Fahey,  M.D.,  1791  West  Howard  Street, 
Chicago  26,  111. 

Spring  Congress  on  Ophthalmology  and 
Otolaryngology — 

The  Gill  Memorial  Eye,  Ear  and  Throat 
Hospital  of  Roanoke,  Virginia,  announces  its 
33rd  Annual  Spring  Congress  in  Ophthal- 
mology’ and  Otolaryngology  to  be  held  April 
4 through  April  9,  1960. 

For  further  information,  write  Superin- 
tendent, P.O.  Box  1789,  Roanoke,  Virginia. 


Deaths 

Lloyd  O.  Hoffman,  M.D.,  Omalia.  Doctor 
Hoffman  died  at  the  age  of  63  after  suffer- 
ing a heart  attack.  A 1919-graduate  of  the 
University  of  Nebraska  College  of  IMedicine, 
Doctor  Hoffman  taught  surgery,  obstetrics 
and  gynecology  there  from  1929  to  1952, 
when  he  was  made  Professor  Emeritus  and 
continued  in  private  practice. 

I).  B.  Kantor,  M.D.,  Fairbuiw.  Doctor 
Kantor  died  December  25,  at  a Fairbbury 
hospital  following  a short  illness.  Born  July 
13,  1892,  he  graduated  from  the  Nebraska 
College  of  IMedicine  in  1923.  He  practiced 
medicine  in  Sargent,  Nebraska  for  thirteen 
years  and  opened  his  office  in  Fairbury  in 
1938. 

Lt.  Col.  James  E.  Lewis,  Washington,  D.C. 
Doctor  Lewis  died  December  5,  1959,  follow- 
ing an  illness  since  last  summer  when  com- 
plications developed  following  a car  accident 
in  Turkey  in  August.  Born  in  1916,  Dr. 
Lewis,  a physician  with  about  15  years  of 
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service  in  the  Army  Medical  Corps,  practiced 
at  Scotia,  Nebraska  for  several  years  follow- 
ing World  War  II.  After  the  accident  in 
Turkey,  he  was  hospitalized  at  Frankfort, 
Germany,  before  he  was  brought  to  the  Wal- 
ter Reed  Hospital  in  Washington,  D.C., 
where  he  died  at  the  age  of  43. 

Frank  T.  Lovely,  M.D.,  Omaha.  Doctor 
Lovely  died  of  an  infection  January  2,  at  the 
age  of  65,  in  an  Omaha  hospital.  A 1919- 
graduate  of  the  Creighton  University  School 
of  Medicine,  Doctor  Lovely  had  been  in  gen- 
eral practice  in  Omaha  since  his  graduation. 
He  was  on  the  faculty  of  the  Creighton  Uni- 
versity School  of  Medicine. 

Ralph  S.  Russell,  M.D.,  San  Diego,  Cali- 
fornia. Doctor  Russell,  59,  died  December 
10,  at  a San  Diego  hospital  following  a short 
illness.  He  graduated  from  the  University 
of  Nebraska  College  of  Medicine  in  1925.  He 
founded  the  Sutherland  Hospital  in  1927, 
and  operated  it  until  1940,  at  which  time  he 
moved  his  practice  to  San  Diego. 


Know  Your 
Blue  Shield  Plan 


The  Quiet  Side  of  Blue  Shield 

Scandals  get  bolder  headlines  than  mar- 
riages, births  or  philanthropic  donations. 
By  the  same  rule  of  human  peiwersity,  we 
often  take  articulate  notice  of  Blue  Shield 
only  when  we  have  some  fault  to  find  with 
it. 


Whenever  four  or  five  colleagues  are  gath- 
ered, some  critic  may  take  shots  at  Blue 
Shield.  Often  the  complaint  has  something 
to  do  with  the  Plan’s  payments.  Perhaps 
the  allowance  for  a certain  procedure  seemed 
inadequate  for  the  particular  case,  or  the 
Plan  didn’t  cover  the  diagnostic  work  that 
was  needed,  or  the  Plan  has  been  persistent- 
ly requesting  a detailed  operative  report  to 
explain  a pending  surgical  claim. 

What’s  good  about  Blue  Shield,  anyway? 

Well,  for  every  case  where  the  Plan’s  pay- 
ment has  been  inadequate,  delayed,  or  re- 
fused as  ineligible  — there  have  been  scores 
of  other  cases  for  which  reasonable  payment 
has  been  swiftly  remitted.  Actually,  Blue 
Shield’s  pajonent  for  an  eligible  claim,  prop- 


erly presented,  is  as  fast  and  dependable  as 
any  source  of  income  we  have  on  our  books. 

As  for  the  Blue  Shield  payment  in  a par- 
ticular case,  we  have  a unique  recourse.  The 
fee  schedule  is  arrived  at  — and  continually 
adjusted  — with  the  advice  or  at  the  request 
of  our  medical  society.  And  if  the  sched- 
uled payment  is  out  of  line  with  the  service 
required  in  a particular  case,  the  complain- 
ant can  ask  for  a review.  Blue  Shield  is  the 
only  prepayment  program  whose  medical 
policies  are  subject  to  our  own  guidance  and 
control. 

Another  unique  virtue  of  Blue  Shield  has 
to  do  with  the  economic  segments  of  the  pa- 
tients whom  it  covers.  Because  of  its  com- 
munity approach  and  its  unmatched  econ- 
omy of  operation.  Blue  Shield  is  the  one 
medical  prepayment  plan  that  covers  the 
lower  income  groups  who  most  need  pro- 
tection. Hence,  through  Blue  Shield,  doc- 
tors are  now  being  compensated  for  services 
rendered  to  a considerable  number  of  peo- 
ple who,  were  it  not  for  Blue  Shield,  would 
still  qualify  for  our  free  services  in  hospital 
wards  and  clinics. 

Blue  Shield  is  the  Profession’s  Plan,  and 
a successful  plan,  too.  Nationwide,  some  45 
million  patients  are  now  buying  Blue  Shield 
every  month,  and  thousands  more  are  join- 
ing them  every  day.  In  so  doing,  these 
friends  and  neighbors  are  expressing  their 
confidence  in  medicine  and  in  our  American 
system  of  independent  private  practice. 

Blue  Shield  merits  a pat  on  the  back  from 
doctors,  too. 

(Reprinted  froin  The  Journal  of  the  Medical 

Society  of  New  Jersey,  Volume  55,  Number  9, 

September,  1958). 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 
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IS  THE  TROUBLE  IN  US? 

(Continued  from  page  52) 

G.P.,  considers  the  theme  quoted  above  and 
summarizes  his  reaction  in  the  following 
words : 

“I  believe  they  (the  threats  to  medical 
practice)  can  be  lumped  together  into  one 
heading,  viz.,  doctors  have  forsaken  their  re- 
sponsibility as  health  advisor  to  the  com- 
munity” 

This  writer  is  inclined  to  apply  the  fun- 
damental hypotheses  presented  in  an  article 
published  in  the  Januaiy  issue  of  this  Jour- 
nal, by  Young,  entitled  “Psychosomatic  Eti- 
ology : A Different  Vista.”  Two  of  his  four 
hypotheses  are:  “1.  The  stimulus  for  giwvth 
is  in  the  seed,  not  the  soil ; 2.  Nothing  hap- 
pens to  me,  I happen  to  things.” 

It  does  not  seem  that  the  American  prac- 
titioner is  really  having  a bad  time,  but  an 
article  in  the  Cornhusker  G.P.  about  a year 
ago  asked  a pertinent  question,  namely, 
“Does  the  general  practitioner  have  an  in- 
feriority complex?”  The  answer  given  in 
the  article  was  in  the  affirmative.  In  other 
words,  the  “seed”  is  at  fault,  not  the  “soil” 
(the  environment).  Could  the  trouble  be  in 
us? 

It  is  certainly  true  that  the  environment 
of  medical  practice  does  not  seem  to  be 
“neutral”  as  defined  by  Young,  but  perhaps 
the  practitioners  of  our  great  profession, 
one  and  all,  specialist  and  generalist,  have 
been  responsible  for  the  recurring  crises  in 
our  environment;  the  fundamental  failure 
has  been  in  us,  not  in  the  environment;  in 
the  “seed,”  not  the  “soil.”  We  have  “hap- 
pened” to  our  environment,  not  the  environ- 
ment to  us. 

Whatever  the  explanation,  we  are  all  in 
the  same  boat  which  seems  to  be  adrift  in 
rough  seas.  Blaming  each  other,  especially 
in  public,  instead  of  pulling  together  will 
only  help  swamp  the  boat. 


ANOTHER  SERVICE 

As  another  service  to  our  readers,  the 
Jouimal  will  carry  a “Roster  of  Organiza- 
tions.” This  will  include  medical  and  para- 
medical organizations,  both  national  and 
state. 

Under  each  listed  organization  one  may 
find  the  exact  name,  the  address  of  the  of- 


fice, and  the  name  of  the  secretary,  execu- 
tive director,  or  other  officer  to  whom  com- 
munications may  be  addressed. 

Our  first  roster,  appearing  in  this  issue  of 
the  Jouimal,  may  not  be  complete.  If  any 
reader  finds  an  error,  or  knows  of  an  organ- 
ization that  has  been  omitted,  please  write 
to  the  editor  or  to  Mr.  M.  C.  Smith,  our  Ex- 
ecutive Secretary,  giving  us  the  needed  in- 
formation. Every  effort  will  be  made  to 
keep  this  roster  current.  To  make  this  in- 
formation easy  to  find,  we  will  place  it  as 
the  last  item  in  the  “Organization  Section,” 
that  is,  just  before  the  back  section  of  ad- 
vertising. 


Contributed  by  Doctor  F.  G.  Gillick — 

THE  EDITOR’S  PASSPORT 

“The  Editor  stood  ’fore  the  Heavenly  Gate, 
His  features  pinched  and  cold. 

He  bowed  before  the  Man  of  Fate, 
Seeking  admission  to  the  fold. 

‘What  have  you  done?  St.  Peter  asked, 

‘To  gain  admission  here?’ 

‘I  was  the  Journal’s  editor.  Sir, 

For  many  a weary  year.’ 

The  Pearly  Gates  swung  open  wide 
As  Peter  pressed  the  bell. 

‘Come  in  and  choose  your  harp,’  he  cried ; 
‘You’ve  had  your  share  of  Hell!” 

— Jouimal  of  the  Irish  Med.  Assn. 
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ORGANIZATIONS.  STATE 


Creiffhtoii  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbui-y,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1420  Shai-p  Building 
Lincoln,  Nebraska 


Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 
University  of  Nebraska  Hospital 
Lincoln,  Nebraska 


Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 


Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 


Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 


Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 
921  Stuart  Building 
Lincoln,  Nebraska 


Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 


Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 


Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 
414  Federal  Seccrities  Building 
Lincoln,  Nebraska 


Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 


Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 


Nebraska  State  Dental  Association 
F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 


Nebraska  State  Department  of  Health 
E.  A.  Rog:ers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 


Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 


Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Omaha,  Nebraska 


Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 
500  Brandeis  Theater  Building 
Omaha,  Nebraska 


University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 


■American  College  of  Obstetricians  & Gynecology 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 
Mr.  E.  R.  Loveland,  Secy. 

4200  Pine  St. 

Philadelphia  4,  Pennsylvania 


American  College  of  Radiology 
Mr.  W.  C.  Sti’onach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 


American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 


American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 


.American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 


The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 


.American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  Noi-th  Dearbom  Street 
Chicago  10,  Illinois 


A GOOD  BUY  IN  PUBLIC  RELATIONS 


Place  if  in  your  reception  room 

Today’s  Health  is  published  for  the  American  Family  by  the 
American  Medical  Association,  535  N Dearborn  St.— Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of  your  local 
Medical  Society  Woman's  Auxiliary,  who  can  give  you  Special  Reduced  Rates. 


98 


Nebraska  S.  M.  J. 


EDITORIALS 


The  Nebraska  State 
Medical  Journal  ^ 


Estahlishef!  1916  by  The  Nebraska  State  Medical  Association 

Norfolk,  Nebraska,  March,  1960  No.  3 


THE  UNNEEDED  HOSPITAL 

Each  time  federal  budget-making  or  an 
election  approaches,  there  is  talk  in  the 
newspapers  about  the  need  for  an  additional 
hospital  at  the  Lincoln  Air  Force  Base,  and 
the  present  is  no  exception  to  this  rule.  The 
cost  of  this  proposed  facility  is  variously 
estimated  at  from  $2.5  to  $5.0  million  and 
the  size  to  be  approximately  100  beds  but 
built  to  be  easily  expanded  to  200  beds.  This 
is  said  to  be  for  a personnel  load  estimated 
at  17,000. 

In  previous  editorials  in  this  Jorn-nal  this 
matter  has  been  considered  and  much  back- 
ground material  recorded.  In  one  of  these 
editorials,  entitled  “Hospital  Facilities  for 
the  Air  Force,”  (Nebraska  MJ.  40:349,  Oc- 
tober 1955)  the  comparative  costs  per  bed  of 
hospitals  built  by  Nebraska  for  its  citizens 
and  those  constructed  by  the  U.S.  Govern- 
ment showed  the  excessive  cost  of  the  latter ; 
the  number  of  continuously  unoccupied  beds 
in  the  Lincoln  Veterans’  Hospital  was 
noted;  and  it  was  stated  that  this  facility, 
the  Lincoln  Veterans’  Hospital,  was  con- 
structed as  a 300-bed  hospital.  At  the  time 
this  editorial  was  written  the  average  num- 
ber of  beds  in  use  at  this  institution  had 
been  180.  It  was  suggested  that  the  un- 
occupied and  yet  available  beds  could  well 
take  care  of  the  needs  of  L.A.F.B.  person- 
nel. 

As  a part  of  an  editorial  in  the  Nebraska 
State  Medical  Journal,  (42:1,  Januaiy  1957) 
entitled  “An  Answer  From  Congressman 
Weaver,”  a letter  from  Mr.  Weaver  was 
published.  This  letter  makes  clear  Mr. 
Weaver’s  attitude  and  his  stated  reasons  why 
he  has  tried  to  obtain  Federal  money  to  build 
the  type  of  hospital  he  believes  the  Air  Force 
needs  — one  adequate  for  approximately 
17,000  service  personnel. 

In  the  interval  since  these  editorials  were 
printed  there  has  been  no  essential  change 
in  the  availability  of  Veterans’  Hospital 
beds.  In  House  Committee  Print  No.  48, 
“Operation  of  Veterans’  Administration 
Hospital  and  Medical  Program,”  page  967, 
this  hospital  is  rated  as  280  bed  capacity, 
and  the  Average  Daily  Patient  Load  is  given 

FOR  CORRECTION 
SEE 


as  213.  Even  rated  at  a capacity  of  280  beds 
this  leaves  an  average  of  67  unoccupied  beds, 
and  if  rated  in  “constructed”  beds  — 300  — 
rather  than  “operating”  — 280  — there 
would  be,  actually,  87  unoccupied  beds. 

Furthermore,  an  unspecified  amount  of 
money  is  being  spent  at  this  time  enlarging 
and  modernizing  the  surgical  facilities  of 
the  Lincoln  VA  Hospital;  and  we  are  in- 
formed through  news  services  that  it  is 
hoped  to  spend  a total  of  more  than  $3  mil- 
lion on  this  hospital  within  the  next  two 
years.  Surely  this  expenditure  will  not  de- 
crease the  number  of  available  beds. 

During  the  same  interval  something  is 
changing  at  the  Lincoln  Air  Force  Base. 
While  Mr.  Weaver  glibly  speaks  of  |7,000 
personnel  needing  adequate  hospital  facili- 
ties, it  is  safe  to  say  that  there  never  have 
been  more  than  8500,  including  civilian  em- 
ployees and  militaiy  dependents,  with  actual 
military  strength  probably  not  exceeding 
5500.  We  have  noted,  also,  that  a Refueling 
Squadron  is  being  moved  away  from 
L.A.F.B.  In  addition  to  this,  says  the  Lin- 
coln Evening  Journal  of  January  12,  1960, 
“Long-range  Air  Force  plans  call  for  even- 
tual dispersal  of  its  planes  so  that  no  more 
than  one  wing  is  housed  at  any  one  base.” 
Unless  unforeseen  changes  in  Air  Force 
plans  come  about,  the  chances  are  that 
L.A.F.B.  may  never  again  have  5000  actual 
military  personnel,  to  say  nothing  of  17,000. 
If  the  100  beds  Mr.  Weaver  mentioned  could 
fulfil  the  needs  of  17,000,  the  87  unoccupied 
beds  at  the  Lincoln  Veterans’  Hospital 
should  be  ample  for  5000  or  fewer  A.F.  per- 
sonnel. 

With  adequate  hospital  facilities  easily 
available  to  take  care  of  the  needs  of  the 
Air  Force  Base,  especially  when  the  number 
of  personnel  is  so  small  and  is  diminishing, 
why  should  there  be  a renewed  effort  to 
throw  away  the  taxpayers’  money  by  re- 
duplicating the  facilities?  The  only  “rea- 
sons” that  come  to  mind  just  now,  favoring 
this  proposed  waste  of  tax  monies,  are  those 
that  might  be  proposed  by  the  people  into 
whose  coffers  this  tax  money  might  find  its 
way. 
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SIGNIFICANCE  OF  SLIGHT 
HYPERTENSION 

Twenty-six  life  insurance  companies 
studied  the  blood  pressures  of  four  million 
people  over  a period  of  twenty  years.  It  is 
emphasized  that  this  was  not  a clinical 
study.  ]\Iortality  experience,  especially  that 
resulting  from  diseases  of  the  heart  and 
circulatory  system,  were  correlated  with 
blood  pressure  readings  and  with  body  build. 
The  results  were  published  under  the 
title  “1959  Build  and  Blood  Pressure  Study.” 

The  Society  of  Actuaries,  at  its  meeting- 
in  November  1959,  considered  the  results  of 
this  veiy  extensive  and  prolonged  study. 
They  were  of  the  opinion  that  both  life  in- 
surance companies  and  physicians  needed 
to  change  their  thinking  about  the  relation- 
ship between  longevity  and  even  slight  in- 
creases in  blood  pressure  above  the  average 
normals. 

Doctor  John  J.  Hutchinson,  medical  direc- 
tor of  the  New  York  Life  Insurance  Com- 
pany and  chairman  of  the  IMortality  Com- 
mittee of  the  IMedical  Directors  Association 
made  the  following  statement  in  the  course 
of  his  analysis  of  this  study : 

“Although  this  was  not  a clinical  study,  its 
implications  should  be  of  value  to  physi- 
cians. The  consistent  pattern  of  increased 
mortality  from  heart  and  circulatory  dis- 
eases associated  with  slight  increases  in 
blood  pressure  emphasizes  that  clinicians 
cannot  ignore  the  significance  of  small  ele- 
vations in  blood  pressure.  It  is  not  reason- 
able to  regard  such  variations  as  being  with- 
in normal  limits.” 

The  actuaries  agreed  that  even  small  ele- 
vations of  blood  pressure  were  highly  sig- 
nificant, but  that  when  these  elevations  were 
combined  with  overweight  the  mortality  rate 
was  still  higher. 

Out  of  the  studj-  quoted  came  the  follow- 
ing table  of  average  blood  pressures: 

AVERAGE  BLOOD  PRESSURES 


Systolic  Diastolic 

Ag-es  Men  Women  Men  Women 

15-1<)  117  114  71  70 

20-29  121  116  74  72 

30-39  123  119  76  75 

40-49  126  125  78  78 

50-59  129  130  80  80 

60-69  132  134  80  81 


THE  SLMMARY  . . . 

WHY  NOT  WRITE  IT  FIRST? 

The  writing  of  a good  and  adequate  sum- 
mary of  a medical  article  either  has  become 
a lost  art  or  fails  to  engage  the  writer’s  in- 
terest. Often,  indeed,  we  find  the  summary 
to  be  of  a kind  spoken  of  by  Hewitt^  as  the 
“contents  type  of  summary.”  It  merely 
enumerates,  without  noting  any  details,  the 
items  that  have  been  discussed.  Such  a sum- 
maiy  is  useless  to  the  reader  or  to  the  ab- 
stracter. If  used  at  all  it  should  be  placed 
at  the  beginning  of  the  paper  to  indicate 
what  is  going  to  be  discussed  rather  than  at 
the  end  to  indicate  what  has  been  discussed. 

To  quote  Hewitt^  as  to  what  the  reader 
wants : 

“The  reader  wants  something  else  (than 
the  number  of  cases  reviewed).  He  wants 
not  only  the  number  of  cases  but  the  name 
of  the  disease.  He  wants  a list  of  the  symp- 
toms. He  wants  to  know  what  diagnostic 
methods  were  used  (rather  than  that  “symp- 
toms and  methods  of  diagnosis  are  given.”) 
Finally  he  wants  to  be  told  not  that  the  re- 
sults of  treatment  were  analyzed  but  he 
wants  the  results  of  the  analysis.” 

A summary  should  not  consist  of  sen- 
tences quoted  from  the  body  of  the  paper. 
It  should  not  introduce  any  new  data;  if 
it  does  so,  the  paper  itself  is  inadequate. 
Although  brief,  a summary  should  contain 
adequate  data  so  that  an  abstracter  can 
adopt  it  as  a good  abstract  of  the  article. 

It  has  been  suggested,  and  the  suggestion 
seems  to  have  great  merit,  that  the  author 
write  his  summary  first,  then  proceed  to 
base  the  paper  on  this  prewritten  sum- 
mary. To  do  this,  he  will  have  to  know  his 
subject;  he  will  have  to  know  the  limitations 
on  what  he  plans  to  present;  and  no  new 
data  will  creep  into  the  body  of  the  paper 
or  the  summary.  Furthennore,  the  writer 
will  be  certain  to  cover  what  he  proposes  to 
include  in  the  paper.  These  items  will  have 
been  considered  and  weighed  before  he  starts 
to  write. 

Reference 
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NOTICE  TO  ALL  CONTRIBUTORS 

The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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I ARTICLES 


AN  INBORN 

ERROR  OF  METABOLISM  — 

Phenylketonuria 

TN  1908  Sir  Archibald  Garrod 
JL  described  the  “inborn  errors 
of  metabolism”  which  involve 
specific  inherited  metabolic  defects  and  rep- 
resent a congenital  failure  of  the  body  to 
carry  out  a particular  metabolic  sequence 
of  reactions.  Patients  with  such  diseases 
appear  to  be  human  mutants^  similar  to 
those  mutants  produced  in  certain  micro- 
organisms. 

Garrod  in  his  description  of  these  errors 
of  metabolism  says, 

“.  . . the  anomalies  of  which  I propose 
to  treat  . . . may  be  classed  together  as 
inborn  errors  of  metabolism.  Some  of 
them  are  certainly,  and  all  of  them  are 
probably,  present  from  birth  . . . they 
are  characterized  by  wide  departure 
from  the  normal  of  the  species  far  more 
conspicuous  than  any  ordinary  indi- 
vidual variations,  and  one  is  tempted 
to  regard  them  as  metabolic  sports,  the 
chemical  analogues  of  structural  mal- 
formations ...  It  may  well  be  that  the 
intermediate  products  fonned  at  the 
several  stages  (in  metabolism)  have 
only  momentary  existence  as  such,  be- 
ing subjected  to  further  change  almost 
as  soon  as  they  are  formed;  and  that 
the  course  of  metabolism  along  any  par- 
ticular path  should  be  pictured  as  in 
continous  movement  rather  than  as  a 
series  of  distinct  steps.  If  any  one  step 
in  the  process  fail,  the  intermediate 
product  in  being  at  the  point  of  arrest 
will  escape  further  change,  just  as  when 
the  film  of  a biograph  is  brought  to  a 
standstill  the  moving  figures  are  left 
foot  in  air.”2 

Included  in  the  category  of  inborn  er- 
rors of  metabolism  are  alkaptouria,  hepato- 
lenticular degeneration,  juvenile  and  infan- 
tile amaurotic  idiocy,  galactosemia,  and 
phenylketonuria.  The  latter  disease  is  the 
subject  of  the  subsequent  discussion. 

In  1934,  Foiling  described  phenylketo- 
nuria, which  is  characterized  by  the  excre- 
tion of  phenylpyruvic  acid  and  derivatives 
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in  the  urine.  According  to  Foiling,  mental 
retardation  and  oftentimes  severe  neuro- 
logical disturbances  were  associated  with 
the  excretion  of  these  abnormal  metabolites. 
Since  1934  many  additional  cases  have  been 
reported  both  in  America  and  Europe  and 
the  original  observations  have  been  verified 
and  extended. 

From  the  biochemical  point  of  view  phe- 
nylketonuria is  an  interesting  phenomenon 
because  of  the  association  of  a definitive 
biochemical  lesion  with  mental  retardation. 

BIOCHEMICAL  ASPECTS 

The  investigations  of  Jeiwis®  and  Arm- 
strong, et  al,*  have  resulted  in  a rather 
clearcut  picture  of  the  biochemistry  of  phe- 
nylketonuria. In  this  disease  there  is  an 
abnormally  high  concentration  of  the  essen- 
tial amino  acid,  phenylalanine,  in  body  flu- 
ids. The  urine  contains  a number  of  keto 
acids  in  high  concentration  particularly  phe- 
nylpyruvic acid ; in  addition,  there  is  often 
present  phenyllactic  acid,  and  phenylacetic 
acid  conjugated  with  glutamine.  The  in- 
crease in  blood  phenylalanine  and  the  ex- 
cretion of  phenylpyruvic  acid  can  best  be 
explained  on  the  basis  of  a genetically  en- 
zymic defect.  Since  the  presence  of  an  en- 
zyme, phenylalanine  hydroxylase,®  is  re- 
quired for  the  normal  conversion  of  phenyl- 
alanine to  tyrosine,  a decrease  in  concentra- 
tion or  activity  of  the  enzyme  would  result 
in  an  increase  in  the  blood  phenylalanine; 
this  leads  to  its  excretion  in  the  urine  along 
with  its  derivatives. 

This  explanation  has  been  substantiated 
by  Jervis®  who  showed  that  a liver  extract 
from  normal  persons  catalyzed  the  conver- 
sion of  phenylalanine  to  tyrosine,  whereas  a 
liver  extract  from  phenylketonuric  patients 
was  unable  to  bring  about  this  conversion. 
These  findings,  of  course,  point  to  lack  of 
hydroxylase  activity. 
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LABORATORY  IDENTIFICATION 
OF  PHENYLKETONURIA 
The  determination  of  plasma  phenylala- 
nine levels  is  important  in  the  evaluation  of 
new  treatments  for  phenylketonuria;  how- 
ever, for  routine  laboratory  identification  a 
simple  urinaiy  test  for  phenylpyruvic  acid 
is  sufficient.  This  metabolite  can  be  deter- 
mined qualitatively  by  the  FeClj’'  or  2,  4-di- 
nitrophenyl  hydrazine  method.*  In  the  for- 


nitrophenyl  hydrazine  in  2N  HCl  is  added 
to  the  urine  of  a phenylketonuric  patient. 
Studies*  at  the  Nebraska  Psychiatric  Insti- 
tute have  indicated  that  the  two  methods, 
when  used  to  evaluate  treatment  over  ex- 
tended periods,  are  equally  effective.  Re- 
cently Phenistix^^>,  a paper  strip,  contain- 
ing ferric  and  magnesium  salts  plus  cyclo- 
hexylsulfamic  acid,  has  been  introduced.  Ac- 
cording to  the  manufacturer,  the  paper  strip 


H-C-OH 

I 

COOH 

Phenyllactic  Acid 


FIGURE  - PATHWAYS  OF  PHENYLALANINE  METABOLISM 

Fi^re  1.  The  normal  pathway  for  the  metabolism  of  phenylalanine  is  hydroxyla- 
tion  to  tyrosine  which  is  further  converted  via  a number  of  intermediates  to  aceto- 
acetic  acid  and  fumaric  acids.  In  the  phenylketonuric  patient,  however,  the  metab- 
olism of  phenylalanine  is  blocked  prior  to  the  formation  of  tyrosine,  and  abnormal 
metabolites  are  formed.  In  spite  of  this  block,  some  ortho-tyrosine  is  formed  in 
place  of  para-tyrosine  produced  normally. 


mer  method  a few  drops  of  5 per  cent  FeClg 
solution  is  added  to  acidified  urine  (pH 
about  2.5).  A positive  test  is  indicated  by 
the  immediate  formation  of  greenish-blue 
color.  False  positives  have  been  noted  in 
the  presence  of  diacetic  acid,  salicylate,  and 
bilirubin.  The  latter  method  depends  on  the 
prodution  of  a yellow  turbidity  when  2.4-di- 


test will  detect  phenylpyruvic  acid  at  very 
low  concentrations  and  therefore  is  a more 
sensitive  test. 

Armstrong!*  has  indicated  that  a negative 
test  before  the  34th  day  after  birth  does 
not  rule  out  the  disease.  Apparently,  a phe- 

(K) — Phenistix — Ames  Company,  Inc..  Elkhart.  Indiana. 
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nylketonuric  infant  does  not  excrete  phenyl- 
pyruvic  acid  until  after  this  period. 

GENETICS 

Very  soon  after  the  initial  recognition  of 
phenylketonuria,  its  familial  character  was 
noted.  Penrose^^  suggested  a simple  reces- 
sive mode  of  inheritance.  The  incidence  of 
the  disease  in  the  normal  population  is  4 per 

100.000,  whereas  in  an  institution  for  the 
retarded,  the  incidence  i s about  700  per 

100.000.  The  frequency,  therefore,  of  the 
heterozygous  carrier  is  one  in  eighty.  Cau- 
casians form  the  greatest  number  of  tabu- 
lated cases,  although  all  races  and  nation- 
alities are  affected. 

CLINICAL  FEATURES 

The  clinical  signs  and  symptoms  frequent- 
ly found  in  phenylketonuria  include  mental 
deficiency,  neuromuscular  abnormalities,  be- 
havioral deviations,  and  somatic  changes. 

The  mental  deficiency  occurring  with  this 
condition  is  most  always  severe;  the  I.Q.  is 
twenty  or  less.  Wright  and  Tarjan,!^  in  a 
review  of  362  cases  from  the  literature,  in- 
dicate that  two-thirds  had  an  I.Q.  below 
20;  95  per  cent  had  an  I.Q.  below  -50.  In- 
spite of  the  low  I.Q.’s  generally  reported,  an 
occasional  report  shows  an  I.Q.  of  70-75. 

Neurological  abnormalities  are  usually 
present  and  include  increased  muscle  tone, 
increased  knee  reflexes,  absence  of,  or  lim- 
ited speech,  short-stepped  gait,  and  seizures. 
Other  signs  seen  less  frequently  are  inability 
to  walk  and  pithecoid  stance. 

Behaviorally,  these  patients  exhibit  im- 
paired awareness,  fright  reaction,  untidi- 
ness and  digital  mannerisms.  In  addition, 
there  is  occasionally  noted  catatonic-like 
posturing,  apathy,  emotional  instability, 
temper  tantrums  and  schizophrenic-like  out- 
bursts. 

Blue  eyes,  fair  hair  and  skin  are  present 
in  many  cases  of  phenylketonuria.  How- 
ever, this  is  not  as  significant  as  was  once 
thought  for  no  correlation  between  pigmen- 
tation, and  degree  of  mental  defect  has  been 
found. 

For  example,  by  examination  of  the  fig- 
ure it  can  be  seen  that  if  the  only  source  of 
tyrosine  was  phenylalanine  then  one  could 
expect  “albino  characteristics”  because 
melanin  formation  would  be  depressed. 
However,  tyrosine  ingested  directly  in  the 


diet  can  produce  melanin  and  thus  normal 
pigmentation  can  occur.  Usually  adults 
show  better  pigmentation. 

Other  physical  signs  of  clinical  interest 
are  dermatitis,  wide  spacing  of  the  teeth, 
and  acrocyanosis.  No  abnormalities  in  the 
onset  of  puberty  or  any  changes  in  secon- 
dary sexual  characteristics  have  been  noted. 
Essentially  negative  pathological  findings  in 
the  central  nervous  system  at  autopsy  have 
been  reported. 

TREATMENT 

Bickel  and  associates  have  described  a 
treatment  based  on  a diet**  low  in  phenyl- 
alanine.Since  their  initial  report,  addi- 
tional findingsi^'  have  confirmed  the  or- 
iginal observations.  The  diet  consists  of  a 
protein  hydrolyzate  from  which  phenyl- 
alanine and  some  other  amino  acids  have 
been  removed.  The  hydrolyzate  is  then  sup- 
plemented with  a synthetic  amino  acid  mix- 
ture lacking  phenylalanine.  Vitamins,  min- 
erals and  carbohydrates  are  also  added. 

Typical  of  the  results  obtained  are  those 
of  Horner,  et  who  had  six  patients  on 
the  diet  from  8 to  22  months.  Two  newbom 
infants  treated  since  the  appearance  of  phe- 
nylpyruvic  acid  in  their  urine  were  follow- 
ing healthy  developmental  patterns  after  21 
months  and  7 months  respectively.  Two 
children  not  treated  until  the  5th  year 
showed  sustained  increments  in  their  de- 
velopment. Children  treated  in  their  3rd 
year  also  showed  improvement. 

Unpublished  observations  from  the  Ne- 
braska Psychiatric  Institute  indicate  that  no 
clinical  improvement  is  obtained  in  chil- 
dren between  10  and  20  years  of  age,  al- 
though phenylpyruvic  acid  excretion  is  mark- 
edly lowered  by  the  diet. 

Variability  of  response  to  the  diet  has 
been  reported,  including  failure  to  improve 
at  all.  Most  investigators  feel  that  chances 
for  improvement  depend  largely  on  initiation 
of  therapy  as  soon  as  possible  after  diagno- 
sis has  been  made.  Because  of  the  genetic 
factors  involved,  siblings  of  known  phenyl- 
ketonuric  patients  should  be  tested  repeated- 
ly shortly  after  birth. 

CURRENT  RESEARCH 

The  increase  in  the  research  efforts  in 
phenylketonuria  can  be  attributed  to  two 

*’Ketonil — Merck  & Company 
Loxenalac — Mead  Johnson 
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factors:  (a)  the  availability  of  a therapy 
based  on  sound  scientific  reasoning;  (b) 
surge  of  interest  in  mental  retardation  and 
all  its  aspects.  Some  of  the  recent  investi- 
gations are  reviewed  below  because  of  their 
possible  long  range  significance. 

Phenylalanine  hydroxylase:  Mitoma®  has 
demonstrated  that  the  conversion  of  phenyl- 
alanine to  tyrosine  is  catalyzed  by  two  pro- 
tein fractions  from  liver,  and  reduced  di- 
phosphopyridine  nucleotide  and  oxygen.  The 
significance  of  this  finding  in  phenylketo- 
nuria has  yet  to  be  ascertained. 

Glutamine : The  possibility  of  administer- 
ing glutamine  along  with  a low  phenylala- 
nine diet  has  been  suggested  by  Meister, 
et  aid"'  It  is  known  that  blood  glutamine 
reaches  the  brain, and  a high  tissue  gluta- 
mine concentration  might  serve  to  decrease 
the  phenylpvruvic  acid  foiTnation  in  the 
brain,  since  it  has  been  shown  that  glutamine 
lowers  phenylpyruvate  formation  in  the  kid- 
ney. 

Tryptophan  metaholism:  A number  of 

reports  have  suggested  that  a defect  in  the 
o-hydroxyindole  p a t h w a y of  tryptophan 
metabolism  is  present  in  phenylketonuria. 
It  is  possible  that  tryptophan  and  phenyl- 
alanine are  competing  for  the  same  hydroxy- 
lating  system,  or  enzymes  required  for  the 
metabolism  of  tryptophan  are  inhibited  by 
metabolites  of  phenylalanine.  Recent  evi- 
dence^®  favors  the  latter  view. 

Genetics:  The  problem  of  determining 

the  heterozygote  for  phenylketonuria  has 
been  attacked  by  Hsia^o  who  gave  to  sus- 
pected carriers  as  well  as  normal  controls, 
0.1  gm.  of  L-phenylalanine  per  kg.  of  body 
weight.  Plasma  levels  of  L-phenylalanine 
levels  were  determined  one,  two  and  four 
hours  later.  At  each  estimation  the  levels 
of  the  heterozygotes  were  on  the  average 
twice  the  controls.  This  would  appear  to  be 
a worthwhile  method  for  finding  those  who 
are  carrying  this  recessive  trait. 

Clinical:  Recently,  most  efforts  have 

been  devoted  to  a sound  evaluation  of  the 
phenylalanine-low  diet,  its  feasibility  as  a 
continual  treatment,  its  limitations  and  its 
applicability  to  all  phenylketonurics.  In  or- 
der to  make  a definitive  evaluation  of  the 
dietary  treatment  approach,  careful  clinical 
studies  will  need  to  be  carried  out  over  a 
period  of  years.  A treatment  of  the  type 
discussed  here  should  alleviate  the  neuro- 
logical and  behavioral  disturbances  and 


ideally  improve  the  mental  capabilities  of 
the  phenylketonuric  patient. 

SUMMARY 

A review  of  the  biochemical,  genetical, 
and  medical  aspects  of  an  inborn  error  of 
metabolism,  phenylketonuria,  is  presented. 
This  condition  is  characterized  by  the  in- 
ability to  convert  phenylalanine  to  tyrosine. 
Associated  with  this  metabolic  defect  are 
mental  subnormality  and  neurological  dis- 
turbances. 

Results  of  treatment  with  a low  phenyl- 
alanine diet  have  been  encouraging  and  long 
term  studies  will  better  establish  its  value. 
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William  Cowper,  wilting  “Of  Ossification  or  Petrifactions  in  the 
Coats  of  Arteries.  Particularly  in  the  Valves  of  the  Great  Arteiy,” 
makes  the  following  statement: 

“The  dissections  of  morbid  bodies  not  only  instinict  us  in  the 
seats  and  causes  of  disease,  but  veiy  often  infonn  us  in  the  true 
use  of  parts  . . . The  ossification  or  petrifaction  in  the  great 
artery,  at  its  rise  from  the  heart,  has  been  so  commonly  found  that 
some  think  it  is  constant;  how  it  may  be  in  some  animals  I cannot 
be  certain,  but  in  human  bodies  I am  well  assured  that  whenever  it 
happens,  it  is  a disease,  and  in  some  measure  incommodes  those 
parts  in  the  due  execution  of  their  office  . . .” 

From  Cardiac  Classics,  page  109. 

(Original  published  in  1809). 
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PRESENT  STATUS  OF 

Antimicrobial  Drugs* 


The  author  brings  to  the  reader's  attention  the 
changing  status  of  antimicrobial  drugs  as  related 
to  treatment  of  infections  of  the  eye.  Much  of 
this  discussion  is  apropos,  however,  in  consid- 
ering infections  other  than  those  of  the  eye,  be- 
cause it  deals  at  some  length  with  unwonted 
effects  of  the  drugs  upon  both  the  patient  and 
the  microbe.  The  writer  especially  decries  the 
marketing  and  use  of  an  ever  growing  number 
of  fixed  combinations  of  antimicrobial  drugs, 
often  with  steroids  added.  He  believes  such 
combinations  often  lead  to  misdirected,  inade- 
quate treatment  and  to  the  resistance  of  micro- 
organisms to  a greater  number  of  antibiotics. 
Such  shotgun  mixtures  help  sell  some  antimi- 
crobial drugs  that  would  "die  a bornin'  " if 
they  had  to  be  sold  as  individual  products. 

—EDITOR 


The  status  of  antimicrobial 
agents  in  the  treatment  of  in- 
fections of  the  eye  continues  to 
change.  Pharmaceutical  manufacturers  con- 
stantly search  for  more  specific  and  less 
toxic  drugs.  They  seem  to  be  particularly 
intrigued  with  the  desire  to  combine  sulfon- 
amides, antibiotics  and  steroids,  usually  iu 
one  package. 

I shall  review  some  of  the  recent  litera- 
ture concerning  drug  combinations,  drug 
penetration  and  the  development  of  allergy, 
resistance,  and  emergence.  I shall  also  dis- 
cuss some  of  the  newer  antimicrobial  agents. 
The  title  has  been  changed  from  antibac- 
terial to  antimicrobial  drugs  in  order  to  in- 
clude the  antifungal  antibiotics. 

ALLERGY 

Allergic  reactions  to  various  drugs  con- 
tinue to  be  reported.  It  is  believed  that  ten 
per  cent  of  our  population  are  prone  to  be- 
come sensitive,  during  their  lifetime,  to 
some  food,  cosmetic,  drug  or  other  sub- 
stance. Some  individuals  readily  acquire 
this  sensitivity,  others  only  after  long  pe- 
riods and  repeated  contacts. 

In  a recent  survey®^  comprising  roughly 
one-third  of  all  general  hospital  beds  in  the 
United  States  of  America  2517  penicillin  re- 
actions were  reported.  Of  these  1070  were 
life-threatening.  Penicillin  was  involved  in 
901  (81  per  cent)  of  the  1070  severe  or  life- 
threatening  reactions.  Of  the  901  persons 
reacting  to  penicillin,  83  (9  per  cent)  died 
of  anaphylactoid  shock.  None  of  those  who 
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died  had  received  penicillin  orally.  Three 
anaphylactoid  shocks  followed  tetracycline 
therapy,  and  one  followed  the  administra- 
tion of  chloramphenicol. 

It  is  obvious  that  penicillin,  except  by  the 
oral  route,  may  cause  death  in  the  highly 
sensitive  subject.  Since  anaphylactoid  re- 
actions are  apparently  on  the  increase,  peni- 
cillin should  be  considered  a highly  antigenic 
drug  and  not  be  injected  indiscriminately. 
It  is  of  interest  to  note  that  during  the  pe- 
riod of  this  suiwey,  1953  through  1956,  600 
tons  of  penicillin  were  produced  for  human 
use  in  this  country.  This  is  equivalent  to 
over  two  billion  average  daily  doses  of  300,- 
000  units  each. 

RESISTANCE  AND  EMERGENCE 

If  an  antimicrobial  drug,  particularly  an 
antibiotic,  is  used  for  a long  period  of  time 
irrespective  of  the  microorganism  involved, 
adaptation  may  develop  and  resistant  strains 
of  microorganisms  emerge.  Sensitive  num- 
bers of  the  bacterial  population  are  de- 
stroyed and  resistant  mutants,  particularly 
those  of  staphylococci,  survive.  This  prop- 
erty of  resistance  seems  to  be  inherited  and 
is  favored  by  subtherapeutic  doses  of  the 
drug.® 

The  emergence  of  resistant  strains  of  sen- 
sitive species  has  not  become  a serious  prob- 
lem in  sulfonamide  therapy.^®  It  is  known, 
however,  that  bacteria  made  resistant  to  one 
sulfonamide  are  equally  resistant  to  equipo- 
tent  concentrations  of  all  other  sulfonamides 
which  have  a para-amino  group  and  are 
antagonized  by  para  - aminobenzoic  acid 
(PABA).  This  does  not  imply  cross  resist- 
ance to  chemotherapeutic  agents  of  other 
classes,  since  antibiotic  resistant  infections 
such  as  those  caused  by  staphylococci  or 
pseudomonas  have  occasionally  responded 
favorably  to  sulfonamide  therapy. The 
tetracyclines  exhibit  the  same  tendency  since 

’Presented  as  a part  of  a symposium  "Ophthalmic  Surgical 
Infections,”  American  College  of  Surgeons,  Sectional  Meeting', 
St.  Louis.  Mi.ssouri,  March  12,  1959. 
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an  emergence  of  a strain  i-esistant  to  one  of 
the  tetracyclines  often  proves  resistant  to 
all  tetracyclines.  Such  resistance  occurs  in 
up  to  50  per  cent  of  coagulase  positive 
strains.^® 

Staphylococcic  resistant  strains  tend  to 
emerge  particularly  if  the  use  of  penicillin 
is  prolonged,  repeated  or  subtherapeutic. 
Streptomycin  exhibits  the  greatest  potential 
for  the  development  of  resistant  variants. 
Erythromycin  and  novobiocin  also  exhibit 
this  trait.  Chloramphenical  resistant  strains 
develop  only  under  unusual  circumstances 
of  intensive  usage. 

Probably  the  most  significant  thing  at 
present  in  respect  to  the  emergence  of  re- 
sistant strains  is  the  recognition  of  the  in- 
crease in  frequency  of  fungus  infections  of 
the  eye.  Until  1955,  about  one  case  of  my- 
cotic eye  involvement  was  reported  each 
year.  Now,  some  of  us  see  several  each  year. 
There  is  growing  experimental  and  clinical 
evidence  that  antibiotics  may  stimulate  fun- 
gus activity  and  that  the  corticosteroids 
may  excite  existing  fungus  infections.®* 
Ley  and  Sanders®*  believe  that  saprophytic 
or  symbiotic  fungi  may  become  facultative 
pathogens  by  alterations  in  host  resistance 
produced  by  corticosteroid  therapy.  Cer- 
tainly the  application  of  corticosteroids  to 
corneal  lesions  encourages  the  outgrowth  of 
fungi,  viruses,  and  occasionally  bacteria. 
The  topical  use  of  the  antifungal  antibiotic 
nystatin  or  amphotericin  B discourages  the 
emergence  of  resistant  strains  of  fungi.  I 
shall  discuss  these  and  related  agents  in  de- 
tail later. 

PENETRATION  ABSORPTION 

The  more  recently  developed  soluble  sul- 
fonamides are  rapidly  absorbed  from  the 
gastrointestinal  tract.  Sulfamethoxypyri- 
dazine  (Kynex,i®  Midicel),  for  example,  pro- 
duces a peak  plasma  level  in  4 hours  and  a 
clinically  significant  blood  plasma  level  of 
free  sulfonamide  is  retained  for  almost  72 
hours. 

It  is  extremely  difficult  for  antibiotics  to 
enter  the  eye  in  adequate  concentration  to 
combat  infection  unless  there  is  inflamma- 
tion present.®'’  Chloramphenical  is  an  ex- 
ception since  it  reaches  the  intraocular  tis- 
sues, including  the  vitreous,  in  therapeutic 
concentration  even  in  the  uninflamed  eye.®^ 

In  order  to  facilitate  penetration  the 
serum  concentration  may  be  increased  ten 


times  or  more  by  simultaneously  administer- 
ing certain  adjuvants  such  as  citric  acid  and 
oral  doses  of  chlor-  or  oxytetracycline. 
Citric  acid  apparently  forms  a complex  with 
calcium  which  is  thus  made  unavailable  for 
interference  with  the  absorption  of  the  tetra- 
cyclines.® Glucosamine  has  shown  potentiat- 
ing capacity  in  the  production  of  higher  and 
more  consistent  blood  levels  of  tetracycline.® 

Penicillin  and  streptomycin  do  not  pene- 
trate the  inner  eye  blood  barrier  sufficient- 
ly well  to  control  intraocular  infection. 
They  may,  however,  be  effectively  absorbed 
if  given  subcon junctivally  and  may  be  safe- 
ly injected  directly  into  the  vitreous.®®-®^ 

Recently,  it  has  been  shown  that  if  peni- 
cillin is  administered  parenterally  as  pene- 
thamate,  an  ester  of  penicillin  G.,  it  pene- 
trates the  vitreous  in  therapeutic  concentra- 
tion.^ It  is  believed  penethamate  will  prove 
to  be  a useful  drug  with  which  to  combat 
intravitreal  infection. 

COMBINATIONS 

There  are  at  least  69  fixed  combinations 
of  2,  3,  4 or  5 antibiotics.^®  This  number  re- 
flects the  commercial  exploitation  of  the 
physicians’  fear  of  permitting  the  emergence 
of  resistant  strains  of  microorganisms  and 
in  some  instances  fosters  his  lack  of  specific 
knowledge  concerning  antibiotic  therapy. 

A combination  of  antimicrobial  agents 
may  occasionally  have  a more  desirable  ef- 
fect than  either  alone.  Such  combinations, 
in  some  instances,  retard  the  breeding  out 
of  resistant  strains.  It  is  of  particular  in- 
terest to  the  ophthalmologist  that  the  com- 
bination of  polymyxin-B  parenterally  and 
oxytetracycline  (Terramycin)  results  in  a 
synergistic  effect  which  permits  a lower 
dosage  of  the  toxic  polymyxin.'^  Likewise, 
the  effect  of  neomycin  is  increased  if  poly- 
myxin is  given  simultaneously.’® 

The  sulfonamides  usually  exert  an  addi- 
tive or  synergistic  effect  with  penicillin, 
streptomycin  and  other  broad  spectrum  anti- 
biotics.’'’ 

The  promiscuous  employment  of  drug 
combinations,  particularly  fixed  combina- 
tions, is  not  favored’  because: 

1.  Fixed  combinations  may  tend  to  en- 
courage inadequate  therapy. 

2.  There  is  no  evidence  that  the  spectrum 
of  activity  is  broadened  beyond  that  of 
the  individual  drug. 
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3.  Antagonism  may  result. 

4.  Hypersensitivity  and  toxicity  may  in- 
crease with  the  use  of  more  than  one 
drug. 

5.  Bacteria  may  become  resistant  to  one 
or  all  of  the  drugs  in  combination. 

6.  Leads  to  a bewildering  array  of  anti- 
microbial combinations. 

7.  Package  deals  may  be  offered  to  boost 
sales  of  unmarketable  or  poorly  ac- 
cepted products. 

TOXICITY  AND  SIDE-EFFECTS 

Penicillin  is  relatively  nontoxic.*  Strep- 
tomycin, dihydrostreptomycin,  neomycin, 
and  kanamycin  may  disturb  the  eighth 
nerve.  Chloramphenical  and  streptomycin 
may  depress  bone  marrow  function  and 
chlortetracycline  and  oxytetracycline  pro- 
duce gastrointestinal  irritation,  intrahepatic 
obstruction,  and  renal  embarrassment.  Kan- 
amycin, neomycin,  erythromycin,  and  poly- 
myxin-B  cause  renal  irritation  and  occasion- 
ally renal  impairment. 

The  side-effects  associated  with  sulfona- 
mide therapy  have  been  virtually  eliminated 
with  the  development  of  the  more  soluble 
sulfas  and  improved  techniques  of  adminis- 
tration. The  incidence  of  renal  tubular  irri- 
tation and  blockage  has  been  practically  ir- 
radicated. Yow,*^  in  a five-year  period 
during  which  he  administered  soluble  sul- 
fonamides, observed  no  renal  toxicity, 
agranulocytosis,  or  aplastic  anemia  attribut- 
able to  the  sulfa  drug.  The  occurence  of 
dermatitis  was  rare,  and  only  an  occasional 
reversible  neutropenia  was  encountered. 

ACTH  AND  THE 
ADRENOCORTICOSTEROIDS 

It  is  a common  and  continuing  practice 
for  pharmaceutical  companies  to  combine 
various  corticosteroids  with  sulfonamides  or 
antibiotics.  This  is  condemned  as  a dan- 
gerous procedure  particularly  for  use  in  the 
topical  treatment  of  virus  or  fungus  infec- 
tions. It  has  been  demonstrated  experi- 
mentally and  clinically  that  ACTH  and 
adrenocorticosteroids  may  interfere  with  the 
defense  mechanism  of  the  host,  pennitting 
an  infection  to  worsen  and  spread.  If,  how- 
ever, relatively  small  doses  are  administered 
over  a short  period  of  time,  the  inflamma- 
tion can  be  controlled  and  less  permanent 
damage  occurs.  According  to  Spink,^^  “The 
basic  mechanism  of  this  hormonal  activity 


is  not  understood  but  the  action  may  take 
place  at  the  cellular  level  preventing  the  dis- 
ruption and  destruction  of  cells  by  preserv- 
ing or  stabilizing  the  permeability  of  the 
cell  membrane.” 

Leopold^o  advises  giving  ACTH  for  intra- 
ocular infections  if,  after  twenty-four  hours, 
there  is  not  marked  improvement  from  anti- 
biotic therapy  alone.  ACTH  is  preferred  by 
some  because  the  steroid  produced  by  stimu- 
lation of  the  adrenal  glands  has  an  optimum 
antiphlogistic  and  antiinflammatory  action 
without  undue  effect  on  the  mineral  metab- 
olism.28  ACTH,  however,  may  be  incon- 
sistently absorbed. It  is  probably,  there- 
fore, more  judicious  to  administer  orally 
one  of  the  effective,  recently  developed  non- 
diabetogenic  corticosteroids  such  as  dexa- 
methasone  (Decadron).® 

ANTIFUNGAL  AGENTS 

Since  there  has  been  such  an  increase  in 
mycotic  infections  of  the  eye,  antifungal 
agents  should  be  considered. 

Nystatin  (Mycostatin),  an  antibiotic  of 
broad  antifungal  activity,  w a s first  an- 
nounced in  1950,  by  Brown  and  Hazen.^  It 
was  isolated  in,  and  named  nystatin  after, 
the  state  of  New  York.  Nystatin  is  derived 
from  a species  of  the  actinomycetes,  Strep- 
tomyces  noursei.  It  differs  in  chemical  and 
biologic  properties  from  other  antibiotics 
because  of  its  broad  in  vitro  growth-inhibit- 
ing activity  for  parasites  and  saprophytic 
fungi.  It  is  of  low  toxicity  and  few  side- 
effects  are  noted  following  its  use.  Nystat- 
in acts  specifically  against  Candida  (Mo- 
nilia)  albicans  and  protects  patients  on 
tetracycline  therapy  against  moniliasis.  It 
can  be  given  by  mouth  and  may  be  admin- 
istered topically.  Nystatin  may  be  combined 
with  tetracycline  phosphate  and  as  such  is 
termed  Mysteclin-V.^* 

Squibb  has  recently  placed  on  the  market 
another  antifungic  agent,  amphotericin  B 
(Fungizonei2).  This  polyene  antifungal  an- 
tibiotic was  isolated  in  1955,  by  Gold,  Stout. 
Pagano  and  Donovick'*  from  a soil  strain 
of  streptomyces  originating  in  Venezuela. 
Tests  in  viti’o  exhibited  marked  action 
against  numerous  species  of  fungi.  Some  re- 
sistance was  encountered  with  Nocardia  as- 
teroides  and  Aspergillus  fumigatus.  Am- 
photericin B may  have  a toxic  effect  on  the 
liver,  kidney,  or  bone  marrow. 

This  agent  may  be  administered  by  injec- 
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tion  into  the  anterior  chamber,  subcon jimc- 
tivally  or  topically.  Amphotericin  B may 
be  given  intravenously  over  a period  of  six 
hours  every  other  day.  It  is  usually  admin- 
istered 75  milligrams  in  500  cc.  of  5 per 
cent  dextrose  in  water  for  injection  USP. 
Saline  solution  cannot  be  used  because  it 
precipitates  the  antibiotic  from  solution. 

Foster,  Almedia,  Littman  and  Wilson^^ 
have  recently  saved  the  eye  of  a human  in- 
fected with  Volutella  species  using  ampho- 
tericin B.  The  eye  however  failed  to  regain 
sight.  We  have  used  this  drug  as  well  as 
nystatin  in  an  unsuccessful  attempt  to  heal 
an  extremely  large  corneal  ulcer  caused  by 
aspergillus.  Earlier,  a cornea,  also  involved 
Avith  aspergillus,  was  treated  by  nystatin 
alone.  The  cornea  healed  and  the  resultant 
vision  Avas  20/80.  This  patient  Avas  seen  in 
consultation  Avith  Dr.  George  T.  Alliband. 

I shall  noAv  briefly  discuss  some  of  the 
familiar,  more  effective  antibiotic  drugs  and 
make  special  mention  of  the  newer  sulfona- 
mides and  several  of  the  more  recently  de- 
veloped antimicrobial  agents: 

Chloramphenical,  one  of  the  most  Avidely 
used  and  effective  of  the  antibiotics  has  been 
mentioned  several  times.  Its  place  in  our 
therapeutic  armamentarium  remains  un- 
challenged. Because  of  our  familiarity  Avith 
chloramphenical  Ave  need  not  mention  it  fur- 
ther. The  same  is  true  of  penicillin  and  the 
more  toxic  streptomycin. 

Polymyxin-B^®  (Aerosporin)  is  supposed- 
ly particularly  effective  against  gram-nega- 
tive organisms  such  as  Pseudomonas  aeru- 
ginosa, and  Escherichia  coli.  It  is  inconsist- 
ently absorbed  if  administered  orally.  Poly- 
myxin-B  has  a synergistic  effect  if  given 
parenterally  with  terramycin.  It  is  best  ad- 
ministered by  deep  injection  in  the  upper 
outer  quadrant  of  the  buttock.  P r o c a i n 
should  be  used  in  making  the  dilution  so 
that  pain  at  the  site  of  injection  is  mini- 
mized. One  milligram  per  pound,  per  day, 
is  given  in  3 divided  doses.  Side-reactions 
include  headaches,  fever,  and  renal  damage. 

Neomycin^*  (Mycifradin)  is  said  to  be 
highly  effective  against  both  gram-negative 
and  gram-positive  bacteria.  It  supposedly 
is  particularly  effective  in  the  treatment  of 
pseudomonas  infections.  Deafness  and  re- 
nal damage  have  been  reported  folloAving  its 
parenteral  use.  Neomycin,  to  be  most  effec- 
tive, is  given  intramuscularly,  4 milligrams 
per  pound  per  day,  in  4 divided  doses.  Be- 


cause of  its  toxicity  neomycin  should  not  be 
given  longer  than  ten  days. 

Erythromycin^*  (Erythrocin,  Ilotycin)  is 
effective  in  diseases  due  to  gram-positive  or- 
ganisms particularly  penicillin  resistant 
staphylococcic  infections.  Resistance  to  the 
drug  develops  quickly  and  it,  therefore, 
should  be  used  in  combination  Avith  such 
agents  as  chloramphenical  or  streptomycin. 

Novobiocin^*- 29  (Albamycin,  Cathomycin) 
has  been  found  to  be  extremely  effective 
against  gram  - positive  organisms  isolated 
from  patients  Avith  eye  infections.  It  is  not 
effective  against  Pseudomonas  aeruginosa. 
Novobiocin  may  be  administered  systemical- 
ly,  0.5  gm.  every  six  hours,  as  Avell  as  top- 
ically. This  antibiotic  is  relatively  non- 
toxic. Resistant  organisms  develop  quickly 
and,  for  that  reason,  novobiocin  should  be 
restricted  to  use  in  the  more  serious  infec- 
tions of  the  eye.  Novobiocin  combined  Avith 
penicillin  or  tetracycline  is  reported  to  have 
a synergistic  effect  in  delaying  emergence 
of  resistant  strains  of  bacteria. 

The  announcement  of  the  discovery  of 
ristocetin^"^  (Spontin)  was  made  in  the  fall 
of  1956.  This  antibiotic  Avhich  can  be  given 
only  intravenously  is  useful  particularly  in 
the  treatment  of  penicillin  resistant  staphyl- 
ococcic infections.  Ristocetin  may  be  used 
in  combination  Avith  novobiocin,  erythromy- 
cin, or  bacitracin.  It  must  be  given  by  the 
drip  method,  25  to  50  mg.  per  kilogram  per 
day.  The  24-hour  requirement  is  divided  in- 
to 2 or  3 portions.  A reversible  neutropenia 
often  accompanies  the  use  of  ristocetin. 

Kanamycin  sulfate^’^  (Kantrex)  Avas  re- 
cently isolated  from  Streptomyces  kanamy- 
ceticus  by  UmezaAva  Avhile  Avorking  at  the 
National  Institute  of  Health  at  Tokyo.  This 
antibiotic  is  Avater  soluble,  highly  stable,  and 
suitable  for  intramuscular  use.  Kanamy- 
cin’s  action  is  predominantly  bactericidal, 
being  particularly  active  against  Staphyl- 
coccus  aureus  and  alhus  and  Escherichia 
coli.  Loav  activity  is  exhibited  against  strep- 
tococci and  pseudomonas.  Of  25  isolated 
strains  of  Pseudomonas  aeruginosa,  14  of 
the  strains,  or  little  more  than  50  per  cent, 
were  sensitive  to  kanamycin.  Fungi  are  re- 
sistant to  the  drug.  Neomycin  and  kanamy- 
cin are  structurely  similar  and  show  essen- 
tially complete  cross  resistance.  The  rec- 
ommended dose  intramuscularly  is  15  mg. 
per  kilogram  of  body  Aveight  daily,  in  tAVO 
divided  doses.  The  average  150  pound  pa- 
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tient  would  receive  0.5  gni.  every  six  hours. 
Toxic  reactions  to  kanamycin  include  renal 
irritation  and  occasionally  renal  impair- 
ment, skin  eruptions,  as  well  as  eighth  nerve 
disturbance  such  as  vertigo,  tinnitus  and 
loss  of  hearing.  This  drug  may  be  used  if 
the  infection  is  staphylcoccic  or  due  to 
Escherichia  coli.  It  may  be  tried  if  the  in- 
vading organism  is  believed  to  be  or  is 
proved  to  be  pseudomonas. 

Sulfamethoxypyridazine  (Kynex,i®  Midi- 
cel)  is  a long  acting,  highly  soluble  sulfona- 
mide which  was  introduced  in  1956,  by  the 
Lederle  Laboratories.  Kynex  has  the  high 
antibacterial  potency  common  to  the  sulfon- 
amides. It  has  been  found  to  be  effective 
in  antibiotic  resistant  infections  such  as 
those  caused  by  staphylococci,  Escherichia 
coli  and  Pseudomonas  aeruginosa.  The 
drug  is  rapidly  absorbed  and  slowly  excret- 
ed. Significant  therapeutic  blood  plasma 
levels  are  retained  for  as  long  as  72  hours 
after  a single,  adequate  dose  of  Kynex.  This 
new  sulfonamide  is  of  low  toxicity,  only 
occasionally  causing  fixed  drug  reactions,-® 
headache,  nausea  and  vomiting.  The  forma- 
tion of  calculi  in  the  renal  tubules  rarely  oc- 
curs. The  recommended  exceptionally  low 
initial  dosage  of  1 gm.  and  0.5  gm.  every 
day  or  1 gm.  every  other  day  is  well  below 
that  of  other  sulfonamides. 

Harris,  Rowell  and  Beaudreaid®  have  re- 
cently reported  the  use  of  Virac,  an  extreme- 
ly effective  germicide  of  low  toxicity.  Virac 
is  an  iodophore  complex  consisting  of  ele- 
mental iodine  and  a quarternary  base  known 
as  Ruson.  The  latter  is  a strong  cationic 
detergent  with  germicidal  action  superior  to 
benzalkonium  chloride.  Virac  leaves  a faint 
yellowish  stain  on  the  skin,  is  not  caustic, 
and  has  low  tissue  toxicity.  This  product 
in  common  with  iodine,  has  a potent  germi- 
cidal action  against  bacteria,  spores,  fungi 
and  viruses.  The  solution  must  be  freshly 
prepared  and  not  exposed  to  metal. 

A 1:10  dilution  of  stock  Virac  (3.2% 
iodine  before  dilution)  is  used  for  surgical 
skin  preparation.  The  skin  of  the  face  and 
lids  is  not  painted  but  gently  scrubbed  for 
about  ten  minutes  just  prior  to  surgery. 
Irritation  did  not  occur  in  200  cases. 

A 1 :5000  dilution  of  Virac  in  0.9  per  cent 
or  1.8  per  cent  boric  acid  was  well  tolerated 
as  an  irrigant  of  the  conjunctival  sac.  No 
corneal  disturbance  and  only  occasional  con- 
junctival hyperemia  was  noted  after  as 
many  as  35  irrigations  per  day. 


A 1 :5000  dilution  of  the  quarternary  base 
in  1.8  per  cent  boric  acid  and  0.75  per  cent 
methylcellulose  was  used  as  patient-admin- 
istered drops  particularly  for  herpetic  kera- 
titis. Eight  patients  were  treated  with  en- 
couraging results.  ^Trac  may  also  be  used 
in  ointment  form,  placing  a concentration  of 
1 :3000  of  the  quarternaiy  base  in  petrola- 
tum. 

SUMMARY 

The  status  of  antimicrobial  drugs  is  con- 
stantly changing.  Drug  allergj'  and  side- 
effects  have  shown  a staidling  increase  as 
antimicrobial  agents  are  being  administered 
singly  and  in  combination  for  a myriad  of 
ailments.  Some  toxic  reactions  may  be 
death  dealing,  for  example,  anaphylactoid 
shock  following  the  injection  of  penicillin. 
Other  toxic  reactions  may  damage  specific 
tissue,  such  as  that  of  the  ear  and  bone  mar- 
row. Fortunately  the  majority  of  side-ef- 
fects are  merely  annoying. 

The  emergence  of  resistant  strains  of 
microorganisms,  particularly  fungi,  is  rec- 
ognized and  is  being  combatted  with  the  re- 
cently developed  antifungal  antibiotic 
agents,  such  as  nystatin  and  amphotericin 
B. 

IMost  antibiotics  poorly  penetrate  the  un- 
inflamed e y e.  Chloramphenical,  however, 
reaches  the  intraocular  tissues,  including  the 
vitreous,  in  therapeutic  concentration  even 
in  the  uninflamed  eye.  The  use  of  certain 
adjuvants  such  as  citric  acid  and  glucosa- 
mine materially  increases  drug  absorption. 
Penicillin  has  been  shown  to  reach  the  vi- 
treous in  effective  concentration  if  admin- 
istered parenterally  as  penethamate. 

The  promiscuous  use  of  topical  steroids, 
particularly  in  combination  with  antibiotics, 
is  condemned,  since  it  has  been  shown  that 
existing  fungi  or  viruses  may  be  excited  by 
local  steroid  therapy  and  overgrowth  occur. 
The  judicious  administration  of  ACTH  or 
one  of  the  adrenocorticosteroids  may  aid  in 
controlling  inflammation  until  antibiotic 
therapy  becomes  effective. 

Among  some  of  the  newer  antimicrobial 
agents  receiving  intensive  clinical  trial  are 
kanamycin,  novobiocin,  ristocetin  and  sulfa- 
methoxypyridazine. ^’^irac  has  proved  effec- 
tive as  a nonirritating  germicidal  skin  prep- 
aration and  as  an  irrigant  for  the  conjunc- 
tival sac. 
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“It  may  well  be  that  with  the  decline  in  religious  faith  in  the 
last  century  and  more,  this  fear  of  death  as  total  annihilation,  un- 
consciously expressed,  has  increased.  One  may  hypothesize,  in  fact, 
that  here  is  a cause  of  the  breakthrough  of  the  irrational,  which  is 
such  a marked  feature  of  the  changed  moral  temper  of  our  time  . . 

— Bell  in  Columbia  University  Forum 
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Poison  Control  in  Nebraska 


The  problem  of  accidental  poisoning  grows  in 
proportion  to  the  rapidly  increasing  number  of 
new  drugs  and  chemicals  placed  at  the  disposal 
of  the  careless  or  uninformed.  These  authors, 
dwelling  largely  on  poisoning  in  children,  have 
said  little  about  this  problem  in  adults.  It  seems 
likely  that  many  of  the  older  group  also  suffer 
from  poisoning,  acute  or  chronic,  recognized  or 
unrecognized.  The  Poison  Control  Center  can 
serve  as  a very  useful  clearing  house  for  infor- 
mation and  help  in  all  cases  of  accidental  poison- 
ing but  especially  those  in  which  the  toxic  agent 
is  little  known  to  the  attending  physician. 

—EDITOR 

Accidents  are  the  leading 
cause  of  death  in  the  young 
child,  and  approximately  five 
per  cent  involve  accidental  poisoning. 

As  the  many  new  products  and  drugs  ap- 
pear on  the  market  we  can  expect  accidental 
poisoning  in  the  young  child  to  become  an 
ever  growing  problem.  The  American  Med- 
ical Association  estimates  that  there  are  to- 
day about  250,000  toxic  trade  products 
available  to  the  public. 

Cann  has  aptly  summed  up  the  factors  in- 
volved : “The  young  ‘mouth-exploring’  child, 
his  careless,  unthinking,  or  uninformed  par- 
ents and  a seemingly  innocent  medicine  or 
household  product”  set  the  stage  for  acci- 
dental poisoning.!  physician  is  conse- 

quently confronted  with  the  problem  of 
treatment.  Obviously,  no  one  physician  can 
be  familiar  with  the  constitutents  of  the 
many  products  which  children  ingest.  In 
addition,  there  are  many  substances,  the  ac- 
tion of  which  is  known  only  to  a few  highly 
specialized  toxicologists,  chemists,  and 
physicians  interested  in  a specific  substance. 

To  provide  physicians  with  information 
needed  for  treatment,  poison  control  centers 
have  been  established,  since  1953,  through- 
out the  country. 

A survey  was  made  in  Omaha-Douglas 
County  in  1956,  by  the  Omaha  - Douglas 
County  Health  Department  in  conjunction 
with  the  National  Foundation  and  the 
Creighton  University  School  of  Medicine. 
During  that  year,  310  cases  of  accidental 
poisoning  were  treated  in  hospitals ; of  these, 
235,  or  75  per  cent,  were  seen  at  the  Chil- 
drens Memorial  Hospital ; 292  cases,  or  95.5 
per  cent,  involved  children. 

The  Poison  Control  Center  at  the  Chil- 
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drens  Memorial  Hospital  was  officially 
opened  in  November  of  1957,  and  became 
the  IMaster  Control  Center  for  the  State  of 
Nebraska.  The  Poison  Control  Center  is 
sponsored  by  the  Childrens  Memorial  Hos- 
pital, which  maintains  the  treatment  and 
information  center,  and  the  Omaha-Douglas 
County  Health  Department,  which  provides 
the  follow-up  visits  by  the  public  health 
nurses.  The  Poison  Control  Center  main- 
tains a file  system  listing  the  ingi-edients  of 
over  35,000  products  found  in  and  about  the 
home.  The  Center  has  direct  contact  with 
the  National  Clearinghouse  in  Washington, 
for  poison  control  information,  as  well  as 
an  able  consulting  staff  of  specialists  in  the 
State.  The  team  method  of  approach  to 
treatment  has  been  highly  developed  at  the 
Poison  Control  Center.  The  purpose  of  the 
follow-up  visits  by  the  public  health  nurse 
is  to  investigate  the  epidemiology  of  acci- 
dental poisoning  and  to  advise  the  parents 
in  safe  living  Avithin  the  home. 

The  number  of  accidental  poisoning  cases 
seen  at  the  Childrens  Memorial  Hospital  has 
increased  each  year: 


Year 

Cases 

1956  

235 

1957  

356 

1958  

529 

The  year  1958,  is  the  first  completed  year 
of  operation  of  the  Poison  Control  Center. 

As  can  be  seen  from  Table  1,  medicines 
lead  the  list  of  poisonous  substances  ingest- 
ed, accounting  for  60.3  per  cent  of  the  cases. 
This  correlates  with  figures  released  from 
the  National  Clearinghouse,  as  reported  by 
Cann  and  associates,  showing  that  50  per 
cent  of  the  4,000  cases  reported  from  29 
Poison  Control  Centers  were  due  to  the  in- 
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gestion  of  drugs. ^ Jacobziner  of  the  New 
York  Poison  Control  Center  reports  an  even 
higher  percentage,  with  70  per  cent  due  to 
drugs.^ 


TABLE  1 

CASES  OF  ACCIDENTAL  POISONING 
(Poison  Control  Center — Childrens 
Memorial  Hospital) 

1958 


Substance 

Total 

Per  Cent 

Medicines 

. 319 

60.3 

Pesticides 

- 38 

7.2 

Cleaning,  Polishing, 
Sanitizing  Agent 

. 72 

13.6 

Other 

_ 100 

18.9 

Total 

- 529 

100.0 

In  March,  1958,  the  follow-up  visit  by  the 
public  health  nurse  was  inaugurated  at  the 
Poison  Control  Center  to  investigate  the  epi- 
demiology of  accidental  poisoning  and  to  ad- 
vise parents  in  safe  living  within  the  home. 
The  results  of  these  423  visits  are  shown  in 
the  following  tables.  Table  2 shows  that  ac- 
cidental poisonings  occur  most  often  in  the 
one-  to  two-year-old  children,  the  age  at 
which  mouth  exploring  reaches  its  maxi- 
mum. 


TABLE  2 


Age  Number  Per  Cent 

Under  1 12  2.8 

1 133  31.4 

2 183  43.3 

3 62  • 14.7 

4 23  5.4 

5 plus 10  2.4 

Total  423  100.0 


Table  4 shows  that  no  racial  factor  is  in- 
volved according  to  population  and  racial 
distribution  in  our  area.  This  is  not  true  in 
some  parts  of  the  country,  particularly  the 
South,  where  it  has  been  shown  that  a Negro 
child  has  a higher  attack  rate  for  accidental 
poisoning  than  does  the  white  child. 


TABLE  4 


Attack  Rate 
Per  1,000 

Color  Number  Population 

White  397  12.7 

Negro  25  13.3 

Other  1 


Total  423 


The  kitchen  is  the  commonest  place  for  ac- 
cidental poisoning  to  occur.  The  bathroom 
and  bedroom  are  tied  for  second  position. 
Of  course,  the  family  uses  these  three  rooms 
more  than  the  other  areas  cited. 


Place 

TABLE  5 

Number 

Per  Cent 

Kitchen 

158 

37.3  • 

Bedroom 

84 

19.9 

Bathroom 

79 

18.7 

Living  Room 

47 

11.1 

Outdoors 

21 

4.9 

Basement 

14 

3.3 

Other 

13 

3.1 

Garage 

7 

1.7 

Total 

423 

100.0 

Table  6 shows  that  in  most  instances  the 
child  is  under  the  supervision  of  the  parent 
at  the  time  of  accidental  poisoning. 


The  sex  of  the  child  is  shown  in  Table  3. 
Boys  consistently  get  into  more  difficulty 
than  girls.  This  is  true  not  only  for  acci- 
dental poisoning  but  in  all  types  of  acci- 
dents. 


TABLE  3 


Sex  Number  Per  Cent 

Male  244  57.7 

Female  179  42.3 


Total  423  100.0 


TABLE  6 


Supei-vision  Number  Per  Cent 

Parents  357  84.4 

Baby  Sitter 46  10.9 

None  20  4.7 


Total  423  100.0 


Table  7 reveals  drugs  to  be  the  largest 
cause  of  accidental  poisoning.  Medication 
accounts  for  35  per  cent  of  the  accidental 
poisoning  deaths  in  children  from  one  to 
five  years  of  age. 
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TABLE  7 


TABLE  10 


Substance 

Number 

Per  Cent 

Medicines — 
.Aspirin  _ 

148 

35.0 

Other 

113 

26.7 

Multiple 

10 

2.4 

Cleaning  Agents 

47 

11.1 

Pesticides  _ 

34 

8.0 

Petroleum  Distillates 

27 

6.4 

Miscellaneous 

22 

5.2 

Cosmetics 

14 

3.3 

Mushrooms 

5 

1.2 

Lead  Products 

2 

0.5 

Unknown 

1 

0.2 

Total 

423 

100.0 

Children  are  particularly  attracted  to 
brightly  colored,  sugar-coated,  neatly  pack- 
aged medicines.  Little  distinction  exists  be- 
tween medicine  and  candy,  at  least  in  the 
mind  of  the  child.  Prescription  drugs  ac- 
counted for  approximately  a fourth  of  the 
drugs  ingested. 


TABLE  8 


Prescription  Number  Per  Cent 

No  206  76.0 

Yes  65  24.0 


Total  271  100.0 


Many  times,  substances  will  be  changed 
from  the  original  container  to  a new  one 
for  a variety  of  reasons.  Table  9 shows  the 
number  of  containers  that  had  a caution 
label.  Caution  labels  were  present  in  36 
per  cent  of  the  cases. 


TABLE  9 

Caution  Label 

Number 

Per  Cent 

Yes 

156 

369 

No 

219 

51.8 

Unknown 

48 

11.3 

Total 

423 

100.0 

People  often  have  knowledge  of  the  haz- 
ard, but  fail  to  be  motivated  to  eliminate  this 
hazard  until  an  accident  occurs.  This  is 
shown  in  Table  10,  where  87  per  cent  of  the 
parents  admitted  they  had  some  knowledge 
of  the  hazard  of  the  substance  that  their 
child  had  ingested. 


Knowledge  of  Hazard 

Number 

Per  Cent 

Yes 

371 

87.7 

No 

49 

11.6 

Unknown 

3 

0.7 

Total 

423 

100.0 

Certain  individuals  or  families  are  more 
accident-prone  than  others.  It  is  interesting 
to  note  in  Table  11  that  29  per  cent  of  the 
cases  occurred  in  families  where  either  the 
same  individual  or  another  family  member 
had  previously  been  involved  in  accidental 
poisoning. 


TABLE  11 

Previous  Accidental  Poisoning — 


To  Patient 
None 
1 
2 

Number 

363 

52 

6 

Per  Cent 
85.8 
12.3 
1.4 

3 or  more 

2 

0.5 

Total 

423 

100.0 

To  Other  Member  of  Family 

None 

359 

84.9 

1 

- 53 

12.5 

2 .. 

9 

2.1 

3 or  more 

2 

0.5 

Total 

423 

100.0 

The  public  health  nurse,  in  her  visit  to 
the  home,  also  notes  other  health  problems. 
As  shown  in  Table  12,  other  health  problems 
were  noted  in  25  per  cent  of  the  home  visits. 
Over  half  of  the  families  with  other  health 
problems  were  not  receiving  care  and  were 
referred  to  their  family  physician. 


TABLE  12 

Other  Health 
Problems  Noted 

Number 

Per  Cent 

No 

315 

74.5 

Yes 

108 

25.5 

Total 

423 

100.0 

The  family’s  response  to  the  visit  of  the 
public  health  nurse  was  overwhelmingly  re- 
sponsive as  shown  in  Table  13. 
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SUMMARY 


TABLE  13 
Family’s  Response 


to  Visit  Number  Per  Cent 

Receptive  410  96.9 

Non-receptive  13  3.1 


Total  423  100.0 


The  greatest  percentage  of  accidental  poi- 
sonings occur  in  suburban  areas  character- 
ized by  young,  rapidly  growing  families. 
There  is  no  evidence  that  the  lower  socio- 
economic housing  areas  have  any  more  ac- 
cidental poisoning  for  the  number  of  chil- 
dren than  do  the  higher  socio  - economic 
areas. 

Finally,  the  most  common  sites  for  the 
substance  involved  in  the  accident  were  the 
kitchen  shelf,  the  floor,  the  bedroom  dresser 
and  the  bathroom  medicine  cabinet,  although 
no  area  of  the  home  was  invulnerable  at  all 
times. 


TABLE  14 


Site 

Number 

Per  Cent 

Shelf 

123 

29.1 

Floor 

67 

15.9 

Other 

62 

14.7 

Medicine  Cabinet 

43 

10.2 

Table 

42 

9.9 

Dresser  _ 

38 

8.9 

Sink 

21 

4.9 

Purse 

11 

2.6 

Drawer 

- _ 9 

2.1 

Window 

7 

1.7 

Total  _ 

423 

100.0 

1.  Accidental  poisoning  is  an  increasing 
problem  in  the  young  child. 

2.  There  are  more  accidental  poisonings 
among  boys  than  girls. 

3.  The  most  frequent  age  for  accidental 
poisoning  to  occur  is  in  the  one-  to 
two-year-old  group. 

4.  Aspirin  and  other  medicines  are  the 
most  common  substances  ingested. 

5.  Follow-up  studies  reveal  that  the  kitch- 
en shelf,  floor,  bedroom  dresser  and 
medicine  cabinet  were  the  most  fre- 
quent sites  involved  in  accidental  poi- 
soning. 

6.  The  same  individual  or  another  mem- 
ber had  previously  been  involved  in  ac- 
cidental poisoning  in  29  per  cent  of 
the  cases. 

7.  The  parents  had  some  knowledge  as  to 
the  hazard  of  the  substance  that  their 
child  ingested  in  87  per  cent  of  the 
cases. 

8.  Children  were  under  the  supervision  of 
a parent  when  accidental  poisoning  oc- 
curred in  84.4  per  cent  of  the  cases. 
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UNUSUAL  CASES  OF 

The  Acute  Abdomen 


INTRODUCTION 

Recently,  we  have  encoun- 
tered five  unusual  cases  of 
acute  abdominal  emergencies 
in  a period  of  three  months,  at  the  Douglas 
County  Hospital.  These  cases  taxed  our  di- 
agnostic acumen.  They  served  to  stimulate 
us  to  review  again  the  principles  of  the  di- 
agnosis and  treatment  of  the  acute  abdo- 
men, 2. 3 Because  of  their  unusual  nature 
or  the  particulai’  mode  of  arriving  at  the  de- 
cision for  operation,  we  felt  these  cases 
worthy  of  reporting. 

Condensed  versions  of  the  history,  physi- 
cal examination,  and  the  pertinent  labora- 
tory findings  will  be  presented  together  with 
the  X rays.  A peritoneal  tap  was  performed 
in  each  instance,  and  the  results  are  record- 
ed. We  will  indicate  our  thoughts  concern- 
ing the  diagnoses  and  our  course  of  therapy. 
It  is  our  hope  that  these  cases  will  tax  the 
reader’s  diagnostic  ability,  also. 

CASE  1. 

History:  A 42-year-old  colored  woman 

entered  the  Douglas  County  Hospital  with 
the  chief  complaint  of  bilateral  lower  chest 
pain,  and  dyspnea.  Two  weeks  before  ad- 
mission she  fell  down  a flight  of  stairs 
while  on  a drinking  bout.  Subsequently 
she  had  periods  of  abdominal  distention, 
nausea,  vomiting,  and  constipation.  She 
had  received  treatment  from  her  family 
doctor  for  pneumonia  and  was  admitted  to 
our  hospital  with  that  diagnosis.  She  had 
no  history  of  previous  operations,  and  no 
shoulder  pain  or  hiccups. 

Physical  Examination:  The  patient  was 

a well  developed  and  well  nourished,  col- 
ored woman  with  some  dyspnea  and  slight 
abdominal  distention. 

Vital  Signs:  Temperature,  99°  F. ; 
pulse,  88;  respiration,  26;  blood  pres- 
sure, 120  systolic  and  80,  diastolic. 

KENT:  This  examination  revealed 

slight  jaundice  of  the  sclerae,  but  was 
othei*wise  negative. 

Cardiorespiratory  System:  There  was 

bilateral  crepitation  over  the  lower  rib 
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cage  in  each  posterior  axillary  line.  The 
lungs  were  clear  to  auscultation  and 
percussion.  The  heart  rate  was  80  per 
minute.  The  rhythm  was  regular,  and 
no  murmurs  were  detected. 

Abdomen:  The  abdomen  was  slightly 

distended,  and  there  was  tenderness, 
guarding,  and  questionable  rebound 
pain  in  the  epigastric  region.  There 
was  also  a palpable  abdominal  mass  in 
the  suprapubic  region,  but  no  other 
masses  were  detected. 

Pelvic:  An  enlarged  fibroid  uterus,  the 
size  of  four  months  pregnancy,  was 
found.  The  patient  was  menstruating 
at  this  time  and  had  never  been  preg- 
napt. 

Extremities  and  Neurological:  These 
examinations  were  negative. 

Laboratory  Data:  Hemoglobin,  6.6  gm. 

per  100  cc.  Hematocrit,  20  per  cent.  Leu- 
kocyte count,  27,500  with  81  per  cent  seg- 
mented neutrophiles,  5 band  fonns,  7 lym- 
phocytes, and  7 per  cent  monocytes.  Urine 
analysis,  negative.  Serum  bilirubin  was 
4.7  mg.  per  100  cc.,  with  2.4  mg.  direct 
and  2.3  mg.  indirect.  Alkaline  phospha- 
tase was  5.3  units  per  100  cc.  and  the 
Cephalin  Flocculation  test  was  4 plus  posi- 
tive. Cholesterol,  serum,  was  177  mg.  per 
100  cc.  with  75  mg.  cholesterol  esters. 
Nonprotein  nitrogen  was  20.5  mg.  per  100 
cc.  of  blood.  A test  for  sickle  cell  forma- 
tion was  negative. 

X ray:  See  figure  1. 

Peritoneal  Tap  and  Cul-de-sac  aspiration 
were  negative. 

Your  Diagnosis?  In  view  of  the  recent 
left  ninth  rib  fracture  in  the  posterior  ax- 
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illary  line  (see  fig.  1),  the  anemia  and  the 
paralytic  ileus,  a rupture  of  the  spleen 
with  delayed  symptoms  was  our  diagnosis. 
Patient  was  transfused  with  4 units  of 
blood  and  a percutaneous  splenoportogram 
was  performed  with  20  cc.  of  50  per  cent 
Hypaque  (figure  2).  This  revealed  dye 
beneath  the  capsule  of  the  spleen  and  ex- 
travasated  through  a fracture  into  a con- 
fined hematoma  in  the  left  upper  quad- 
rant. At  operation  the  spleen  was  en- 
larged threefold  and  there  was  evidence 
of  early  Laennec’s  cirrhosis.  Splenectomy 
and  liver  biopsy  were  performed. 


Figure  1.  Note  the  ileus,  the  bilateral  ninth  rib  fractures 
and  the  evidence  of  abdominal  fluid  or  blood.  Pleural  fluid  on 
the  left  was  demonstrated  on  the  chest  X ray.  (Not  submit- 
ted for  reproduction). 


CASE  2. 

History : A 58-year-old  white  woman  was 
admitted  to  Douglas  County  Hospital  with 
the  chief  complaint  of  abdominal  disten- 
tion and  tenderness;  duration  one  week. 
She  had  been  vomiting  for  2 days  and  on 
the  day  before  admission  to  the  hospital 
began  to  have  diarrhea.  This  patient  had 
been  bedridden  for  the  past  24  years  be- 
cause of  rheumatoid  arthritis  which  had 
progressed  to  the  point  where  she  was  able 
to  move  only  her  temperomandibular 
joints.  She  had  no  history  of  any  previ- 


ous operation.  There  was  a history  of 
one  previous  episode  similar  to  the  pres- 
ent. 


Physical  Examination:  The  patient  was 

a 58-year-old  white  woman  with  severe  ar- 
thritic and  flexion  contractures  of  many 
joints. 

Vital  Signs:  Temperature,  99°  F.; 

pulse,  120;  respirations,  30;  and  blood 
pressure,  90  systolic  and  60  diastolic. 

EE  NT:  No  significant  findings. 
Cardiorespiratory : No  significant  find- 
ings. „ i 

Abdomen:  The  abdomen  was  distend- 

ed and  markedly  tympanitic  in  the  left 
upper  quadrant.  There  were  some  hy- 
peractive bowel  sounds  and  peristaltic 
waves  could  be  seen  passing  across  the 
midline  from  left  to  right.  There  was 
no  evidence  of  any  fluid  wave,  but  suc- 
cussion  sounds  could  be  elicited. 

Pelvic:  No  significant  findings. 

Extremities  and  Neurological:  A 1 1 

joints  were  ankylosed  except  the  tem- 
peromandilubar  joints.  The  neurolog- 
ical examination  for  sensation  was  nor- 
mal. 
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Laboratory:  Hemoglobin,  12.7  gm.  per 

100  cc.  Hematocrit,  42  per  cent.  Leuko- 
cyte count,  normal.  Differential  leuko- 
cyte count,  noianal.  Urinalysis,  negative. 

EKG:  This  revealed  prolonged  QT  waves 
suggestive  of  hypokalemia. 

X ray : See  figure  3. 


CASE  3. 

History:  A 65-year-old  white  man  en- 

tered with  the  chief  complaint  of  abdom- 
inal pain  of  four  days  duration.  The  pain 
was  periumbilical  at  first,  but  soon  became 
generalized  and  constant.  Three  days  be- 
fore admission  he  had  begun  to  vomit. 
There  was  also  a history  of  constipation, 


Peritoneal  Tap:  Negative. 

Your  Diagnosis?  Suspecting  the  proper 
diagnosis  on  flat  film  of  the  abdomen,  we 
inserted  a Levin  Tube  and  removed  three 
liters  of  greenish  colored  fluid.  Hypaque 
was  then  instilled  through  the  Levin  tube 
(figure  4).  This  confirmed  our  suspicion 
of  a duodenal  obstruction  in  the  3rd  por- 
tion, due  to  superior  mesenteric  artery 
syndrome.  At  operation,  under  local  anes- 


Fiprure  3.  Supine  X-ray  film  of  the  abdomen  showing  a 
markedly  distended  stomach  appearing  to  be  "cradled”  in 
helpless  hands.  Note  the  universal  bony  fusion. 


Figure  4./  Contrast  material  outlining  a somewhat  decom- 
pressed stomach  and  a distended,  churning  (at  fluoroscopy) 
duodenum.  Note  the  abrupt  line  of  obstruction  in  the  third 
portion  of  the  duodenum  to  the  right  of  the  midline. 


gaseous  distention  of  the  abdomen  and 
hiccoughing.  This  patient  had  some  re- 
sidual of  a left  hemiparesis  sustained 
three  years  ago,  and  he  was  an  alcoholic 
with  marked  psychiatric  problems.  He 
had  no  history  of  previous  surgical  oper- 
ations. 

Physical  Examination:  He  was  a poorly 

developed,  poorly  nourished,  white  man,  in 
acute  distress. 


thesia,  narrowing  and  incomplete  obstruc- 
tion of  the  3rd  portion  of  the  duodenum 
was  discovered  due  to  arteriomesenteric 
comjiression  on  the  ankylosed,  rigid  spine. 
A duodenojejunostomy  was  performed 
with  complete  relief  of  the  patient’s  symp- 
toms. 


Vital  Signs:  Temperature,  99°  F.; 

pulse,  100;  respiration,  20;  blood  pres- 
sure, 100  systolic  and  70  diastolic. 

EENT:  No  significant  findings. 

Cardiorespiratory : No  significant  find- 
ings. 

Abdomen:  There  was  evidence  of  slight 
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abdominal  distention  with  diffuse  ten- 
derness and  rebound  tenderness  in  the 
lower  quadrants.  The  bowel  sounds 
were  of  diminished  intensity  and  there 
was  no  evidence  of  any  heraial  protru- 
sion. Percussion  tenderness  localized 
about  three  centimeters  above  and 
slightly  lateral  to  McBurney’s  point. 

Rectal:  This  examination  was  negative. 
Extremities  and  Neurological:  There 

was  a left  hemiparesis. 

Laboratory  Data:  Hemoglobin,  13.3  gm. 

per  100  cc.  of  blood.  Hematocrit,  40  per 
cent.  Leukocytes,  10,300  per  cu.  mm., 
with  90  per  cent  segmented  neutrophiles, 
1 band  form,  and  9 per  cent  lymphocytes. 
Serum  amylase,  noimial ; urinalysis,  nega- 
tive ; and  nonprotein  nitrogen,  normal. 

Peritoneal  Tap:  Negative. 

X ray:  See  figure  5. 

Your  Diagnosis?  Our  interpretation  of 
this  patient’s  disease  and  his  X-ray  find- 
ings were  that  he  had  acute  appendicitis. 
In  this  case,  however,  the  appendix  was 
normal  and  the  patient  had  a perforation 
of  a diverticulum  of  the  cecum.  An  ex- 
teriorizing cecostomy  was  performed,  fol- 
lowed in  two  weeks  by  a right  colectomy. 


Figure  5.  Supine  film  of  the  abdomen.  This  film  reveals 
the  diffuse  gas  pattern  of  paralytic  ileus  and  gas  in  the  ap- 
pendix. 


CASE  4. 

History : A 69-year-old  white  man  en- 

tered Douglas  County  Hospital  with  the 
chief  complaint  of  nausea  and  vomiting  of 
three  days  duration.  He  began  to  have  in- 
termittent lower  abdominal  pain,  disten- 
tion, and  constipation  two  days  before  ad- 
mission. His  past  history  revealed  a gas- 
trectomy fifteen  years  ago  for  a duodenal 
ulcer. 

Physical  Examination:  He  was  a poorly 

developed,  poorly  nourished,  white  man  in 
incipient  shock.  There  was  a moderate 
evidence  of  generalized  atherosclerosis. 

Vital  Signs:  Temperature,  98.6°  F.; 
pulse,  110  (poor  quality)  ; respirations, 
24;  and  blood  pressure,  80  systolic  and 
60  diastolic. 

EENT:  No  significant  findings. 
Cardiores'piratory : No  significant  find- 
ings. 

Abdomen:  The  abdomen  was  distended 
and  tympanitic.  There  was  increased 
muscle  tone  and  rebound  tenderness  in 
the  lower  quadrants.  Bowel  sounds  were 
absent.  There  were  no  further  localiz- 
ing signs. 

Rectal:  This  examination  was  nega- 

tive. No  fecal  material  was  encoun- 
tered. 

Extremities  and  Neurological:  No  sig- 
nificant findings. 

Laboratory  Data:  Hemoglobin,  9.8  gm. 

per  100  cc.  Hematocrit,  36  per  cent.  Leu- 
kocytes, 8800  with  30  per  cent  segmented 
neutrophiles,  45  band  forms,  23  per  cent 
lymphocytes,  and  2 monocytes.  Urinaly- 
sis, negative. 

Peritoneal  Tap:  Revealed  a foul-smelling, 
dark-colored  fluid.  Amylase  level  in  this 
fluid  was  reported  as  1372  units. 

X ray:  See  figure  6. 

Your  Diagnosis?  Clinical  evaluation  of  this 
patient  together  with  the  X-ray  and  labor- 
atory findings  led  us  to  favor  the  diagno- 
sis of  a small  bowel  obstruction.  We  felt 
that  an  adhesive  band  was  the  probable 
cause  of  this  obstruction  and  that  we 
were  seeing  the  patient  rather  late  in  the 
course  of  his  disease.  The  possibility  of 
a closed  loop  obstruction  with  gangrene 
was  also  considered.  However,  we  could 
not  rule  out  an  occlusion  of  a mesenteric 


March,  1960 


119 


Figure  6.  Supine  film  of  the  abdomen.  There  is  a diffuse 
small  intestinal  gas  pattern  and  evidence  of  abdominal  fluid. 
Fecal  material  may  be  seen  in  the  cecum. 


artery.  At  operation  a midgut  valvulus 
was  encountered.  The  small  bowel  was 
twisted  860°  around  the  superior  mesen- 
teric artery  with  a thrombosis  of  this  ves- 
sel. Several  feet  of  small  intestine  were 
gangrenous  and  had  to  be  removed.  The 
patient  continued  a downhill  course  and 
expired  in  shock  12  hours  after  operation. 

CASE 

History:  This  45-year-old  white  man  en- 

tered the  Douglas  County  Hospital  with 
the  chief  complaint  of  severe  upper  ab- 
dominal pain  of  twelve  hours  duration. 
His  past  history  was  not  remarkable  ex- 
cept for  poor  dietary  habits.  He  pro- 
fessed a rather  high  ethanolic  intake. 

Physical  Examination:  This  revealed  a 

thin  and  poorly  nourished  white  man  in 
acute  distress. 

Vital  Signs:  Temperature,  101°  F. ; 

pulse,  110;  respirations,  26;  blood  pres- 
sure, 70  mm.  mercury,  systolic  and  50, 
diastolic. 


KENT:  No  significant  findings. 

Cardiorespiratory : No  significant  find- 
ings. 


Abdomen:  The  abdomen  was  slightly 

distended,  silent,  and  there  was  tender- 
ness and  guarding  in  the  lower  quad- 
rants. There  was  tympany  upon  per- 
cussion over  the  liver.  There  were  no 
localizing  signs  in  the  upper  abdomen. 

Rectal:  No  significant  findings. 

Extremities  and  Neurological:  No  sig- 
nificant findings. 

Laboratory  Data:  Hemoglobin,  10  gm. 

per  100  cc.  of  blood.  Hematocrit,  36  per 
cent.  Leukocytes,  20,000  per  cu.  mm.  of 
blood,  with  80  per  cent  segmented  neutro- 
philes,  10  per  cent  band  forms,  6 lympho- 
cytes, and  4 monocytes.  Unnalysis,  nega- 
tive. 

X ray:  See  figure  7. 


Figure  7.  Upright  film.  Note  the  evidence  of  free  air 
under  the  diaphragm  and  outside  of  the  small  intestine.  The 
liver  shadow  has  almost  disappeared  although  the  lung  mark- 
ings in  the  posterior  and  inferior  lung  fields  remain  visible. 


Peritoneal  Tap:  This  revealed  free  air  un- 
der pressure. 

Your  Diagnosis?  The  evidence  of  a large 
amount  of  intraperitoneal  air  with  the 
“disappearing”  liver  and  the  radiolucency 
surrounding  small  bowel  loops  made  sur- 
gical intervention  mandatory.  The  patient 
was  found  to  have  a giant  benign  ulcer 
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measuring  nine  centimeters  in  its  great- 
est diameter.  This  was  in  the  middle 
third  of  his  stomach  and  it  had  perforat- 
ed along  its  cephalad  margin.  This  per- 
foration was  closed  and  three  weeks  later 
he  had  a gastric  resection. 

DISCUSSION 

Case  Number  1 

This  case  offered  a difficult  diagnostic 
challenge  in  that  the  patient  was  a poor  his- 
torian. However,  she  did  seem  to  have  pe- 
riods in  which  she  improved,  followed  by 
periods  of  regression.  This  was  interpreted 
in  retrospect  as  periodic  leakage  from  her 
hematoma  into  the  peritoneal  cavity.  Her 
jaundice  was  thought  to  be  due  to  the  com- 
bination of  blood  absorption  from  the  peri- 
toneal cavity  and  poor  liver  function.  The 
splenoportogram,  in  this  instance,  was  a spe- 
cific diagnostic  aid.  It  also  should  be  noted 
that  the  cirrhosis  with  consequent  portal  hy- 
pertension and  splenomegaly  may  have  con- 
tributed to  the  ease  with  which  this  pa- 
tient’s spleen  was  fractured.^  Certainly 
splenoportography  is  not  usually  employed 
to  make  this  diagnosis. 

Case  Number  2 

This  was  an  example  of  arteriomesenteric 
compression  of  the  duodenum  in  a thin  and 
completely  immobile  patient.  There  was  no 
available  nonoperative  treatment  for  this 
condition.^  At  operation  this  patient’s 
hands  had  to  be  draped  into  the  operative 
field.  On  palpation  of  the  duodenal  lumen 
it  was  felt  that  this  was  an  incomplete  ob- 
struction. A perplexing  problem  with  re- 
gard to  this  patient  was  the  choice  of  anes- 
thetic. We  were  unable  to  use  any  form  of 
endotracheal  anesthesia  safely  as  the  pa- 
tient’s head  was  turned  to  the  side  and  she 
could  not  fully  open  her  mouth.  Spinal  anes- 
thesia was  impossible  due  to  ankylosis  of 
the  spine.  Tracheotomy  would  have  been 
quite  difficult.  The  anesthesia  of  necessity, 
therefore,  was  one  of  regional  block  com- 
bined with  local  infiltration. 

Case  Number  3 

Patient  number  three  presented  a confus- 
ing picture  and,  because  of  poor  communica- 
tion, it  was  hard  to  evaluate  his  pain.  It 
should  be  noted  that  the  flat  film  of  his  ab- 
domen showed  the  appendix  filled  with  gas 
and  an  associated  paralytic  ileus.  This  is 


thought  by  some  to  be  a definite  aid  in  the 
diagnosis  of  acute  appendicitis.®  The  diag- 
nosis of  acute  appendicitis  in  the  aged  is 
often  difficult,  of  course.  The  cause  for  this 
patient’s  diverticulum  and  perforation  is  un- 
known. 

Case  Number  4 

The  value  of  the  peritoneal  tap  is  well  il- 
lustrated in  this  patient.  Foul  - smelling, 
dark-colored  fluid  was  obtained  and  was  the 
most  compelling  evidence  for  laparotomy. 
The  marked  elevation  of  the  amylase  level 
did  offer  confusion  for  a moment.  However, 
a considerable  increase  of  the  amylase  level 
above  laboratory  normals  is  not  unknown  in 
abdominal  emergencies  other  than  pancrea- 
titis.’^- ® The  foul  odor  of  the  abdominal 
fluid  pointed  strongly  to  late  peritonitis  or 
necrosis  of  bowel.  This  patient  also  illus- 
trates the  poor  outlook  and  low  survival  rate 
in  this  disease.!®-  The  volvulus  around 
his  short  mesenteric  base  probably  preceded 
the  thromboses  of  the  superior  mesenteric 
artery,  although  the  reverse  order  is  feas- 
ible. 

Case  Number  .5 

In  this  instance  the  .peritoneal  tap  was 
confiiTnation  for  the  diagnosis  of  perforated 
viscus.  The  X-ray  evidence  of  free  air  was 
overwhelming.  The  history  in  this  patient 
was  not  at  all  compatible  with  the  size  of 
the  ulcer  and  the  operative  evidence  of 
chronicity.  This  giant  ulcer  was  thought  to 
be  malignant  neoplasm  until  operative  biop- 
sy. The  size  of  ulcers  is  of  little  help  in 
the  decision  between  malignancy  or  benign- 
ancy.® 

CONCLUSION 

Five  interesting  cases  of  acute  abdominal 
emergencies  have  been  presented.  The  five 
underlying  conditions,  each  illustrated  in  one 
of  our  case  reports,  are  among  the  many 
that  may  produce  the  acute  abdominal  emer- 
gency. Accurate  diagnosis,  not  only  of  the 
“acute  abdomen,’’  but  of  the  underlying  etio- 
logic  condition,  will  always  remain  a diagnos- 
tic and  therapeutic  challenge. 
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The 

Psychoses 

and  the 

New  Drugs* 

TNASMUCH  as  the  first  paper 
JL  on  chlorpromazine,  or  one  of 
the  first,  to  be  printed  in  the 
United  States  appeared  in  the  Nebraska 
State  Journal  in  April  of  1954,  it  might  be 
wise  to  reappraise  the  value  of  the  new 
drugs  after  more  than  five  years  of  experi- 
ence. Enough  time  has  now  elapsed,  and 
enough  patients  have  been  seen,  so  that  a 
much  clearer  idea  has  evolved  of  what 
should  actually  be  the  role  of  the  drugs  in 
the  treatment  of  psychoses.  It  will  be  noted 
that  the  conclusions  are  considerably  less 
spectacular  than  the  most  enthusiastic  sup- 
porters would  have  us  believe,  and  that  they 
are  considerably  more  valuable  than  their 
most  vigorous  opponents  believe. 

Of  the  new  drugs,  I have  had  more  experi- 
ence with  chlorpromazine  (Thorazine)  than 
any  of  the  others.  I have,  however,  had 
sufficient  experience  with  the  other  drugs 
that  some  conclusions  can  be  drawn.  It  is 
my  belief  that  the  drugs  are  of  very  little 
value  in  the  psychomotor  depressions  (man- 
ic-depressive, depressed  psychoses,  involu- 
tional melancholia,  and  postinvolutional  de- 
pression). Indeed,  several  of  the  drugs 
are  very  dangerous  when  used  in  these  types 
of  psychoses.  Meprobamate  (Equinal  and 
Miltown),  is  in  my  estimation,  directly 
contraindicated  in  the  treatment  of  psycho- 
motor depressions,  and  is  a great  danger  to 
the  patient  if  used,  because  it  greatly  delays 
getting  the  patient  to  adequate  protection 
from  himself,  and  from  getting  therapy 
which  will  be  of  actual  value.  At  this  point, 
it  may  be  stated  that  convulsive  therapy  is 
the  only  really  effective  method  in  the  treat- 
ment of  these  depressions.  Prolonging  the 
interval  between  the  onset  of  one  of  these 
depressions  and  adequate  treatment,  all  too 
frequently  results  in  suicide. 

The  manic  phase  of  manic-depressive  psy- 
choses is  frequently  held  in  abeyance  by  the 
use  of  several  of  the  drugs,  the  most  effec- 

♦Read  before  the  Annual  Convention,  Nebraska  State  Med- 
ical Association,  April  29,  1959. 
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tive  of  which  is  meprobamate.  When  this 
drug  is  discontinued,  however,  it  is  still 
necessaiy  to  use  electric  shock  therapy.  As 
a controlling  agent,  until  the  patient  can  get 
adequate  therapy,  however,  meprobamate 
can  serve  a very  useful  purpose. 

Schizophrenia  is  the  disorder  which  we 
will  consider  at  great  length.  Several  of  the 
new  drugs  have  a very  definite  place  in  the 
treatment  of  schizophrenia.  In  my  mind, 
chlorpromazine  ( Thorazine ),  promazine 
(Sparine),  Stelazine,  and  a new  drug  (Sch- 
6673)  now  under  investigation,  are  by  far 
the  most  effective  in  the  treatment  of  schizo- 
phrenia. The  role  of  reserpine,  however, 
must  not  be  ignored.  Chlorpromazine,  re- 
serpine and  Stelazine,  when  used  in  the  in- 
cipient stages  of  schizophrenia  can  be  a ter- 
rific adjunct  to  psychotherapy.  In  my  ex- 
perience, about  one-third  of  the  pati'bnts, 
who  before  the  advent  of  these  medications 
would  have  required  electric  therapy,  can 
now  have  this  therapy  delayed,  or  even  ren- 
dered unnecessary.  It  must  be  remembered, 
however,  that  adequate  psychotherapy  is 
necessary  in  conjunction  with  the  use  of 
these  drugs  if  any  degree  of  permanency  of 
response  is  to  be  obtained.  The  drugs  are 
not  curative  and,  all  too  frequently,  have 
to  be  continued  indefinitely. 

The  severe  cases  require  the  use  of  elec- 
tric and  insulin  therapy,  and  indeed,  in  my 
estimation  this  is  the  treatment  of  choice 
in  that  it  produces  more  permanent  results. 
Insulin  and  electric  therapy  should  also  be 
accompanied  by  followup  psychotherapy  if 
the  fairly  large  relapse  rate  is  to  be  cut. 

In  my  experience,  schizophrenia  in  remis- 
sion will  relapse  in  about  20  per  cent  of  the 
cases  if  the  patient  is  sent  home  following 
insulin  and  electric  therapy  without  any 
followup.  If,  on  the  other  hand,  the  patient 
is  sent  home  for  more  or  less  regular  ob- 
servation by  his  family  physician,  and  occa- 
sional visits  to  the  psychiatrist  for  psycho- 
therapy, the  percentage  of  relapse  drops  to 
about  4 per  cent.  Indeed,  at  the  present 
moment,  I have  about  20  patients  who  re- 
lapsed at  regular  intervals  before  the  advent 
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of  the  new  drugs,  but  who,  being  maintained 
on  psychotherapy  and  Thorazine,  reserpine, 
or  Stelazine  and  have  remained  well  for  al- 
most five  years  without  a relapse.  These 
people  dislike  the  need  for  continuing  medi- 
cation, but  they  do  not  dislike  it  nearly  so 
much  as  the  need  for  returning  to  a psychi- 
atric hospital  at  regular  intervals  for  more 
drastic  therapy. 

In  the  period  preceding  the  advent  of  the 
new  drugs,  patients  who  had  been  schizo- 
phrenic for  five  years  preceding  therapy 
presented  an  almost  hopeless  outlook  so  far 
as  remission  was  concerned.  At  present, 
with  the  use  of  the  new  drugs,  especially 
chlorpromazine,  patients  who  have  been  sick 
as  long  as  10-15  years,  respond  to  therapy, 
though  it  must  be  noted  that  they  must  con- 
tinue taking  the  medication  after  they  re- 
tuni  home.  In  short,  the  new  drugs  have 
proven  to  be  a valuable  adjunct,  not  a sub- 
stitute, for  convulsive  and  insulin  therapy. 

The  role  of  the  family  doctor  cannot  be 
underestimated  in  the  welfare  of  these  pa- 
tients who  have  to  continue  on  medication. 
The  dangerous  side-effects  of  all  strong 
chemicals,  and  especially  of  the  hallogen 
phenothiazines,  must  be  veiy  closely 
watched.  Agi’anulocji^osis,  rashes,  and  liver 
changes  are  among  the  side-effects  which 
must  be  constantly  anticipated.  Blood  pres- 
sure responses  are  frequently  of  great  value 
in  evaluating  the  effectiveness  of  the  medi- 
cation. Rises  in  pressure  often  indicate  an 
impending  relapse  and  a need  for  vigorous 
psychotherapy  and  temporary  increase  in 
medication.  The  family  doctor  is  frequently 
in  a much  better  position  to  notice  the 
changes  in  the  patient’s  personality  than  is 
a psychiatrist,  because  of  the  generalist’s 
intimate  relationships  with  the  person  in  his 
own  environment. 

The  rapid  reduction  in  the  number  of  pa- 
tients in  the  state  hospitals  who  are  afflict- 
ed with  schizophrenia  is  not  only  due  to 
therapy  in  the  hospitals  themselves,  but  due 
to  the  fact  that  many  patients  who,  in  times 
past,  would  have  ultimately  ended  in  the 
state  hospital,  are  now  put  in  remission  by 
private  care.  It  has  been  stated  that  in  the 
State  of  Nebraska  more  schizophrenics  are 
attended  in  private  hospitals  than  in  the  en- 


tire state  hospital  system.  Depending  upon 
the  way  statistics  are  formed,  this  state- 
ment could  be  proven  or  disproven,  as  might 
be  desired.  The  fact  remains,  however, 
that  a tremendous  number  of  patients  are 
being  treated  by  private  facilities. 

It  must  be  noted,  also,  that  the  newly  rec- 
ognized prepsychotic  states  are  frequently 
helped  a great  deal  by  the  use  of  the  drugs 
mentioned,  and  the  good  sense  of  the  family 
physician  in  helping  them  to  solve  their 
problems  with  the  aid  of  these  drugs  can 
prevent  the  disorder  from  progi*essing  to 
complete  psychotic  breakdown.  If,  however, 
the  patient  progi’esses  to  complete  \\dth- 
drawal  or  hallucinations,  or  to  bizarre  be- 
havior, he  should  be  placed  in  a hospital  for 
adequate  care  under  specialized  therapy. 

A gi-eat  number  of  other  drugs  have  been 
used  and  found,  in  general,  to  be  far  less 
effective  in  the  treatment  of  psychoses  than 
the  five  originally  mentioned. 

SUMMARY 

1.  Chlorpromazine  (Thorazine),  proma- 
zine (Sparine),  reserpine  (Serpasil), 
and  trifluoperazine  (Stelazine),  and  a 
new  drug  (Sch-6673)  not  yet  on  the 
market,  seem  to  be  of  tremendous 
value  as  an  adjunct  in  the  treatment 
of  schizophrenia. 

2.  j\Ieprobamate  (Equinal  and  Milto^^^l) 
are  contraindicated  in  psychotic  de- 
pressions and  are  dangerous  to  use. 

3.  IMebrobamate  is  of  value  in  temporar- 
ily quieting  a manic-depressive,  manic 
phase. 

4.  The  above  psychophannaceuticals  can 
increase  the  number  of  remissions 
among  greatly  resistant  schizophrenic 
states. 

5.  They  may  also  greatly  increase  the 
number  of  patients  who  do  not  relapse 
following  the  termination  of  adequate 
therapy. 

6.  The  use  of  the  drugs  frequently  must 
be  continued  indefinitely  and  the  pa- 
tient taking  the  drugs  must  be  under 
constant  surveilance  by  their  family 
physician. 


“The  only  way  to  live  with  a disease  is  to  fight 
it.”  (When  Doctors  Are  Patients,  p.  230). 
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SPECIAL  ARTICLE 


THE  DEVELOPMENT  of  the 

Omaha  Medical  College 

1869-  1902* 


At  a recent  civic  celebration  held 
in  Omaha,  Nebraska,  one  of 
the  developments  pointed  to 
with  pride  was  the  city’s  growth  as  a med- 
ical center.  It  might  be  interesting  to  note 
that  the  same  tribute  had  been  paid  to  Oma- 
ha in  earlier  years,  and  to  investigate  the 
events  and  personalities  that  influenced  the 
destiny  of  the  community  in  that  direction. 

An  untitled  anonymous  manuscript^  in 
the  library  of  the  Nebraska  State  Historical 
Society  and  one  of  the  more  authoritative, 
if  not  the  most  readable,  histories  of  Oma- 
ha^  would  lead  us  to  believe  that  the  per- 
centage of  physicians  among  the  early  resi- 
dents of  Omaha  was  relatively  high.  The 
last  three  decades  in  the  nineteenth  century 
which  gave  birth  and  nourishment  to  the 
Omaha  Medical  College  were  the  days  of 
“regular”  and  “irregular”  practitioners,  and 
the  “pretenders.”  A census,  therefore,  is 
unreliable  as  to  the  number  of  duly  quali- 
fied physicians  in  the  city  at  the  time.  One 
of  the  most  prominent  “doctors”  in  the 
young  community  was  not  a doctor  at  all, 
but  an  apothecary  by  profession.  A gradu- 
ate of  the  College  of  Physicians  and  Sur- 
geons of  New  York  City,  Dr.  George  L. 
Miller,  settled  in  Omaha  in  1854  and  prac- 
ticed for  only  two  years.  He  is,  howeyer, 
more  widely  known  and  honored  in  the  his- 
tory of  the  community  for  his  political  and 
ciyic  activities,  and  as  publisher  of  one  of 
the  early  daily  newspapers. 

Immediately  after  the  close  of  the  war  be- 
tween the  states  Omaha  assumed  the  charac- 
teristics of  a city  and  there  were  many 
physicians  who  settled  here.  The  coming  of 
the  railroads,  the  Union  Pacific  in  particu- 
lar, colored  many  events  of  the  day  and 
brought  problems  of  health  as  does  any  in- 
flux of  people  into  a community  unprepared 
from  a public  health  standpoint.  It  was  in- 
eyitable  that  medical  men  would  band  to- 
gether: some  to  form  societies  for  discus- 
sion of  mutual  interests,  some  to  further 
personal  gain,  and  some  to  proyide  guidance 

•Murray  Gottlieb  Prize  Essay,  1958. 
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to  young  people  who  were  to  follow  in  their 
footsteps.  Such  was  the  medical  climate  of 
Omaha,  Nebraska,  when  the  Omaha  Medical 
College  was  conceiyed. 

On  April  13,  1869,  a group  assembled  at 
the  office  of  Dr.  H.  P.  Mathewson  to  “in- 
quire into  and  discuss  the  feasibility  and 
propriety  of  establishing  a Medical  College 
in  the  City  of  Omaha. It  can  be  assumed 
that  Dr.  Mathewson,  an  1863  graduate  of 
Dartmouth  Medical  College,  was  the  leader, 
for  he  was  called  to  the  Chair  and  presided 
over  the  meeting.  Dr.  George  Tilden,  a 
graduate  of  Albany  Medical  College  in  1867, 
acted  as  Secretary.  The  others  in  the  group 
were  Samuel  David  Mercer,  who  had  studied 
medicine  at  Michigan  and  at  the  Chicago 
Medical  College,  and  had  received  his  med- 
ical diploma  from  the  Berkshire  Medical  Col- 
lege, Massachusetts,  in  1866;  Jacob  C.  De- 
nise, who  graduated  from  Jefferson  Medical 
College  in  1855  and  whose  name  can  be 
linked  with  every  ciyic,  charitable,  educa- 
tional, and  medical  undertaking  of  his  time 
in  Omaha;  J.  H.  Peabody,  who  was  educat- 
ed in  priyate  schools  and  studied  medicine 
at  night  at  Georgetown  Uniyersity  while  a 
page  in  the  United  States  Congress;  and 
Colonel  James  Woodruff  Sayage,  a practic- 
ing attorney  who  was  later  to  become  a well 
known  and  respected  figure  in  judicial  and 
governmental  circles. 

Dr.  Mathewson  expressed  the  opinion  that 
the  erection  of  a hospital  and  a medical  col- 
lege should  go  hand-in-hand,  and  that  the 
doctors  present  should  seize  upon  the  oppor- 
tunity to  associate  together  and  with  these 
institutions.  It  was  Dr.  Mathewson’s  opin- 
ion that  in  a few  years  a medical  college  in 
the  Omaha  area  would  enjoy  a liberal  share 
of  public  patronage. 

The  group  turned  to  Colonel  Sayage  for 
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information  regarding  methods  of  organiza- 
tion and  incorporation  and  he  advised  them 
to  invite  a number  of  gentlemen,  not  mem- 
bers of  the  medical  profession,  to  become  in- 
corporated with  them.  A resolution  was  in- 
troduced to  call  the  organization  the  Omaha 
Medical  College,  and  Colonel  Savage  and 
Doctors  Denise  and  Mercer  were  appointed 
to  a committee  to  draft  articles  of  incor- 
poration and  to  report  to  the  group.  Sub- 
sequentlv  an  organization  meeting  was  held 
on  April  19,  1869,  in  Dr.  Mathewson’s  of- 
fice. The  original  group  was  increased,  not 
by  men  outside  of  the  profession  as  suggest- 
ed by  Colonel  Savage,  but  by  three  addition- 
al members  of  the  medical  profession.  Doc- 
tors Victor  H.  Coffman,  Richard  C.  Moore 
and  C.  H.  Pinney. 

Dr.  Coffman  had  previously  distinguished 
himself  as  a Avar  surgeon,  and  was  destined 
to  be  an  outstanding  figure  in  Nebraska 
medical  annals  for  the  next  forty  years.  One 
of  his  achievements  was  the  removal  of  a 
tumor  of  the  thyroid  gland,  performed  in 
the  early  nineties,  the  first  surgical  proce- 
dure of  this  type  to  be  performed  in  this 
country.^  Dr.  Moore,  a graduate  of  the  Chi- 
cago IMedical  College,  came  to  Omaha  in 
1865,  and  two  years  later  successfully  treat- 
ed a railroad  employee  who  had  been  scalped 
bv  the  Cheyennes  near  Plum  Creek  Station, 
Nebraska.®  Dr.  C.  H.  Pinney  was  the  Oma- 
ha City  Coroner. 

The  proposed  medical  school  was  a private 
venture,  and  each  gentleman  present  pledged 
the  sum  of  $500.  With  this  assurance  of  fi- 
nancial support,  a committee  consisting  of 
Doctors  IMathewson  and  Tilden  and  Colonel 
Savage  was  directed  to  take  immediate  steps 
to  complete  the  organization  and  incorpora- 
tion. The  idea  of  establishing  a medical  col- 
lege and  the  steps  necessary  to  do  so  moved 
rapidly  in  those  days  and  we  find  a petition 
on  file  to  the  Judge  of  Probate,  County  of 
Douglas,  State  of  Nebraska,  on  the  twenty- 
second  of  April.  The  same  day  an  apprais- 
er’s board  was  appointed  to  investigate  the 
validity  of  notes  signed  by  the  individuals 
incorporating  the  Omaha  Medical  College, 
and  on  the  third  of  May,  1869,  the  apprais- 
ers brought  in  a favorable  report  resulting 
in  a newly  born  corporation  whose  Articles 
of  Association  of  the  Omaha  Medical  College 
were  filed  with  the  County  Clerk’s  office, 
Douglas  County,  on  May  19,  1869.  During 
the  appraisal  period  the  $4,500  initially 
pledged  was  increased  to  $5,000  by  the 


pledge  of  Dr.  James  Porter  Peck,  a truly 
pioneer  doctor  in  Nebraska,  who  practiced 
from  a one  room  adobe  house. 

On  ]\Iay  26  the  Board  of  Trustees,  con- 
sisting of  Doctors  Peck,  Mercer,  Denise, 
IMathewson  and  Peabody,  met  at  the  office 
of  Dr.  Mathewson  and  adopted  a set  of  by- 
laws for  the  government  of  the  new  college. 
Eleven  professorships  were  established  and 
were  filled  by  vote  of  the  Board  of  Trustees. 
The  bv-laws  provided  that  the  Board  had 
power  to  censure,  suspend,  or  remove  any 
member  of  the  faculty  upon  complaint  made 
in  writing  bv  anv  two  trustees  or  members 
of  the  facultv.  providing  that  a copy  of  the 
charges  be  delivei’ed  to  the  person  so  charged 
ten  days  before  the  action.  Each  course  of 
lectures  was  to  occupy  a period  of  16  con- 
secutive weeks  beginning  sometime  in  No- 
vember of  each  year. 

A month  later  the  Board  of  Trustees  met 
to  discuss  the  advisability  of  petitioning  the 
City  of  Omaha  for  a donation  of  land  upon 
which  to  erect  the  college  and  the  city  in- 
firmary, with  the  idea  of  acquiring  the  priv- 
ilege of  clinical  instruction  in  the  infirm- 
ary. The  Trustees  were  to  furnish  the  in- 
firmaiy  with  medical  and  surgical  attention 
gi’atuitously.  Favorable  action  w a s not 
forthcoming  from  the  City  Council.  By  Oc- 
tober 15  the  faculty  had  been  designated, 
although  not  all  of  the  original  physicians 
selected  to  take  part  in  the  beginning  cur- 
riculum had  accepted  the  nominations  to  the 
various  'chairs  as  first  proposed.  The  rec- 
ord shows  little  activity  on  the  part  of  the 
Board  of  Trustees  until  March  21  of  1870 
when  the  Board  appointed  a committee  to 
confer  with  a similar  committee  to  be  ap- 
pointed by  the  faculty  for  the  purpose  of 
drafting  a prospectus  of  the  college  and  to 
report,  if  practicable,  in  two  weeks.  At  this 
same  meeting  it  was  suggested  that  a public 
dispensary  be  established  and  a committee 
was  appointed  to  handle  that  matter.  The 
secretary  was  instructed  to  notify  the  stock- 
holders that  10  per  cent  of  their  stock  was 
liable  to  be  called  for  on  60  days  notice  ac- 
cording to  the  Articles  of  Incorporation.  The 
future  of  the  Omaha  Medical  College  seemed 
assured. 

One  can  only  speculate  upon  the  reasons 
for  the  next  entry  made  in  the  secretary’s 
record.  It  appears  undated,  but  it  signaled 
the  death  of  the  first  effort  to  establish  a 
college  of  medicine  in  the  State  of  Nebraska. 
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There  are  several  versions  of  the  reason 
for  the  death  of  this  first  school  of  medicine. 
The  author  of  the  anonymous  manuscript^ 
holds  that  the  officers  considered  the  enter- 
prise premature  and,  therefore,  the  project 
was  abandoned.  Dr.  W.  F.  Milroy,  writing 
in  the  Savage  and  Bell  History  of  the  City 
of  Omaha,  Nebraska,  mentions  “various  ob- 
stacles in  the  way,  and  a growing  feeling 
among  those  thus  occupied  that  the  enter- 
prise was  premature.”® 

The  facts,  however,  are  clear  from  the  sec- 
retary’s record : 

“The  above  (minutes  of  the  March  21, 
1870,  Board  meeting)  was  the  last  meeting 
held  for  record.  Owing  to  a wrangle  among 
the  faculty  and  too  much  bad  blood  the  whole 
scheme  fell  through.”® 

The  formal  dissolution  of  the  corporation 
is  consummated  in  the  following  entry  in 
the  minutes  of  the  secretary; 

“We  the  undersigned,  comprising  two- 
thirds  of  the  members  and  stockholders  of 
the  association  incorporated  under  the  name 
and  title  of  the  ‘Omaha  Medical  College’  and 
recorded  in  the  capital  records  of  Douglas 
County,  Nebraska  on  the  22nd  day  of  May, 
A.D.  one  thousand  eight  hundred  and  sixty- 
nine  (1869),  do  hereby,  of  our  own  act  and 
free  will,  consent  to  and  authorize  a dissolu- 
tion of  said  corporation  to  take  effect  from 
and  after  the  25th  day  of  May  A.D.  one 
thousand  eight  hundred  and  eighty-one 
( 1881).  There  being  no  debts,  we  authorize 
all  effects  that  may  be  in  the  hands  of  the 
Capital  Board  of  Trustees,  or  other  party 
or  parties,  to  be  distributed  prorata  among 
the  stockholders  as  each  one’s  interest  may 
demand.  Signed  by  the  following  stock- 
holders of  whomsoever  is  a majority:  The 
whole  number  being  ten.  S/  George  Tilden, 
Richard  D.  Moore,  V.  H.  Coffman,  J.  C. 
Denise,  H.  P.  Mathewson,  C.  H.  Pinney, 
James  W.  Savage,  S.  D.  Mercer.  Recorded 
in  County  Clerk’s  office  on  the  13  of  June, 
1881  at  2i/>  o’clock  P.M.,  page  427. 

“The  notes  were  subsequently  surrendered 
by  Dr.  Peck,  the  Treasurer,  and  the  College 
was  defunct.”® 

Thus  ended  the  first  Omaha  Medical  Col- 
lege complete  with  stockholders,  by-laws, 
articles  of  incorporation,  faculty,  course  of 
study,  but  without  students,  buildings,  hos- 
pital, or  dispensary. 

It  is  interesting  to  note  from  the  existing 


records  that  the  corporation  organized  to 
conduct  the  medical  college  actually  existed 
from  the  twenty-second  day  of  May,  1869,  to 
the  twenty-fifth  day  of  May,  1881,  but  was 
inactive.  During  a portion  of  this  period, 
specifically  on  and  after  October  18,  1880, 
“The  Nebraska  School  of  Medicine,  Prepar- 
atory” was  offering  a twenty  weeks  course 
to  students.  The  faculty  of  the  preparatory 
school  included  three  of  the  original  incor- 
porators of  the  Omaha  Medical  College,  Doc- 
tors Mercer,  Moore,  and  Denise.  At  least 
these  three  men  were  dedicated  to  the  idea 
that  medical  education  was  essential  to  meet 
the  needs  of  the  state  and  adjoining  terri- 
tories. 

In  establishing  a graded  preparatory 
school  the  Omaha  group  was  following  the 
pattern  set  by  the  eastern  medical  colleges. 
The  purpose  was  simply  stated,  “students  in 
the  West  can  attend  our  school  for  one  or 
two  terms  and  then  be  admitted  to  advanced 
classes  of  other  schools  when  their  profi- 
ciency will  warrant  such  advancement.”® 

In  addition  to  Doctors  Mercer,  Moore,  and 
Denise,  the  faculty  included  two  colorful  fig- 
ures in  Nebraska  medicine  and  medical  legis- 
lation, Colonel  Robert  Ramsey  Livingston 
and  Dr.  Alexander  S.  von  Mansfelde. 

Dr.  Livingston,  President  of  the  Faculty 
and  Lecturer  in  the  Principles  and  Practice 
of  Surgery,  attended  McGill  University, 
studying  medicine,  and  completed  his  medi- 
cal training  at  the  College  of  Physicians  and 
Surgeons  in  New  York.  He  moved  to  Platts- 
mouth,  Nebraska  Territory,  in  October, 
1859,  where  he  entered  the  practice  of  medi- 
cine and  surgeiy.  His  practice  was  inter- 
rupted by  military  service,  during  which  he 
participated  in  the  battles  of  Donalson  and 
Shiloh;  later  he  commanded  the  forces  in- 
volved in  subduing  Indian  tribes  which  were 
harassing  the  government  and  immigrant 
trains  in  western  Nebraska. 

Dr.  von  Mansfelde,  Lecturer  on  Pathology 
and  the  Practice  of  Medicine,  was  a so- 
called  “Fire  Class”  graduate  of  Rush  Med- 
ical College  following  the  destruction  of  the 
college  building  in  the  great  Chicago  fire  of 
1871.  After  a few  years  of  busy  practice 
in  Chicago  von  Mansfelde  was  sent  to  Ne- 
braska in  March,  1875  to  perform  an  oper- 
ation. In  September  of  that  same  year  he 
decided  to  move  to  Nebraska  and  he  prac- 
ticed in  Lincoln  for  a few  years  before  set- 
tling in  Ashland.  Both  Livingston  and  von 
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IVIansfelde  were  active  in  the  state  medical 
society  and  were  leaders  in  the  fight  for  an 
adequate  medical  practice  law  to  protect  the 
public  from  “pretenders  and  irregulars  .in 
medical  practice.”'^ 

Dr.  Samuel  D.  Mercer  was  named  Lectur- 
er on  Surgical  Anatomy  and  Clinical  Sur- 
gery; George  B.  Ayers,  Michigan,  1877,  was 
named  Secretary  and  Lecturer  in  Anatomy; 
Dr.  Denise  headed  the  instruction  in  physi- 
ology" and  was  a clinical  lecturer  on  diseases 
of  the  eye  and  ear;  instruction  in  obstetrics 
and  diseases  of  women  and  children  was  to 
be  entrusted  to  P.  S.  Leisenring  a graduate 
of  the  Medical  Department  of  Pennsylvania 
College;  and  Richard  C.  Moore  was  Lecturer 
on  IVIateria  Medica  and  Therapeutics.  The 
chair  in  chemistry  was  not  immediately 
filled,  but  after  considerable  searching  Dr. 
James  Carter  was  offered  that  position.  He 
was  given  a guarantee  of  $50.00  per  month 
for  six  months,  and  in  addition  he  was  to 
have  a room  in  the  building  with  fuel  and 
light  furnished.  He  was  allowed  to  make 
as  much  as  $50.00  a month  in  outside  prac- 
tice insofar  as  the  duties  of  his  position 
would  allow.  Dr.  Carter  was  the  only  sal- 
aried man  on  the  faculty.  Dr.  W.  S.  Gibbs, 
an  1879  graduate  of  the  University  of  Iowa, 
was  the  demonstrator  of  anatomy.  That 
first  year  twelve  men  and  two  women  paid 
the  $30.00  fee  and  became  the  first  medical 
students  in  Nebraska. 

According  to  the  secretary’s  record®  “the 
success  of  the  Nebraska  School  of  Medicine 
encouraged  those  engaged  in  it  to  take  a step 
in  advance,  and  organize  a medical  college 
instead,  such  as  would  meet  the  requirement 
of  the  profession  in  the  west.’’  After  sev- 
eral informal  meetings  during  which  the 
preliminaries  were  arranged,  articles  of  in- 
corporation under  the  name  of  the  Omaha 
Medical  College  were  drawn  up  and  submit- 
ted to  Howard  B.  Smith,  County  Judge,  on 
June  13,  1881.  After  the  usual  legal  ap- 
praisal the  articles  were  approved  and  re- 
corded. Property  accredited  to  the  corpor- 
ation amounted  to  $7,066.65  with  a mort- 
gage of  $2,000.00  against  two  lots  at  Mason 
and  Eleventh  Street  owned  by  the  group. 
This  new  organization  required  an  election 
of  a Board  of  Trustees  and  a new  set  of  by- 
laws drawn  up  for  the  governing  of  that 
Board.  Detailed  plans  were  made  and  a 
contract  was  let  for  the  Medical  College 
building.  A bid  in  the  sum  of  $4,266  to  cov- 
er the  complete  conti*act  for  the  construc- 
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tion  of  the  building  was  accepted  and  the 
building  was  completed  by  the  eighteenth  of 
September,  1881.  The  faculty  included  all 
of  the  physicians  who  had  served  on  the 
steff  of  the  preparatory  school  and,  in  ad- 
dition, Dr.  G.  H.  Peebles  of  David  City  was 
assigned  to  the  Chair  of  Diseases  of  Chil- 
dren. Certificates  of  stock  were  prepared 
and  Dr.  Denise  was  instructed  to  secure  a 
proper  seal  with  the  instructions  that  it  be 
“simple.’’  The  Treasurer  was  authorized  to 
have  the  Medical  College  building  insured 
for  an  amount  not  to  exceed  $2,500  and  at 
a premium  not  to  exceed  li^  per  cent  for 
three  years. 

At  a meeting  on  August  20,  1881,  it  was 
agreed  that  one  month’s  advertising  be 
placed  in  four  of  the  city  papers  and  in  one 
Lincoln  paper.  The  Herald  notice®  consisted 
of  three  lines  in  a column  called  “Town 
Talk”  which  carried  notices  of  horse  sales 
and  local  construction  projects.  It  is  hard 
to  believe  that  all  thirty-five  young  people 
who  made  up  the  1881-1882  class  entered  as 
the  result  of  such  publicity. 

All  candidates  for  admission  to  the  Oma- 
ha Medical  College  were  required  to  present 
to  the  faculty  satisfactory  evidence  of  a good 
moral  character  and  to  be  at  least  18  years 
of  age  and  possessed  of  creditable  English 
education.  Women  were  admitted  on  the 
same  basis  as  men.  The  following  were  re- 
quirements® for  the  degree  of  Doctor  of 
Medicine : 

“1.  The  candidate  must  be  21  years  of 
age,  and  must  give  satisfactory  evidence  of 
possessing  a good  moral  character,  with 
such  primary  education  as  is  clearly  requi- 
site for  a proper  standing  with  the  public 
and  the  profession. 

“2.  He  must  have  pursued  the  study  of 
medicine  three  years  (lecture  terms  includ- 
ed) and  have  attended  at  least  two  full 
courses  of  lectures,  of  which  the  last  must 
be  in  this  institution. 

“3.  He  must  have  attended  clinical  in- 
struction during  the  last  one  session. 

“4.  He  must  have  pursued  the  study  of 
Practical  Anatomy  in  the  Anatomical  room, 
and  to  the  extent  of  having  dissected  all  re- 
gions of  the  body. 

“5.  He  must  have  been  in  close  attend- 
ance at  all  le'ctures  delivered  during  the  ses- 
sion. 

(The  degree  will  not  be  conferred  upon 
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any  candidate  who  is  often  absent  from  the 
regular  lectures  of  the  college,  or  who  is  ab- 
sent from  the  public  commencement,  with- 
out special  permission  of  the  Faculty). 

“6.  He  must  notify  the  Secretary  of  the 
Faculty  of  his  intention  to  become  a candi- 
date, and  deposit  the  graduating  fee,  certifi- 
cates of  moral  character  and  time  of  study 
on  or  before  the  first  day  of  February. 

“7.  Every  candidate  must  undergo  a full 
and  satisfactory  written  and  oral  examina- 
tion on  each  branch  taught. 

“8.  He  must  submit  to  the  Secretary  of 
the  Faculty  on  or  before  the  1st  day  of  Feb- 
ruary an  acceptable  thesis  in  his  own  hand- 
writing, on  some  subject  connected  with 
medicine.” 

A gold  medal  was  offered  annually  by 
Professor  Ayres  to  the  student  of  the  class 
graduating  in  anatomy  who,  during  the  ses- 
sion, did  the  best  general  work  in  the  de- 
partment. Students  were  warned  that  the 
members  of  the  faculty  would  devote  a por- 
tion of  each  day  to  examinations  on  the  sub- 
jects of  past  lectures,  and  that  special 
quizzes  would  be  held  also  during  the  term 
on  the  different  subjects  taught.  Total  fees 
were  $50.00  plus  a $25.00  diploma  fee. 

Opening  exercises  were  held  at  the  College 
on  October  10,  1881,  in  the  “upper  amphi- 
theatre.” Attorney  John  C.  Cowin  delivered 
the  dedicatory  address.  Three  days  later  a 
meeting  was  called  in  Dr.  Denise’s  office  to 
“consult  in  regard  to  hospital  privileges.” 
The  situation  was  critical  in  view  of  the 
fact  that  a patient  had  come  in  for  surgical 
treatment  and  there  was  no  place  to  put 
him!  Dr.  Leisenring  moved  that  a com- 
mittee of  five  be  appointed,  of  whom  the 
President  was  to  be  one,  to  visit  the  Rt. 
Rev.  James  O’Connor,  Bishop  of  the  Cath- 
olic Church,  for  the  purpose  of  settling  hos- 
pital matters.  The  committee  was  to  call 
on  the  Bishop  at  8:00  P.M.  that  evening 
and  they  agreed  to  meet  a half  hour  prior 
to  that  time,  obviously  for  a briefing  ses- 
sion. The  secretary’s  record  does  not  report 
what  happened  to  the  patient ; however,  two 
days  later,  on  October  15,  the  Board  met 
and  accepted  the  following  resolution; 

“Resolved  that  we  as  Board  of  Trustees 
accept  the  pi’oposition  of  Bishop  O’Connor 
— namely  to  receive  the  small  house  owned 
by  Mr.  Creighton  immediately  west  of  the 
College,  for  Hospital  purposes,  on  the  terms 


proposed  that  they  furnish  the  building; 
nursing  and  feeding  to  be  done  by  the  Sis- 
ters ; we  to  furnish  a student  as  night  nurse 
with  the  consideration  that  he  take  care 
of  the  property;  they  to  furnish  him  with 
board  and  lodging;  with  the  understanding 
that  as  soon  as  the  new  Hospital  Building 
is  completed  we  as  a Faculty,  shall  have 
entire  control  of  the  Medical  and  Surgical 
Department  of  the  same.  In  the  event  of 
present  active  medical  attendants  withdraw- 
ing from  St.  Joseph’s  Hospital,  in  the  City 
of  Omaha,  we  shall  have  control  of  that 
also.”® 

During  the  first  school  year,  1881-1882, 
the  Board  was  beset  with  problems.  Stu- 
dents requested  that  they  be  exempt  from 
certain  requirements.  The  janitor  resigned. 
Snap  locks  would  be  put  on  faculty  rooms. 
One  student  desired  to  be  excused  from  dis- 
secting. Dr.  Carter’s  monthly  fee  came 
under  discussion.  The  secretary  reported 
that  the  telephone  company  would  charge 
$5.50  per  month  for  one  telephone,  the  in- 
strument to  be  removed  at  the  end  of  the 
school  year.  Dr.  Ayres  presented  the  prob- 
lem of  co-education  of  the  sexes,  the  ladies 
“having  requested  separate  lectures  in  ob- 
stetrics.” The  following  resolution  was 
passed : “Resolved  that  no  distinction  be 

made  by  the  professors  in  their  teaching 
on  account  of  sex  and  that  the  secretary 
be  requested  to  so  inform  the  lady  stu- 
dents.”® The  secretary  was  instructed  to 
request  the  City  Council  to  locate  a fire 
hydrant  near  the  college  building. 

But  the  growing  pains  experienced  by  the 
infant  college  did  not  dampen  the  spirit  or 
enthusiasm  of  the  promoters.  The  Omaha 
Medical  College  annual  announcement  for 
the  second  session,  1882-1883,  carried  the 
following  proclamation : “In  the  fall  of 

1880,  there  was  inaugurated  in  Omaha,  a 
preparatory  school  under  the  name  of  the 
‘Nebraska  School  of  Medicine.’  Instruction 
was  given  for  five  months  with  a complete 
course  of  lectures  in  the  different  depart- 
ments of  Medicine  and  Surgery.  The  success 
of  this  school  far  exceeded  the  most  sanguine 
expectations  of  its  founders,  and  convinced 
them  that  a well-equipped  Medical  College 
is  actually  demanded  by  the  rapidly  increas- 
ing population  of  Nebraska  and  contiguous 
States  and  Territory.  With  this  experience 
the  Faculty  in  May,  1881,  organized  and 
incorporated  under  the  Laws  of  Nebraska, 
the  Omaha  Medical  College.  In  sending  forth 
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this,  the  second  annual  announcement,  it  is 
with  pleasure  that  they  can  assure  the  pro- 
fession and  the  students  of  medicine  in  the 
territory  tributary  to  Omaha,  that  all  ar- 
rangements have  been  completed  to  conduct 
a college,  with  advantages  second  to  none 
in  the  western  states.”® 

Normal  facultv  changes  were  experienced. 
In  January  of  1884,  however.  Dr.  Mercer 
tendered  his  resignation  as  a member  of  the 
faculty  but  requested  that  he  be  allowed  to 
retain  his  place  on  the  Board  of  Trustees. 
There  had  been  considerable  discussion  re- 
garding candidates  for  graduation  and  Dr. 
IMercer  considered  the  situation  serious 
enough  to  recommend  that  the  College  be 
closed.  After  a “cooling  off”  period  of  a 
week  the  subject  was  discussed  again  and 
it  was  decided  that  Dr.  Mercer  had  no  cause 
for  complaint.  The  ultimate  result  was  that 
on  February  29,  1884  the  Board  of  Trustees 
of  the  Omaha  Medical  College  accepted  the 
withdrawal  of  Dr.  Mercer  from  all  activities 
of  the  Omaha  Medical  College,  and  they 
picked  up  the  stock  he  held.  The  stock  was 
later  purchased  by  Dr.  L.  F.  McKenna  who 
was  elected  to  the  Chair  of  Internal  Medi- 
cine. Dr.  Mercer  had  been  a prime  mover 
in  establishing  the  Omaha  Medical  College 
and  the  first  stockholder  to  withdraw.  He 
established  the  first  hospital  in  Omaha  and 
served  as  a surgeon  for  the  Union  Pacific 
Railroad.  After  twenty  years  of  practice  in 
Omaha,  accumulating  many  outside  bus- 
iness interests,  in  1886  he  gave  up  the  prac- 
tice of  medicine  and  devoted  his  full  time 
to  the  promotion  of  local  transportation  and 
public  utilities. 

The  withdrawal  of  Dr.  Mercer  from  the 
Medical  College  was  a Board-shaking  affair, 
but  the  action  seemed  to  have  little  effect 
upon  the  activities  of  the  College. 

Dr.  William  F.  Milroy  became  a member 
of  the  faculty  of  the  Omaha  Medical  College 
in  the  fall  of  1884.  While  Professor  of 
Clinical  Medicine  and  Physical  Diagnosis 
and  a member  of  the  Board  of  Trustees, 
he  gained  fame  for  his  classic  description 
of  hereditary  oedema,  the  condition  now 
known  as  Milroy ’s  disease.^® 

From  its  inception  the  college  was  faced 
not  only  with  the  task  of  assembling  an 
adequate  faculty  in  order  that  the  constant 
demands  for  improved  medical  education 
could  be  met,  but  its  Board  of  Trustees  also 
had  the  ever  present  need  of  physical  plant 


and  equipment  with  which  to  cope.  As  the 
course  of  study  broadened,  the  requirements 
of  equipment  and  housing  kept  pace.  It 
would  appear  that  this  latter  problem  was 
met  exceptionally  well  throughout  the  years. 

The  original  college  building,  located  on 
the  southwest  corner  of  Mason  and  Elev- 
enth Streets  adjoining  St.  Joseph  Hospital, 
was  a two-story  frame  structure.  It  con- 
tained two  large  rooms,  a laboratoiy,  a 
library  and  museum  room,  a patients’  room, 
a dissecting  room,  and  an  anatomist’s 
room.  It  was  said  to  be  “fitted  up  with 
every  convenience  that  pertains  to  a well- 
equipped  medical  college.”®  By  the  fall  of 
1886  the  college  was  moved  to  Twelfth  and 
Pacific  Streets.  More  equipment  was  in- 
stalled, and  improvements  were  made  in  the 
chemistry  laboratory  so  as  to  enlarge  it  and 
improve  its  efficiency.  The  bulletin  invited 
comparison  of  this  school  with  any  in  the 
country. 

The  mortgage  on  the  college  building  had 
been  paid  off,  reflecting  the  sound  financial 
management  of  the  corporation.  The  strong 
academic  standing  was  demonstrated  by  the 
increasing  number  of  students  who  enrolled, 
despite  the  fact  that  a second  medical  school 
had  been  established  in  the  city.  By  1893  a 
brick  and  stone  building  was  erected  at 
Twelfth  and  Pacific  Streets  on  the  site  of 
the  old  one.  The  new  building  was  four 
stories  in  height;  it  included  a basement; 
it  was  50  by  70  feet  in  dimensions;  and 
it  cost  '$20,000.  The  first  floor  consisted 
of  a large  students’  lobby,  six  clinic  rooms, 
a reception  room,  20  by  36  feet,  for  patients, 
faculty  and  drug  rooms.  The  second  floor 
was  divided  into  a large  lecture  hall  with 
seating  capacity  of  225,  professors’  and 
patients’  rooms,  a museum  and  students’ 
reading  room,  and  the  chemical  laboratory. 
The  third  floor  contained  the  dissecting 
room,  30  by  35  feet,  a microscopical  room, 
a prosector’s  and  chemists’  room,  and  a 
smaller  lecture  room  with  a seating  capacity 
of  125.  The  entire  building  was  heated  by 
steam  and  lighted  with  electricity.  The 
annual  catalogs  stressed  the  luxury  of  the 
“modern  plumbing.” 

Clinical  facilities  were  excellent  with  St. 
Joseph  Hospital  adjacent  to  the  college;  the 
free  dispensary  of  the  college  and  the  pri- 
vate practice  of  the  professors  offered 
abundant  teaching  material.  Operations 
were  performed  before  the  class  both  in  the 
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college  and  the  surgery  of  the  hospital. 
Advanced  students  were  required  to  accom- 
pany the  clinical  lecturers  to  the  hospital 
wards  and  cases  were  assigned  to  the  classes 
for  diagnosis  and  treatment.  Through  ar- 
rangements made  by  faculty  members,  cases 
of  accident  occurring  under  the  management 
of  the  Union  Pacific  Railroad  Company  and 
the  sick  under  the  care  of  the  city  were 
available  for  study. 

In  1888  Douglas  County  Hospital  and  St. 
Bernard’s  Hospital  of  Council  Bluffs,  Iowa, 
became  teaching  affiliates  of  the  College. 
Two  years  later  Bishop  Clarkson  Hospital 
and  Immanuel  Hospital,  the  latter  having 
a school  of  nursing,  were  added  to  the  grow- 
ing source  of  teaching  material.  The  work 
being  done  at  the  College,  according  to  the 
annual  announcement  for  1890-1891,  was  so 
“appreciated  by  the  profession  and  the  peo- 
ple of  the  Northwest  that  patients  are  con- 
stantly being  sent  to  this  city  for  diagnosis, 
treatment  and  surgical  operations  from  the 
large  tendtory  that  is  naturally  tributary 
to  the  city.’’  In  1892,  St.  Joseph  Hospital 
was  no  longer  available  for  teaching  pur- 
poses, but  the  Methodist-Episcopal  Hospital, 
offering  clinical  instruction  in  general  sur- 
gery and  diseases  of  the  ear  and  eye,  and 
the  Presbyterian  Hospital  continued  to 
strengthen  the  bedside  teaching  program. 

Dr.  C.  W.  M.  Poynter,  late  Dean  of  the 
University  of  Nebraska  College  of  Medicine, 
in  a manuscript"  he  was  preparing  at  the 
time  of  his  death,  called  attention  to  the 
fact  that  the  American  Medical  Association 
had  criticized  medical  schools  in  the  United 
States,  saying:  “There  are  not  a dozen 

schools  in  America  whose  curriculum  is  not 
largely  didactic.”  At  this  time  the  Omaha 
Medical  College  was  offering  ten  hours  per 
week  of  bedside  teaching. 

The  annual  announcement  stressed  the  ad- 
vantages of  training  in  the  “West”  for 
“Westerners.”  Students  came,  however, 
from  all  paids  of  the  country,  from  Maine 
to  California,  and  even  from  foreign  lands, 
with  matriculants  from  Germany  and 
China.  The  Union  Pacific  and  the  Burling- 
ton & Missouri  railroads  offered  half-fare 
rates  for  students  at  the  beginning  and 
end  of  the  academic  years.  Good  board  and 
lodging  could  be  obtained  from  $3.50  to 
$5.00  per  week  and  “clubbing  the  expense 
of  living”  was  encouraged.  The  Trustees 
constructed  a shower  bath  with  suitable 


dressing  rooms  adjoining  in  the  basement 
of  the  building  for  the  use  of  the  football 
team.  Recognizing  the  hardships  of  medi- 
cal students,  the  1900-1901  bulletin  consoled 
the  students:  “It  is  a well  known  fact  that 
among  medical  students  there  are  always 
those  whose  circumstances  do  not  enable 
them  to  lodge  in  the  most  opulent  quarters. 
Since  the  new  bath  in  the  college  building 
is  supplied  with  hot  as  well  as  cold  water,  it 
may  be  comfortably  used  throughout  the 
year  and  it  is  freely  at  the  disposal  of  any 
member  of  the  college  who  may  find  it 
agreeable.” 

By  the  turn  of  the  century,  the  tuition 
had  gone  up  to  $75.00  plus  a $10.00  exam- 
ination fee.  Entrance  at  this  time  required 
that  if  an  applicant  for  admission  had  not 
received  a high  school  or  normal  school 
training,  or  had  not  matriculated  in  a recog- 
nized college,  he  must  take  an  entrance 
examination  provided  by  the  rules  adopted 
by  the  Association  of  American  Medical  Col- 
leges. These  included  demonstration  of 
proficiency  in  English,  arithmetic,  algebra, 
physics,  and  Latin. 

In  1890  the  Trustees  and  Faculty  intro- 
duced an  important  change  in  the  length 
of  time  of  study  and  the  amount  and  char- 
acter of  studies  obligatory  for  graduation. 
These  changes  had  been  under  consideration 
for  a number  of  years.  Efforts  to  elevate 
the  legal  requirements  for  those  who  would 
practice  in  Nebraska  had  been  successful. 
The  Legislature  of  Nebraska  enacted  a law, 
one  provision  of  which  was  that  no  person 
could  enter  upon  practice  of  medicine  in 
Nebraska  who  had  not  graduated  from  a 
medical  college  requiring  three  full  courses 
of  lectures  of  six  months  duration  each 
before  graduation.  The  Omaha  Medical 
College  was  able  to  carry  out  its  long  cher- 
ished plan  of  adopting  a graded  course  of 
three  years  duration.  In  the  year  1896-1897 
the  Board  of  Trustees  announced  the  inaug- 
uration of  a four-year  course  with  the  en- 
suing session.  This  was  in  compliance  with 
the  rules  and  regulations  of  the  Association 
of  American  Medical  Colleges  and  of  various 
State  Boards  of  Health. 

The  Omaha  Medical  College  remained  a 
private  venture  throughout  its  existence, 
although  from  time  to  time  the  Board  of 
Trustees  entered  into  agreements  whereby 
it  was  known  as  the  medical  department 
of  another  institution.  In  1884  the  Board 
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passed  a resolution  providing  for  an  affilia- 
tion with  the  Methodist  Episcopal  College 
of  Nebraska,  at  York,  Nebraska,  as  the  med- 
ical department  of  that  College.  Each  school 
retained  its  separate  internal  control,  and 
there  was  no  financial  connection.  The  as- 
sociation was  apparently  dissolved  in  1887 
and  the  Omaha  Medical  College  again  be- 
came an  independent  school.  It  remained 
so  until  1890,  when  the  Board  of  Trustees 
announced  a union  with  the  University  of 
Omaha  as  its  medical  department.  Appar- 
ently the  affiliation  did  little  to  increase 
the  prestige,  according  to  Poynter’s  docu- 
ment.“  He  points  out  that  the  proprietary 
schools  had  ceased  to  be  profitable,  and  that 
many  of  them  had  closed.  With  advancing 
standards  for  medical  education,  tuitions 
would  no  longer  meet  the  expense  of  a med- 
ical college,  and  the  better  schools  were 
becoming  integral  departments  of  the  uni- 
versities and  supported  by  them.  The  Oma- 
ha University  was  not  in  a position  to  assist 
the  medical  college  financially,  and  the  in- 
crease in  its  student  enrollment  only  added 
to  its  embarrassment. 

The  leading  members  of  the  faculty, 
appreciating  their  difficulties,  began  a nego- 
tiation with  the  Board  of  Regents  of  the 
University  of  Nebraska  to  take  over  the 
college.  In  July  1902  an  agreement  of 
affiliation  with  the  University  of  Nebraska 
was  completed,  which  provided  for  the  first 
two  years  of  instruction  at  Lincoln  and  the 


last  two  years  of  instruction  at  the  Omaha 
Medical  College  which  thereby  became  the 
College  of  Medicine  of  the  University  of 
Nebraska  and  an  integral  part  of  the  Uni- 
versity. By  recognizing  that  metropolitan 
Omaha  would  provide  the  greatest  source 
of  clinical  material  in  the  state,  the  Univer- 
sity’s decision  to  sponsor  medical  training 
in  Omaha  assured  that  city’s  future  as  a 
medical  center. 
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E ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
March  12,  Broken  Bow,  Elks  Club 
March  26,  McCook,  St.  Catherine’s  Hos- 
pital 

April  9,  Ainsworth,  Elementary  Grade 
School 

April  23,  Ogallala,  Elks  Club 

ANNUAL  SESSION  OF  THE  NEBRASKA 
STATE  MEDICAL  ASSOCIATION— 
April  25-28,  1960,  Hotel  Cornhusker,  Lin- 
coln. 

AMERICAN  COLLEGE  OF  SURGEONS 
46TH  ANNUAL  CLINICAL  CONGRESS 
— October  10-14,  1960,  in  San  Francisco, 
California.  For  infoiTnation  write;  Dr. 
William  E.  Adams,  Secretary,  American 
College  of  Surgeons,  40  East  Erie  Street, 
Chicago  11,  Illinois. 

AMERICAN  COLLEGE  OF  PHYSICIANS, 
NEBRASKA  CHAPTER  — Will  hold  its 
14th  Annual  Regional  Meeting  March  19, 
1960,  in  Lincoln,  at  Hotel  Cornhusker,  at 
2 :00  p.m.  Doctor  Howard  P.  Lewis,  Pres- 
ident of  the  American  College  of  Physi- 
cians, will  be  the  guest  and  main  speaker. 

THE  SOCIETY  OF  INTERNAL  MEDI- 
CINE, NEBRASKA  CHAPTER  — Will 
meet  March  19,  1960,  in  Lincoln,  at  Hotel 
Cornhusker,  at  10 :00  a.m.  There  will  be 
a business  luncheon  at  noon. 

THE  THIRD  INTERNATIONAL  CON- 
GRESS OF  PHYSICAL  MEDICINE  — 
August  21-26,  1960,  inclusive;  Mayflower 
Hotel,  Washington,  D.C. 

THE  EIGHTH  CONGRESS  OF  THE  PAN- 
PACIFIC SURGICAL  ASSOCIATION— 
September  27  through  October  5,  1960; 
Honolulu,  Hawaii.  Dr.  F.  J.  Pinkerton, 
Director  General,  Suite  230,  Alexander 
Young  Building,  Honolulu  13. 

OMAHA  MID -WEST  CLINICAL  SO- 
CIETY, 1960  SESSIONS  — October  31 
through  November  3,  1960. 

An  Expression  of  Responsibility — 

The  following  letter  harks  right  back  to 
The  Oath  of  Hippocrates.  “To  reckon  him 
who  taught  me  this  art  equally  dear  to  me 
as  my  parent,  to  share  my  substance  with 
him  and  relieve  his  necessities  if  required, 
to  regard  his  offspring  as  on  the  same  foot- 
ing with  my  own  brothers,  and  to  teach  them 


this  art  if  they  should  wish  to  learn  it,  with- 
out fee  or  stipulation,  and  that  by  precept, 
lecture  and  every  other  mode  of  instruction, 
I will  impart  a knowledge  of  the  art  to  my 
own  sons  and  to  those  of  my  teachers,  and 
to  disciples  bound  by  stipulation  and  oath, 
according  to  the  law  of  medicine  . . .” 

It  is  to  be  hoped  that  many  more  dollars, 
perhaps  presently  unproductive,  may  be  put 
to  work  in  this  worthy  cause.  The  letter 
follows : 

Mr.  M.  C.  Smith 

Executive  Secretary 

Nebraska  State  Medical  Association 

1315  Sharp  Building 

Lincoln,  Nebi-aska 

Dear  Mr.  Smith: 

It  was  voted  at  the  last  meeting  of  the 
Southwestern  Nebraska  Medical  Society  to 
donate  $500.00  to  the  student  loan  fund  of 
the  Nebraska  Medical  Association  Founda- 
tion. Would  you  let  me  know  to  whom  I 
should  make  the  check  payable. 

Yours  truly, 

L.  E.  Dickinson,  Jr.,  M.D. 
(Dated  December  18,  1959). 

DELEGATE’S  REPORT 

TRANSACTIONS  of  the  HOUSE 
of  DELEGATES  of  the 
AMERICAN  MEDICAL 
ASSOCIATION 

13TH  CLINICAL  MEETING 

December  1 - 4,  1959 
Dallas,  Texas 

From  the  standpoint  of  hotel  and  audi- 
torium accommodations  for  the  Clinical 
Meeting  of  the  American  Medical  Associa- 
tion as  well  as  most  sincere  hospitality  and 
fruitful  efforts  on  the  part  of  the  members 
of  the  Texas  Medical  Association  and  the 
Dallas  County  Medical  Society  in  planning 
and  effecting  arrangements,  the  meeting 
could  not  have  been  improved.  Approxi- 
mately 5000  were  registered  for  the  Clinical 
Sessions,  over  half  of  whom  were  physi- 
cians. 

The  Clinical  Sessions  opened  officially  on 
November  30th,  but  for  some  of  us,  includ- 
ing myself,  the  opening  date  was  November 
27th.  December  1st  to  3rd  found  the  House 
of  Delegates  in  session,  the  House  meeting 
December  1st  and  3rd,  and  Reference  Com- 
mittees of  the  House  on  December  2nd. 
There  was  a one  hundred  per  cent  attend- 
ance of  the  208  Delegates,  representing  the 
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fifty  States,  specialty  sections,  and  Govern- 
ment services. 

Incidentally  I might  add  here  rather  than 
later  that  the  House  decided,  on  recommen- 
dation of  the  Speaker,  that  future  Interim 
meetings  of  the  House  will  be  held  on  Mon- 
day, Tuesday  and  Wednesday,  rather  than 
on  Tuesday,  Wednesday  and  Thursday.  In 
the  opinion  of  your  Delegates  this  is  a real 
step  forward  in  that  it  will  permit  Delegates 
time  for  attending  at  least  some  of  the  Gen- 
eral Sessions  as  well  as  viewing  the  Scien- 
tific and  Technical  Exhibits.  It  must  be  re- 
membered that  many  members  of  the  House 
must  be  in  the  city  of  the  meeting  three  or 
four  days  prior  to  the  official  opening  be- 
cause of  duties  incident  to  Council  and  Com- 
mittee responsibilities. 

Following  the  Call  to  Order  by  the  Speak- 
er, the  Invocation  was  given  by  Dr.  Willis 
M.  Tate,  President  of  Southern  Methodist 
University.  The  Preliminary  Report  of  the 
Reference  Committee  on  Credentials  and  the 
Report  of  the  Reference  Committee  on  Rules 
and  Order  of  Business  were  read  by  the  re- 
spective Chairmen  of  the  Committees  and 
approved.  The  Minutes  of  the  Annual  Ses- 
sion held  in  Atlantic  City,  June  1959,  were 
then  approved  as  printed  in  the  Journal  of 
the  American  Medical  Association. 

The  next  Order  of  Business  was  the  nam- 
ing of  the  1959  General  Practitioner  of  the 
Year,  Chesley  M.  Martin  of  Elgin,  Okla- 
homa. All  members  of  the  House,  including 
the  audience,  were  most  impressed  with  the 
achievements  of  Doctor  Martin,  not  only  as 
a general  practitioner  over  a period  of  44 
years  in  Elgin,  Oklahoma,  but  as  an  all- 
around  citizen  as  well.  If  you  will  but  read 
Doctor  Martin’s  biography  (J.A.M.A.,  Dec. 
19,  1959,  Vol.  171,  No.  16,  Page  147/2225), 
you  will  realize  why  this  man  of  medicine 
has  received  so  many  accolades  from  his  city 
and  state  and  now  one  of  the  outstanding 
awards  of  the  American  Medical  Associa- 
tion. Doctors  Best,  Leininger  and  myself 
were  in  full  accord,  in  discussing  the  career 
of  Doctor  IMartin,  that  too  many  of  us  in  the 
practice  of  medicine  give  much  too  little  at- 
tention to  the  responsibilities  of  citizenship 
and  that  if  more  physicians  were  to  take 
part,  not  only  in  medical  but  in  civic  affairs 
as  well,  the  practice  of  medicine  as  a whole 
would  be  greatly  benefited. 

Next  in  order  was  an  address  by  the 
President  of  the  American  Medical  Associa- 


tion, Dr.  Louis  M.  Orr  of  Orlando,  Florida. 
His  presentation  beautifully  outlined  what 
in  his  opinion  are  the  overall  responsibilities 
of  all  practicing  physicians,  pointing  out 
that  physicians  fall  down  on  the  job  when 
they  do  not  interest  themselves  in  politics, 
public  affairs,  and  community  life.  Doctor 
Orr  is  of  the  opinion  that  if  more  physicians 
would  take  active  part  in  these  affairs  they 
would  be  in  a better  position  to  present  to 
laymen  the  ideals  and  policies  of  American 
Medicine,  which,  if  done,  would  stimulate  in- 
terest and  thereby  sympathetic  understand- 
ing and  support. 

Dr.  E.  Vincent  Askey,  President  Elect  of 
the  American  Medical  Association,  was  next 
introduced  and  in  few  words  assured  the 
House  that  he  would  give  his  all  to  the 
many-times-enunciated  policies  of  American 
Medicine. 

Norman  A.  Welch,  M.D.,  immediate  past 
Vice  Speaker  and  now  Speaker  of  the  House, 
followed  with  remarks  and  made  recom- 
mendations which  I am  sure  will  expedite 
the  work  hours  of  the  members  of  the 
House.  His  suggestions  were  adopted  unan- 
imously. 

There  followed  what  to  my  mind  was  a 
great  waste  of  time  — the  political  ap- 
proaches of  two  of  Texas’  most  endeared 
figures  in  national  politics.  Your  Delegates 
are  unanimous  in  believing  that  the  appear- 
ance before  the  House  of  Delegates  of  polit- 
ical aspirants  to  office,  whether  at  the  local, 
state  or  national  level,  should  be  eliminated. 

During  the  sessions  of  the  House,  a total 
of  44  resolutions  was  introduced.  Those 
labeled  “No  Action”  or  “Disapproved”  by 
the  respective  Reference  Committees  were 
accepted  as  such  by  the  House  with  little  or 
no  comment. 

To  comment,  event  briefly,  on  all  of  the 
resolutions  introduced  would  render  this  re- 
port much  too  lengthy.  However  I would 
like  to  take  up,  at  least  in  part,  those  which 
in  the  opinion  of  your  Delegates  constituted 
the  important  decisions  made  by  your 
House. 

Freedoom  of  choice  — The  greatest  con- 
troversy in  the  Reference  Committee  and 
on  the  floor  of  the  House  had  to  do  with 
“Freedom  of  Choice.”  You  will  remember 
that  in  June,  1959,  the  House  adopted  the 
report  of  the  Commission  on  Medical  Care 
Plans,  including  the  following  two  recom- 
mendations : 
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(1)  “The  American  Medical  Associa- 
tion believes  that  free  choice  of  physician 
is  the  right  of  eveiy  individual  and  one 
which  he  should  be  free  to  exercise  as  he 
chooses. 

(2)  “Each  individual  should  be  accord- 
ed the  privilege  to  select  and  change  his 
physician  at  will  or  to  select  his  preferred 
system  of  medical  care,  and  the  American 
Medical  Association  vigorously  supports 
the  right  of  the  individual  to  choose  be- 
tween these  alternatives.” 

These  two  statements  were  reaffii*med. 

Controversy,  however,  broke  out  relative 
to  an  additional  statement  “in  order  to  clar- 
ify and  strengthen”  the  position  of  the 
House  on  the  issue  of  freedom  of  choice  of 
physician.  The  Reference  Committee  com- 
posed such  a statement  and  presented  it  to 
the  House.  The  wording  of  the  Reference 
Committee  was  not  acceptable  to  some  of 
the  members  of  the  House  and  an  alternate 
statement  was  offered  from  the  floor,  which 
reads  as  follows: 

(3)  “Lest  there  be  any  misinterpre- 
tation, we  state  unequivocally  that  the 
American  Medical  Association  firmly  sub- 
scribes to  freedom  of  choice  of  physician 
and  free  competition  among  physicians 
as  being  prerequisites  to  optimal  med- 
ical care.  The  benefits  of  any  system 
which  provides  medical  care  must  be 
judged  on  the  degree  to  which  it  allows 
of,  or  abridges,  such  freedom  of  choice 
and  such  competition.”  Adopted. 

Scholarship  Program  — This  particular 
subject  should  be  all  important  to  all  physi- 
cians, the  aims  and  purposes  of  which  are 
to  further  increase  the  number  of  graduates 
from  medical  colleges  so  that  future  med- 
ical care  needs  of  the  rapidly  increasing 
population  of  the  United  States  may  be 
fulfilled.  Because  of  the  importance  of  this 
program,  the  House  approved  the  creation 
of  a special  committee,  the  duties  of  which 
will  be  to  conduct  a special  study  and  come 
forth  with  recommendations  to  the  House 
during  the  Annual  Session,  June,  1960,  rela- 
tive to  the  following  points : 

“1.  Present  a scholarship  program, 
its  development,  administration  and  the 
role  of  the  American  Medical  Association 
in  fulfilling  it. 

“2.  Ascertain  the  maximum  to  which 


medical  schools  could  expand  their  student 
enrollment  and  maintain  the  high  quality 
of  medical  education. 

“3.  Ascertain  what  universities  can 
support  new  medical  schools  with  quali- 
fied students  and  sufficient  clinical  ma- 
terial for  teaching  — either  on  a two- 
year  or  a full  foui’-year  basis. 

“4.  Investigate  the  securing  of  compe- 
tent medical  faculties. 

“5.  Investigate  financing  of  expansion 
of  existing  facilities  and  establishment  of 
new  medical  schools. 

“6.  Investigate  financing  of  medical 
education  in  order  to  ascertain  the  most 
economical  methods  for  procuring  the 
highest  quality  of  medical  training. 

“7.  Develop  methods  of  recruiting  well- 
qualified  students  to  undertake  the  study 
of  medicine. 

“8.  Investigate  the  possibility  of  re- 
laxing rigid  geographical  restrictions  of 
medical  schools  for  the  admission  of  stu- 
dents.” 

American  Osteopathic  Association  — The 
Board  of  Trustees  announced  that  a liaison 
committee  had  been  appointed  by  the  Board 
to  meet  with  a similar  committee  appointed 
by  the  American  Osteopathic  Association. 
The  purposes  of  this  joint  committee  are  to 
consider  matters  of  common  concern. 

Home  for  aged  and  retired  physicians — 
This  resolution  recommended  that  a study 
be  made  as  to  the  need  and  feasibility  of 
establishing  such  a home.  Adopted. 

Guides  for  medical  care  in  nursing  homes 
and  related  facilities,  as  offered  by  the  Coun- 
cil on  Medical  Service,  was  adopted. 

Non-service-connected  disabilities  — An- 
other resolution  had  to  do  with  a protest  to 
the  Veterans  Administration  relative  to  pa- 
tients admitted  to  VA  Hospitals  for  non- 
service-connected disabilites.  Your  Delegate 
has  heard  many,  many  resolutions  down 
through  the  years  voicing  the  same  senti- 
ments, and  in  reflection  none  of  them  have 
been  of  much  avail. 

Blue  Shield  — The  House  reiterated 
A.M.A.  support  of  the  Blue  Shield  concept 
of  voluntary  prepayment  health  insurance. 
Out  of  considerable  discussion  in  the  Refer- 
ence Committee,  none  on  the  floor,  the  Ref- 
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erence  Committee  recommended  that  the 
Council  on  Medical  Sei-xhce  make  recommen- 
dations at  the  Annual  Sessions  in  June, 
1960,  concerning  a policy  statement  bn 
A.M.A.  relationship  with  Blue  Shield  Plans. 

Foreign  medical  graduates  — The  recom- 
mendations of  the  Educational  Council  for 
Foreign  Medical  Graduates  were  endorsed, 
this  having  to  do  with  local  problems  in- 
volved in  the  July  1,  1960,  deadline  for 
certification  of  foreign  medical  graduates. 
This  particular  item  especially  concerns  all 
Licensure  Boards  in  that  a great  many  of 
the  foreign  graduates  are  American  citizens 
who,  under  the  G.I.  Bill  of  Rights  have  re- 
ceived their  medical  education  in  foreign 
medical  schools,  some  of  which  are  not  rec- 
ognized by  State  Licensure  Boards.  This 
particular  item  has  far-reaching  political 
implications,  which  should  be  obvious  to  all 
reading  this  report. 

Forand  type  of  legislation  — Your  House 
of  Delegates  recommended  that  all  indi- 
vidual physicians,  state  and  local  medical 
societies  wage  “a  vigorous,  dynamic  and  un- 
compromising fight”  so  that  this  type  of 
legislation  will  be  defeated. 

Section  on  surgery  — Another  resolution 
which  should  be  interesting  to  surgeons  had 
to  do  with  the  change  of  title  of  the  Section 
on  Surgery,  General  and  Abdominal,  to  the 
Section  on  General  Surgery.  This  resolu- 
tion was  unanimously  adopted. 

Physician-hospital  relations  — The  House 
received  12  resolutions  on  the  subject  of 
relationships  between  physicians  and  hos- 
pitals. To  resolve  any  doubt  about  its  posi- 
tion, the  House  did  not  act  upon  any  of 
the  resolutions  but  instead  reaffirmed  the 
1951  “Guides  for  Conduct  of  Physicians  in 
Relationships  with  Institutions.”  It  also  de- 
clared that  “all  subsequent  or  inconsistent 
actions  are  considered  superseded.” 

The  following  recommendations  were 
adopted  also:  “(1)  the  House  of  Delegates 
acknowledge  the  need  to  strengthen  rela- 
tionships with  hospitals  by  action  at  state 
and  local  levels,  (2)  the  Board  of  Trustees 
of  the  Association  continue  to  maintain  liai- 
son with  the  Board  of  Trustees  of  the  Amer- 
ican Hospital  Association,  and  (3)  the  Coun- 
cil on  Medical  Service  review  this  entire 
problem  to  ascertain  if  there  have  been 
actions  inconsistent  with  the  1951  Guides.” 

American  Medical  Education  Foundation 


— Six  State  Medical  Societies  presented  to 
the  American  Medical  Education  Founda- 
tion approximately  $250,000,  namely:  Cali- 
fornia $156,562;  Indiana  $35,570;  New  York 
$19,546;  Utah  $10,355;  New  Jersey  $10,000; 
and  Arizona  $9,263. 

Forensic  medicine  — A resolution  urging 
all  medical  schools  to  include  in  their  cur- 
ricula a course  on  social,  political  and  eco- 
nomic aspects  of  medicine  was  unanimous- 
ly adopted.  I am  happy  to  state  that  this 
coverage  has  been  in  vogue  at  Creighton 
University  School  of  Medicine  and  the  Uni- 
versity of  Nebraska  College  of  Medicine  for 
the  past  eight  years. 

Immunization  — A resolution  unanimous- 
ly adopted  was  pointed  to  the  need  for  all 
physicians  to  recommend  to  their  patients 
immunization  against  tetanus,  poliomyelitis 
and  all  other  diseases  for  which  immuniza- 
tion is  now  available  and  believed  benefi- 
cial. 

Recommendations 

1.  That  every  physician  in  our  Associa- 
tion interest  himself  and  participate 
in  civic  affairs. 

2.  That  all  members  of  the  Association 
follow  the  program  of  the  newly-ap- 
pointed committee  having  to  do  with 
the  medical  school  scholarship  pro- 
gram. 

3.  That  all  members  of  our  Association 
interest  themselves  in  the  problems 
having  to  do  with  the  aged,  one  of 
these  being  nursing  homes  and  re- 
lated facilities.  If  interested,  request 
from  the  Council  on  Medical  Service 
of  the  American  Medical  Association 
a copy  of  “Guides  for  Medical  Care 
in  Nursing  Homes  and  Related  Facil- 
ities.” 

4.  That  all  members  of  the  Association 
hold  themselves  ready  to  do  all  in 
their  power  in  opposing  Forand  type 
of  legislation. 

5.  That  the  Nebraska  State  Medical  As- 
sociation give  further  consideration 
to  the  accumulation  of  a fund  which 
would  be  presented  to  the  American 
Medical  Education  Foundation. 

6.  That  all  members  of  the  Association 
do  all  in  their  power  to  convince  the 
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citizens  of  the  State  of  the  need  for 
immunization  against  disease,  espe- 
cially poliomyelitis. 

Respectfully  submitted, 

j.  D.  McCarthy,  m.d.. 
Delegate 

Hospital  Research  Project 

Nebraska  hospitals,  especially  those  lo- 
cated in  rural  areas,  will  come  under  exam- 
ination in  a research  project  which  is  being 
supported  by  the  U.S.  Public  Health  Service. 
Emphasis  in  the  research  will  be  placed  on 
attempting  to  ascertain  some  of  the  factors 
involved  in  the  efficiency  and  effectiveness 
of  rural  hospitals.  It  is  hoped  that  one  of 
the  outcomes  of  the  research  will  be  to  pro- 
vide us  with  information  from  which  evalua- 
tions of  medical  and  hospital  care  can  be 
made. 

Two  men,  located  at  the  University  of 
Nebraska,  are  directing  the  research.  They 
are  Richard  A.  Kurtz  (Ph.D.  in  Sociology), 
and  Donald  E.  Saathoff  (M.A.  in  Hospital 
Administration).  According  to  the  research- 
ers, the  study  has  been  divided  into  three 
phases  as  follows: 

1.  A report  describing  the  hospital  sit- 
uation in  Nebraska  as  it  now  exists. 
Data  from  the  “Application  for  Licen- 
sure” questionnaire,  which  is  distrib- 
uted annually  by  Mr.  Verne  Pang- 
born,  as  well  as  data  from  several 
other  sources,  will  be  utilized.  This 
report  will  be  completed  within  the 
next  few  months,  and  will  be  avail- 
able to  physicians,  hospital  adminis- 
trators, nurses,  and  other  interested 
community  members. 

2.  A detailed  analysis  of  three  rural  Ne- 
braska communities  and  hospitals,  lo- 
cated in  the  Northwest,  Southwest, 
and  Central  part  of  the  state.  To 
gather  this  data,  two  graduate  stu- 
dents will  be  located  in  each  of  the 
three  communities,  one  to  study  the 
community,  and  one  to  study  the  hos- 
pital. In  these  case  studies,  hospital- 
community  relations  will  be  empha- 
sized. 

3.  An  intensive  questionnaire  - survey 
which  will  be  based  in  part  on  the 
findings  of  the  first  two  phases.  Pres- 
ent plans  indicate  that  staff  physi- 
cians, administrators,  nurses,  and 


trustees  may  be  asked  to  participate 
in  this  phase. 

Kurtz,  who  is  a member  of  the  Nebraska 
Central  Committee  of  the  White  House 
Conference  for  the  Aging,  has  indicated  that 
present  plans  also  call  for  some  attention 
to  be  given  to  the  old  age  situation  in  Ne- 
braska. This  includes  attempting  a determ- 
ination of  the  influences  of  the  elderly  on 
hospitals,  and  the  role  of  nursing  homes  in 
the  state. 

ADDRESS  OF  THE  PRESIDENT 

to  North  Central  Medical 
Conference* 

November  22,  1959 

ARTHUR  J.  OFFERMAN 
Omaha,  Nebraska 

Members  of  the  Conference  and  Guests: 

It  is  indeed  a privilege  and  a pleasure  to 
serve  as  President  of  the  North  Central 
Medical  Conference.  I thank  you  for  the 
honor  you  have  bestowed  upon  me.  " 

It  has  always  been  a great  pleasure  for 
me  to  journey  north  each  fall  to  attend  this 
meeting  and  to  renew  old  acquaintances  and 
to  meet  new  friends.  I think  it  is  one  of 
the  great  rewards  of  this  task  we  are  trying 
to  accomplish,  to  have  made  so  many  new 
friends  and  to  have  enjoyed  the  friendship 
and  companionship  of  so  many  fine  people. 

It  is  interesting  to  note  the  concurrent 
regional  meeting  of  the  Council  of  Medical 
Service  of  the  American  Medical  Associa- 
tion. It  is  also  interesting  to  know  that 
the  formation  of  the  Council  of  Medical 
Service  of  the  American  Medical  Associa- 
tion had  its  inception  in  the  North  Central 
Medical  Conference. 

We  have  had  a pleasant  and  profitable 
meeting  here  these  few  days  and  I am  cer- 
tain that  we  will  all  return  to  our  home 
areas  refreshed,  encouraged  and  better  in- 
formed and  equipped  to  meet  the  many  prob- 
lems confronting  us. 

I would  like  to  thank  our  most  gracious 
host,  the  Minnesota  State  Medical  Associa- 
tion, for  their  fine  wann  hospitality.  I 
would  like  to  especially  thank  Mr.  Harold 
Brunn,  executive  Secretary  of  the  Minnesota 
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state  Medical  Association,  for  his  untiring 
efforts  and  fine  work  in  arranging  the  de- 
tails of  this  program.  Harold  — we  “thank 
you.” 

I am  pleased  to  see  so  many  new  faces 
at  this  meeting.  I think  we  should  make 
a real  effort  in  our  respective  states  to  in- 
duce more  men  to  attend  this  meeting,  par- 
ticularly our  younger  men.  We  need  new 
blood  to  carry  on  the  objectives  of  this  Con- 
ference. 

We  have  had  a fine  program  here  today 
and  I’ll  try  to  be  brief  so  that  we  may  ad- 
journ on  time  in  order  that  you  may  catch 
your  trains  or  planes  and  get  started  for 
home. 

I would  like  to  make  some  comments  on 
\^oluntary  Health  Insurance,  particularly  the 
Plans  sponsored  by  medical  societies,  popu- 
larly known  as  Blue  Shield. 

You  will  be  interested  to  know  that  ac- 
cording to  the  1958  report  of  the  Health  In- 
surance Council,  the  Blue  Shield  Plans  with 
their  co-operating  Blue  Cross  Plans,  paid 
out  in  benefits,  for  hospital  and  medical  care 
in  1958,  a sum  as  great  as  all  the  800  in- 
surance companies  combined.  Blue  Cross 
and  Blue  Shield  paid  out  almost  two  billion 
dollars.  This  is  a great  public  trust,  and 
speaks  volumes  of  approval  and  confidence 
in  the  Plans  on  the  part  of  their  subscribers 
and  the  general  public. 

We  must  never  forget  that  the  public  in- 
terest comes  first,  and  if  we  faithfully  serve 
the  public  interest,  our  own  interest  will  be 
adequately  served.  The  fact  that  Blue  Cross 
and  Blue  Shield  are  currently  paying  out 
approximately  90  per  cent  of  premium  in- 
come in  the  foirni  of  benefits,  is  proof  posi- 
tive that  they  are  operating  in  the  public 
interest.  The  member  companies  of  the 
H.  I.  C.  and  other  commercial  carriers  are 
currently  paying  out  an  average  of  approx- 
imately 65  per  cent  of  premium  income. 

Freedom  is  not  free,  and  we  must  con- 
tinue to  make  sacrifices  of  our  o\\m  time. 
energ>"  and  convenience,  if  we  are  to  pre- 
serve our  freedoms  as  we  have  known  them. 

The  future  of  medical  care,  as  we  know 
it  today,  will  depend  in  large  measure  on 
the  degree  to  which  the  medical  profession 
is  capable  of  exercising  medical  statesman- 
ship, and  promoting  active  leadership  to 
provide  constructive  and  practical  answers 


to  the  changing  social  economic  problems 
of  our  times.  The  future  of  medicine  de- 
pends on  the  finn  and  fixed  resolve  by  doc- 
tors to  solve  their  ovm  problems,  keeping 
in  mind  that  the  public  interest  comes  first. 

Service  benefits  or  “paid  in  full”  bene- 
fits are  a major  attraction  of  Blue  Shield 
in  the  eyes  of  the  subscribing  public,  and 
constitute  one  of  the  chief  factors  in  the 
fantastic  growth  of  Blue  Shield  enrollment 
to  44  million  people,  25  per  cent  of  the  pop- 
ulation of  the  countiy  in  the  short  span  of 
less  than  20  yeai*s.  The  middle  income  sub- 
scribing public  are  pleased  with  the  Blue 
Shield  Service  Benefit  contract,  because  it 
assures  them  that  they  can  accurately  bud- 
get their  medical  care  costs,  because  the 
contract  provides  for  service  rather  than 
cash. 

We  are  now  certain  that  Blue  Shield  is 
an  appropriate  fiscal  arm  for  the  medical 
profession.  As  a doctor  in  the  active  prac- 
tice of  medicine,  I am  sure  that  our  future 
freedom  in  the  practice  of  medicine  is  de- 
pendent upon  our  ability  to  balance  off  our 
ideals  as  we  have  learned  them  in  our  med- 
ical careers,  against  our  own  fiscal  needs 
as  practitioners,  in  a changing  world.  The 
medical  profession  in  cooperation  with  its 
subscribers  must  maintain  fiscal  control 
over  the  Plans;  if  they  fail  to  do  this  then 
the  economic  control  of  American  medicine 
will  pass  completely  out  of  the  hands  of  the 
medical  profession.  We  will  then  lose  the 
privilege  of  expanding  the  contracts  and 
disbursing  a large  percentage  of  the  earned 
income  of  the  Plans  in  the  form  the  bene- 
fits for  our  subscribers. 

The  motivation  and  philosophy  of  Blue 
Shield  has  been  to  provide  its  subscribers 
with  adequate  coverage,  at  a price  they  can 
afford  to  pay ; and  the  key  word  is  adequate. 

Coverage  that  does  not  stop  or  shrink  with 
change  of  job,  advancing  age,  or  frequent 
utilization  is  a necessity.  The  future  of 
Blue  Shield  does  not  lie  in  cutting  benefits, 
forcing  subscribers  to  assume  more  and 
more  of  the  risk,  nor  in  restricting  cover- 
age through  strict  enrollment  regulations  or 
benefit  exclusions.  Its  future  lies  in  fol- 
lowing and  strengthening  the  basic  social 
concepts  and  community  principles  already 
demonstrated  as  valid  to  meet  the  public 
need,  in  partnership  with  the  subscribing 
public,  hospitals,  and  the  medical  profes- 
sion. Therefore,  we  will  continue  to  operate 
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as  a nonprofit  community  service,  to  offer 
as  far  as  possible  more  adequate  protection 
to  all,  good  and  bad  risks,  groups  and  in- 
dividuals. To  the  best  of  our  ability,  we 
will  go  on  expanding  our  benefit  provisions, 
go  on  providing  service  benefits  to  our  mem- 
bers, and  continue  their  protection  through- 
out life,  regardless  of  employment,  age, 
health  conditions  or  frequency  of  usage. 
We  will  further  develop  and  promote, 
through  local  and  national  programs,  prac- 
tical methods  of  providing  coverage  to  those 
over  sixty-five  years  of  age,  as  yet  unpro- 
tected, an  area  in  which  we  now  carry  most 
of  the  load. 

The  proponents  of  compulsory  health  in- 
surance — state  socialized  medicine  — are 
more  active  and  energetic  than  ever.  This 
is  no  time  for  complacency ; the  doubter 
need  only  recall  the  recent  revisions  of  the 
Social  Security  Act  by  enactment  of  H.  R. 
7225,  and  the  energetic  attempts  in  the  pres- 
ent Congress,  to  make  the  Forand  Bill  a law 
of  the  land.  The  passage  of  the  Forand 
type  of  legislation  would  put  the  Govern- 
ment in  the  insurance  business  and  com- 
plete socialization  of  the  practice  of  medi- 
cine would  be  a reality  in  the  very  near 
future. 

What  can  we  as  individuals  do  about  this 
tremendously  important  and  complex  prob- 
lem ? The  individual  doctor  can  actively  sup- 
port the  local  Blue  Shield  Plan  and  other 
adeqicate  voluntary  insurance  plans;  note  the 
key  word  — adequate. 

Voluntary  plans  which  have  expanded  so 
rapidly  in  the  last  two  decades  constitute 
the  doctors’  most  powerful  weapons  to  de- 
feat the  movement  toward  closed  panel 
plans,  compulsory  health  insurance,  Forand 
type  of  legislation,  and  other  plans  that 
eventually  lead  to  state  socialized  medicine. 

Shall  we  abandon  the  Blue  Shield? 

Quote  from  the  editorial  printed  in  the 
Nebraska  State  Medical  Jowmal  — May, 
1957. 

“One  hears,  too  often,  the  expressed  opin- 
ion that  Blue  Shield  has  served  its  purpose, 
and  that  we  should  now  turn  the  job  over 
to  commercial  insurance  carriers.  This,  they 
say,  would  get  us  out  of  the  insurance  busi- 
ness and  leave  us  with  the  assurance  that 
the  people  can  have  protection  from  other 
sources.  Those  who  espouse  this  idea  must 


believe  that  the  social-economic-political 
problems  that  fathered  the  conception  of  the 
prepaid  medical  care  have  been  solved  or 
have  ceased  to  exist. 

“It  should  be  obvious  that  the  social  need 
for  prepaid  medical  care  is  still  with  us. 
No  matter  how  cheap  the  dollar  nor  how 
many  cheap  dollars  pass  through  the  hands 
of  each  of  us,  relative  values  remain  un- 
changed. There  is,  and  there  always  will 
be,  a large  segment  of  our  population  to 
which  the  advent  of  a medical  catastrophe 
remains  catastrophic.  Those  making  up  this 
large  group  are  good  people.  They  deserve 
the  best  available  medical  care.  They  can 
not  buy  it  individually,  but,  collectively  it 
can  be,  available  to  them  at  a pWce  they 
can  afford  to  pay. 

“This  same  group  constituted  the  founda- 
tion upon  which  the  socialistically  minded 
people  in  our  government  rested  their  de- 
mand for  universal,  compulsory,  govern- 
ment-controlled health  insurance  (state  med- 
icine to  us).  Their  needs  formed  the  basis 
of  arguments  for  the  often  repeated  “Mur- 
ray-Dingle”  bills.  Blue  Shield  and  Blue 
Cross  constituted  the  fundamental  positive 
answers  by  the  medical  profession  — an- 
swers that  led  to  the  defeat  of  these  bold 
attempts  at  socialization  of  medicine.  The 
defeat  of  successive  bills  lulled  some  of  us 
into  a tranquil  state  of  mind.  It  did  not, 
however,  discourage  the  socialist  group  that 
has  been  and  still  is  so  strong  and  so  well 
entrenched  in  the  social-security  wing  of 
H.  E.  W.  This  group  has  simply  adopted 
a more  suave  and  less  bold  method  of  ap- 
proach. What  is  more  important,  they  are 
succeeding.  It  will  be  surprising  if  any 
Congress  comes  and  goes  without  taking  a 
nibble  from  the  freedom  of  medical  prac- 
tice. The  doubter  needs  only  to  remember 
H.  R.  7225  and  watch  for  similar  chiseling 
on  our  liberty. 

It  is  our  desire  to  furnish  to  the  people 
who  need  it  the  quality  and  quantity  of 
medical  care  to  which  any  American  may 
aspire,  at  a price  within  their  means.  We 
must  do  this  under  policies  formulated  and 
approved  by  doctors  of  medicine  and  with 
no  governmental  interference.  We  are  in 
the  insurance  business  at  no  profit  as 
measured  in  dollars  and  cents.  Our  recom- 
pense is  the  accomplishment  of  the  aim  stat- 
ed above  as  free  physicians  and  with  no 
third-party  interference. 
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Would  the  commercial  insurance  people 
have  the  same  goals  and  accomplish  the 
same  ends  in  similar  manner?  They  would 
not.  Certainly,  we  are  glad  to  have  com- 
mercial insurance  companies  in  the  field  of 
health  insurance.  These  companies  will  help 
attain  the  goal  of  supplying  health  insur- 
ance to  the  vast  majority  of  our  populace. 
If  the  commercial  companies  did  not  have 
the  competition  of  a vast  non-profit  Blue 
Shield  that  has  now  supplied  protection  to 
many,  many  millions  of  people,  the  whole 
effort  would  sink  to  the  level  of  business 
for  profit  only.  It  could  not  be  expected 
that  these  insurance  companies  would  main- 
tain an  altruistic  approach,  would  worry 
much  about  doctor-patient  relationship,  nor 
exert  themselves  unduly  to  avoid  socializa- 
tion of  the  practice  of  medicine. 

“The  social-niedical-political  problem  in- 
volved in  health  insurance  as  looked  at  from 
our  view-point,  is  a continuing  problem.  It 
must  have  a continuing  answer.  The  most 
effective  tool,  thus  far,  has  been  Blue  Shield- 
Blue  Cross.  We  must  not  abandon  this 
effective  tool  unless  we  are  ready  to  capit- 
ulate.” 

In  closing  — I make  a plea  for  greater 
unity  of  thought  and  action  in  the  medical 
profession  of  this  country.  Wearing  our- 
selves out  on  each  other  is  not  only  futile 
but  fatal.  Witness  the  frightening  results 
in  countries  where  disunity  prevailed  — 
for  example  in  England. 

I would  like  to  quote  Dr.  Louis  Bauer,  a 
past-president  of  the  American  IMedical  As- 
sociation, who  said  in  an  article  recently  re- 
published in  the  Nebraska  State  Medical 
Journal;  quote: 

“If  the  doctors  desire  a fee-of-service, 
free  choice  doctor  plan,  and  want  it  to  com- 
pete successfully  with  other  plans,  they  had 
better  stand  directly  behind  their  own  plan, 
control  it,  see  that  it  meets  the  needs  of  the 
community.  Competition  usually  affords 
stimulation,  often  progress,  but,  one  does 
not  compete  against  oneself.  In  the  last 
analysis,  we  are  all  competing  against  gov- 
ernment-run medicine,  and  we  need  united 
strength  because  the  enemy  is  formidable.” 
And,  finally,  if  we  are  to  attain  our  goals, 
we  must  chart  our  course  by  the  fixed  stars 
of  community  service,  and  not  by  the  mov- 
ing lights  on  the  shores  of  materialistic  ex- 
pediency. 


KNOW  THESE  FINANCIAL  FACTS 
OF  LIFE? 

J.  L.  CAREY,  Executive  Director, 
American  Institute  of  Certified 
Public  Acountants 

270  Madison  Ave.,  New  Yoi’k  17,  N.Y. 

Though  millions  of  investors  receive  an- 
nual reports  with  audited  financial  state- 
ments regularly,  few  are  aware  of  what  a 
certified  public  accountant’s  signature  on 
such  a statement  means.  Does  the  CPA,  in 
signing,  guarantee  the  accuracy  of  the  doc- 
ument. No.  Has  he  a way  of  tipping  you 
off  if  he  feels  that  something  in  the  report 
is  out  of  line?  Yes — he  does — but  you  have 
to  know  where  to  look. 

A CPA  does  not  draw  up  the  familiar 
balance  sheets  and  income  statements  found 
in  all  annual  reports,  except  in  the  case  of 
a very  small  business  where  there  is  no  one 
else  to  do  it.  This  he  leaves  to  the  account- 
ing staff  of  the  company  being  audited.  His 
job  as  an  independent  public  auditor,  li- 
censed by  the  state  to  protect  the  interests 
of  stockholders  and  third  parties,  is  to  con- 
duct the  tests  that  he  feels  are  necessaiy  to 
detei-mine  whether  the  facts  management 
wants  to  report  are  “presented  fairly.”  A 
CPA’s  audit  does  not  permit  him  to  say 
that  the  dollar  amounts  shown  on  the  state- 
ments are,  as  popularly  believed,  accurate  to 
the  nearest  penny. 

If  the  CPA  finds  everything  in  the  state- 
ments acceptable  — that  is,  presented  in 
accordance  with  what  his  profession  calls 
“generally  accepted  accounting  principles” 
applied  on  a basis  consistent  with  the  pre- 
ceding year  — he  probably  will  give  the 
company  a clean  bill  of  health:  an  unqual- 
ified opinion.  He  will  state  categorically  in 
his  all-important  audit  report,  the  para- 
graph or  two  that  always  appears  above  his 
signature,  that  in  his  opinion  the  state- 
ments presented  fairly  the  financial  posi- 
tion and  operational  results  of  the  company. 
On  the  other  hand,  if  he  finds  something 
amiss  and  management  refuses  to  make  the 
necessary  corrections,  he  is  ethically  re- 
quired to  alert  the  public  to  his  findings. 
Even  though  he  may  disapprove  of  the  ac- 
counting treatment  given  to  certain  items, 
a CPA  can  still  sign  the  statements,  provid- 
ing he  notes  clearly  his  reservations  in  his 
audit  report.  This  is  called  a qualified  opin- 
ion, and  it  is  used  to  call  attention  of  stock- 


140 


Nebraska  S.  M.  J. 


holders  to  the  fact  that  the  CPA  does  not 
believe  that  the  financial  presentation  is 
fairly  stated,  in  all  respects. 

Stockholders  who  look  only  for  a CPA’s 
signature  on  a financial  report,  but  do  not 
bother  reading  the  auditor’s  report,  are  like 
families  who  buy  name-brand  appliances 
without  checking  the  warranty.  Both  as- 
sume that  the  guarantee  is  there  and  that 
the  company  will  make  good  if  anything 
goes  wrong.  Reputable  appliance  manufac- 
turers carefully  spell  out  to  what  extent 
they  can  be  held  responsible  for  their  prod- 
ucts. Certified  public  accountants  do  the 
same  in  their  audit  reports. 

Check  the  wording  of  the  auditor’s  re- 
port on  the  next  published  annual  report 
you  see.  Chances  are  that  it  will  be  an  un- 
qualified opinion,  but  if  it  isn’t,  read  care- 
fully to  find  out  why  the  CPA  refused  to 
give  the  company  a “clean  certificate.” 
Something  bothered  him,  and  it  could  bother 
you  — particularly  if  it  means  the  differ- 
ence between  a good  and  bad  investment. 

Medicare  in  Operation 

DA  Form  1863,  Item  No.  29 — 

Item  No.  29  of  the  Medicare  form  is 
often  left  unchecked  either  by  being  over- 
looked or  mistakenly  interpreted.  The  im- 
portance of  reading  Item  No.  29  and  under- 
standing it  completely,  cannot  be  over-em- 
phasized. If  this  is  kept  in  mind,  the  Med- 
icare claims  can  be  handled  much  faster  and 
more  efficiently. 

The  first  A in  Item  No.  29  is  to  be  checked 
when  the  attending  physician  is  filing  the 
claim.  The  first  B is  to  be  checked  when 
the  doctor  filing  is  the  assistant  surgeon, 
anesthesiologist,  consultant,  or  other. 

The  second  A in  Item  No.  29  states  that 
the  doctor  will  accept  the  amount  listed  in 
the  Dependents’  Medical  Care  Program 
Schedule  of  Allowances,  or  the  amount  in 
Item  No.  2U,  whichever  is  less,  as  full  pay- 
ment for  the  services  described  on  the  claim 
form.  This  means  that  payment  made  by 
the  Medicare  contractor  in  the  amount  al- 
lowed for  authorized  care  constitutes  full 
payment  for  the  services  provided  under 
the  terms  of  the  Medicare  Contract.  Neither 
the  sponsor  nor  the  government  is  respon- 
sible for  additional  payment  when  the  max- 
imum Medicare  allowance  for  any  case  has 
been  allowed.  Although  maximum  Medicare 


allowances  cannot  be  publicized,  they  are 
based  on  a fair  and  lenient  Schedule,  with 
the  doctor  in  mind. 

By  checking  the  second  item  A,  it  doesn’t 
mean  that  the  doctor  cannot  make  charge 
to  the  patient  or  sponsor  for  seiwices  not 
covered  under  the  Medicare  Program. 

The  second  B in  Item  No.  29  should  be 
checked  only  when  services  rendered  are  of 
a veiy  unusual  or  seriously  complicated  de- 
gree, and  must  be  accompanied  by  a letter 
of  justification. 

The  Medicare  fonn  must  be  personally 
signed  by  the  doctor. 

Physicians  Taking  Steps  Toward  Active 
Participation  in  Politics — 

Over  much  of  the  nation  groups  of  peo- 
ple, including  many  physicians,  are  being 
educated  to  participate  actively  and  intelli- 
gently in  politics.  The  following  news  re- 
lease from  the  Chamber  of  Commerce  of  the 
United  States  tells  the  story  of  what  is  hap- 
pening in  this  field : 

Physicians  Signing  Up  for  Practical 
Politics  Course 

A neurosurgeon,  in  Bethlehem,  Pa.,  Dr.  James  R. 
Gay,  established  personal  contact  with  all  25  po- 
litical clubs  in  his  county  so  he  would  know  what 
was  going  on  in  politics. 

In  Missouri,  24  physicians  in  the  Greene  County 
Medical  Society  finished  nine  weeks  of  practical 
politics  studies  on  December  3rd  and  some  of  them 
are  now  becoming  active  in  politics. 

The  Bethlehem  neurosurgeon  and  the  Missouri 
doctors  are  graduates  of  the  nonpartisan  “Action 
Course  in  Practical  Politics,”  an  educational  pro- 
gram designed  by  the  Chamber  of  Commerce  of 
the  United  States. 

The  Green  County  study  group  finished  the  course 
just  two  days  after  Dr.  Louis  M.  Orr,  President 
of  the  American  Medical  Association,  sounded  a 
call  for  all  physicians  to  “take  a more  active  inter- 
est in  the  whole  area  of  politics,  public  affairs  and 
community  life.”  He  spoke  at  the  opening  session 
of  A.M.A.’s  annual  clinical  session  in  Dallas. 

Members  of  the  medical  profession  all  over  the 
nation  are  being  told  that  political  activity  is  part 
of  the  physician’s  duty,  the  National  Chamber 
noted. 

In  the  American  Medical  Association  newspaper. 
Rep.  Richard  M.  Simpson  (R.,  Pa.)  wrote:  “The 
price  to  the  doctor  and  to  our  nation  for  ‘letting 
George  do  it’  with  respect  to  politics  can  be  ex- 
pressed in  terms  of  excessive  tax  burdens,  infla- 
tions and  centralization.’  ’ 

Rep.  Michael  J.  Kirv'an  (D.,  0.),  in  the  same  pub- 
lication, stated,  “I  wish  that  doctors  and  millions 
of  other  Americans  who  consistently  fail  to  go  to 
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the  polls  would  mend  their  ways  and  begin  to  ap- 
preciate just  how  vital  votes  are.” 

Physicians  realize  that  governments  pass  laws  and 
decide  policies  which  control  the  ability  of  citizens 
to  live  freely  and  prosper,  the  National  Chamber 
points  out,  but  not  all  of  them  know'  how  to  get 
into  political  activities  and  take  part  in  the  election 
of  govemment  officials. 

Many  doctors,  like  the  members  of  the  Greene 
County  study  group,  are  enrolling  in  the  nonparti- 
san Action  Course.  Attention  of  the  group  was 
focused  on  the  Action  Course  by  Dr.  Durwai-d  G. 
Hall,  a Missouri  delegate  to  the  A.M.A.  House  of 
Delegates  and  Chaiirnan,  Missouri  State  Chamber 
of  Commerce  Citizen  Responsibility  Council. 

“We  should  participate  in  the  fight  for  sui'v'ival 
rather  than  abstain  for  fear  of  reprisal,”  Dr.  Hall 
said  at  a state-wide  meeting  of  the  Missouri  Cham- 
ber of  Commerce  in  St.  Louis.  “More  business 
and  professional  men  should  move  into  the  party 
of  their  choice  and  work  for  it.” 

At  the  Dallas  A.M.A.  meeting.  Dr.  Oir  said, 
“A  physician  cannot,  if  he  values  this  nations’  high 
standard  of  medical  care,  divert  his  gaze  from  the 
social,  economical  and  political  issues  which  affect 
the  practice  of  medicine. 

“I  think  we  have  a double  duty  — as  physicians 
and  as  citizens  — to  take  an  even  more  active  part 
in  the  politics  and  civic  life  of  our  nation,  state 
and  community.” 

The  Action  Course  in  Practical  Politics  is  the  key 
to  becoming  more  active  in  politics,  says  Dr.  Gay, 
one  of  the  Bethlehem  course’s  “star”  graduates. 

“For  too  long,”  he  states,  “We’ve  been  letting  a 
handful  of  people  do  all  the  work  in  politics.  I 
think  we  learned  that  if  we  don’t  pitch  in  with  the 
tough  jobs,  we’ve  nothing  to  gripe  about.  That’s 
what  I was  doing  for  my  party  this  fall.” 

Dr.  Gay  joins  a rapidly  growing  number  of 
Americans  who  have  participated  in  the  Action 
Course  and  who  ai'e  now  active  in  politics. 

The  course  is  designed  not  only  for  physicians, 
the  Chamber  emphasized,  but  for  all  responsible 
citizens,  regardless  of  their  political  affiliation. 

Since  its  nation-wide  launching  last  Febraary, 
the  course  has  been  conducted  for  approximately 
1500  groups  of  citizens  under  sponsorship  of  about 
900  Chambers  of  Commerce,  business  firms  and  oth- 
er community  organizations.  An  estimated  30,000 
persons  have  participated  so  far. 

The  program  is  designed  to  equip  individuals  to  be 
more  active  and  effective  in  their  political  parties. 
They  learn  how'  to  help  select,  nominate  and  elect 
qualified  candidates  for  public  office  at  the  local, 
state  and  national  levels. 

The  course  concentrates  on  mechanics  of  the  po- 
litcal  processes.  It  is  nonpartisan  and  both  Repub- 
lican and  Democratic  National  Committees  have  en- 
dorsed it. 

I'j’pical  of  community  reaction  to  this  program 
is  that  at  Springfield,  Missouri.  Businessmen  com- 
pleted four  courses.  The  League  of  Women  Voters 
is  sponsoring  three  groups;  the  Junior  Chamber  of 
Commerce  has  a group;  and  an  entei'prising  min- 
ister started  three  groups  for  56  of  his  parishioners. 

From  12  to  20  people  participate  in  a series  of 
nine  2-hour  group  discussions. 


Is  ^ledicine  Missing  the  Train  Where 
Youth  Is  Concerned?  — 

A program  to  attract  talented  high  school 
and  college  students  to  the  study  of  medi- 
cine was  introduced  by  the  American  Med- 
ical Association  and  the  Association  of 
American  IMedical  Colleges  at  the  AMA’s 
1959  Public  Relations  Institute  in  Chicago. 

Discussing  the  need  for  more  medical  stu- 
dents — and  how  to  get  them  — were 
Walter  Wiggins,  M.D.,  secretary  of  the  AMA 
Council  on  Medical  Education  and  Hospi- 
tals; Gary  L.  Mills,  Ph.D.,  director  of  guid- 
ance and  special  services  at  Glenbrook  High 
School  in  Northbrook,  111. ; John  A.  D.  Coop- 
er, M.D.,  associate  dean  of  Northwestern 
University  Medical  School  in  Chicago,  and 
Debs  Myers,  director  of  program  develop- 
ment for  the  AMA. 

Leading  the  discussion  on  “Are  you  miss- 
ing the  train  where  youth  is  concerned?’’ 
were  the  two  winners  of  the  AMA  awards 
at  the  1959  National  Science  Fair,  Miss 
Edith  Kay  Schuele  of  Memphis,  Tenn.,  and 
Martin  J.  Murphy,  Jr.,  of  Colorado  Springs, 
Colo.  After  telling  the  audience  of  how 
their  winning  the  award  trip  to  AMA’s  an- 
nual meeting  in  Atlantic  City  brought  them 
many  opportunities  for  continuing  their 
medical  research,  the  two  teen-agers  led  the 
panel  discussion.  One  of  their  questions, 
directed  to  Dr.  Mills,  concerned  adequate 
preparation  for  the  study  of  medicine. 

Dr.  Mills  replied  that  because  medical 
school  was  many  years  ahead  of  the  high 
school  student,  an  aspiring  medical  student 
should  concentrate  on  getting  a broad,  lib- 
eral education  in  his  pre-medical  school  stud- 
ies. He  also  pointed  out  that  the  medical 
schools  and  the  medical  profession  could  do 
a service  to  high  school  faculty  advisers  and 
vocational  guidance  counsellors  by  making 
known  the  fact  that  vacancies  do  and  will 
exist  in  U.S.  medical  schools.  He  added  that 
medical  careers  informational  media  would 
help  the  high  school  counsellors  by  making 
the  opportunities  and  rewards  of  medicine 
better  known  to  their  students. 

Dr.  Cooper  emphasized  that  well-prepared 
and  qualified  students  will  be  accepted  into 
medical  school,  but  he  advised  learning  the 
admissions  requirements  of  specific  schools 
so  that  the  college  student  will  follow  the 
prescribed  basic  curriculum.  He  outlined 
the  needs  for  more  students  in  the  future 
because  of  the  variety  of  careers  being  de- 
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veloped  through  medical  progress  — in  re- 
search, teaching,  practice,  and  administra- 
tion. 

Because  of  the  increased  competition  from 
other  professions  for  the  talented  students, 
programs  were  being  developed  by  AMA 
and  AAMC  to  stimulate  these  students 
toward  medicine. 

Mr.  Myers  then  outlined  medicine’s  pro- 
gram and  enumerated  the  services  now 
available  to  state  and  county  medical  so- 
cieties and  medical  schools  to  highlight  the 
opportunities  in  medicine.  These  include  all 
new  materials:  (1)  a 25-minute  16  mm 

color  and  sound  motion  picture  entitled  “I 
Am  A Doctor,”  which  was  premiered  at  the 
Institute;  a comprehensive  handbook  on 
“Medicine  As  A Career”  for  distribution  to 
high  school  and  college  advisers  containing 
a summary  of  high  school,  college,  and  med- 
ical school  information  to  be  used  in  coun- 
selling work;  a brief  pamphlet  for  wide- 
scale  distribution  to  students,  and  a major 
exhibit  on  “Medicine  — the  Most  Demand- 
ing Rewarding  Profession”  for  showing  at 
“career  days,”  health  fairs,  and  large  com- 
munity gatherings.  These  printed  materials, 
he  said,  will  be  sent  to  medical  societies  and 
medical  schools  within  a few  weeks,  and 
the  film  and  exhibit  may  be  requested  from 
the  AMA  now. 

Medicine  in  the  News 

From  the  Omaha  World-Herald — 

Chief  Federal  District  Judge  Richard  E. 
Robinson  signed  an  order  in  early  January 
for  a warrant  to  arrest  Dr.  Harry  G.  Wil- 
liams, 8821  North  Thirtieth  Street,  Omaha, 
so  that  a hearing  could  be  held  on  whether 
his  probation  can  be  revoked. 

He  was  placed  on  probation  for  three 
years  by  Judge  Robinson  on  October  29, 
1959,  after  receiving  a one-year  suspended 
sentence.  He  had  pleaded  no  defense  to  five 
counts  of  selling  tablets  containing  drugs 
without  a proper  prescription. 

Dr.  Wiliams  also  was  fined  a total  of  one 
thousand  dollars  which  he  was  ordered  to 
pay  within  90  days. 

Judge  Robinson  gave  him  a tongue-lash- 
ing from  the  bench  at  that  time  and  warned 
that  he  would  show  no  mercy  should  he  ap- 
pear again  on  a similar  charge. 


The  order  Judge  Robinson  signed  stated 
that  Dr.  Williams  again  committed  a similar 
offense  on  November  28,  1959. 

His  license  to  practice  medicine  was  re- 
voked by  Dr.  E.  A.  Rogers,  State  Health  Di- 
rector, in  Lincoln  on  December  23,  1959. 

From  the  Lincoln  Journal — 

Medical  college  faculty  members  from  the 
Universities  of  Michigan  and  Oregon  and 
Georgetown  University  attended  an  obstet- 
rics and  gynecology  post-graduate  confer- 
ence for  Nebraska  physicians  in  January. 

The  conference  was  sponsored  by  the 
University  of  Nebraska  College  of  Medicine. 

The  out  of  state  speakers  were  Drs.  Sam- 
uel Behrman  of  Ann  Arbor,  Michigan ; 
Ralph  C.  Benson  of  Portland,  Oregon,  and 
Andrew  A.  Marchetti  of  Washington,  D.C. 

Dr.  Roy  G.  Holly,  chairman  of  the  de- 
partment of  obstetrics  and  gynecology  at 
the  medical  school  is  course  coordinator. 

From  the  Lincoln  Star — 

Dr.  Maurice  D.  Frazer  of  Lincoln  has 
been  elected  chairman  of  the  State  B6ard 
of  Health.  Dr.  W.  W.  Webster,  dentist,  was 
elected  vice  chairman  for  the  year. 

Dr.  Frazer  announced  the  formation  of  a 
planning  committee  to  study  long-range 
plans  for  the  Health  Department. 

He  appointed  State  Health  Director  Dr. 
E.  A.  Rogers,  Hospital  Division  Chief  Venie 
Pangborn  and  Sanitation  Division  Chief  T. 
A.  Filipi  to  serve  on  the  committee  from  the 
Health  Department. 

The  board  is  composed  of  Dr.  Carl  Nor- 
den,  Jr.,  Lincoln;  Mrs.  Wendell  Berge  of 
Lisco;  Dr.  Earl  F.  Leininger,  McCook;  Dr. 
W.  W.  Webster  and  Dr.  M.  D.  Frazer,  lan- 
coln. 

News  and  Views 

Hospital  Assessments — 

Under  the  above  heading,  the  Massachu- 
setts Physician  (18:132,  Jan.,  1960)  calls  at- 
tention to  a recent  action  of  the  American 
Hospital  Association.  We  quote  the  follow- 
ing: 

“The  American  Hospital  Association  has 
taken  a positive  position  against  compulsory 
assessments  of  medical  staffs  by  hospitals. 
At  its  November  1958  meeting,  the  Board 
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of  Trustees  of  the  American  Hospital  Asso- 
ciation adopted  the  following  statement: 

“1.  It  is  improper  in  principle  to  assess 
medical  staff  members  on  a compulsoiy 
basis  for  the  day-to-day  operation  of  the 
hospital. 

“2.  New  hospital  construction  should  be 
in  response  to  a need  recognized  not  only 
by  the  hospital  governing  board  but  also  by 
the  hospital  medical  staff. 

“3.  It  is  vital  to  the  success  of  a hos- 
pital’s fund-raising  campaign  that  the  sup- 
port and  interest  of  the  hospital  medical 
staff  be  obtained  proior  to  the  campaign. 

“4.  Giving  by  the  hospital  medical  staff 
should  be  on  a voluntary  basis,  its  campaign 
quota  being  set  jointly  by  the  hospital  gov- 
erning board  and  the  hospital  medical  staff.” 

The  following  “The  Secret  of  Chartreuse” 
may  be  mythical,  or  historical;  interesting  fic- 
tion or  ti-uth;  of  therapeutic  interest  or  pure- 
ly gastronomical.  At  any  rate,  it  is  interest- 
ing, therefore  we  give  it  to  you  as  we  received 
it: 

THE  SECRET  OF  CHARTREUSE 

The  monks  of  the  Carthusian  monastery 
in  Paris  received,  at  the  beginning  of  the 
seventeenth  century,  a very  strange  but  ap- 
parently useless  gift  from  the  Marechal 
Francois-Annibal  d’Estrees,  intimate  of 
King  Henry  IV.  It  was  a piece  of  parch- 
ment, yellowed  and  stiffened  by  age.  It 
contained  a formula  for  manufacturing  an 
elixir  or  health  liqueur  based  upon  the  im- 
probable addition  of  more  than  130  herbs 
to  a base  of  brandy.  \"ery  little  was  known 
of  how  it  reached  the  powerful  d’Estrees 
family  except  that  it  was  the  invention  of  an 
anonymous  sixteenth  century  alchemist  or 
pharmacist. 

Its  complexity  baffled  the  monks,  but 
properly  grateful  for  any  present  from  such 
an  august  personage,  they  filed  it  carefully 
away  in  a vault  where  it  was  to  remain  for 
many  decades.  Eventually  it  was  sent  to  the 
headquarters  of  the  order  at  Grenoble  in  the 
beautiful  French  Alps  and  by  chance  fell 
into  the  hands  of  a man  who  could  do  some- 
thing about  it.  This  was  a lay  brother- 
pharmacist,  Jerome  Maubec,  who  after 
many  years  of  patient  deciphering,  began 
the  massive  job  of  seeking  out  the  over  one 
hundred  herbs  required  by  the  foiTnula, 
most  of  which  grew  on  the  slopes  of  the  val- 


leys around  the  monastery.  Then  painstak- 
ingly measuring  out  the  exact  amounts,  he 
finally  produced  the  elixir  or  health  liqueur. 
Using  this  as  a beginning  the  patient  phar- 
macist then  perfected  the  liqueur  that  we  to- 
day know  as  Green  Chartreuse.  A century 
later,  another  monk  skilled  in  the  same  pro- 
fession, Brother  Bruno  Jacquet,  devised  the 
Yellow  Chartreuse  that  is  known  as  the 
Queen  of  Liqueurs.  In  the  years  between, 
however,  exile,  revolution  and  death  was  to 
threaten  the  monks  and  their  secret  for- 
mula. 

Before  the  French  Revolution,  the  fame  of 
the  twin  liqueurs  had  quietly  spread  by  word 
of  mouth.  Each  Carthusian  monastery  kept 
a few  flasks  but  the  recipe  and  the  knowl- 
edge remained  at  Voiron,  known  only  to  four 
monks.  A brother  from  that  monastery  oc- 
casionallj^  took  a mule  load  to  the  neighbor- 
ing towns  of  Grenoble  and  Chambery  and 
the  scattered  peoples  of  the  mountain  slopes 
valued  the  liqueur  highly.  By  the  time  of 
the  Revolution  it  was  well-known  enough  to 
capture  the  attention  of  the  officials  of  the 
local  political  headquarters.  They  seized  the 
monastic  buildings,  imprisoned  the  Carthu- 
sians and  sought  desperately  for  the  for- 
mula. The  devoted  monks  risked  death  and 
torture  to  protect  the  manuscript  and  mir- 
aculously saved  it.  At  one  time  it  was  con- 
cealed on  the  person  of  Dom  Sebastian  Pal- 
luis  as  he  lay  in  prison.  Aware  that  a 
search  would  reveal  it,  he  managed  to  smug- 
gle it  out  of  his  cell  before  he  died  on  a 
prison  'ship. 

During  the  exile  of  the  order  from  France 
as  a resoult  of  the  Revolution,  the  formula 
remained  secreted  by  the  monks  and  when 
in  1817  they  were  able  to  return  to  \"oiron, 
they  seized  upon  the  manufacture  of  the 
liqueur  to  rebuild  their  scattered  order  and 
their  war-ravaged  buildings.  A decade  or 
so  later,  thanks  to  Brother  Jacquet  they 
were  able  to  manufacture  both  the  Green 
and  the  Yellow  Liqueurs  and  were  ready  to 
begin  distillation  on  a commercial  scale.  A 
stroke  of  luck  aided  them  toward  the  distri- 
bution that  was  eventually  to  become  world- 
wide. In  1848  some  30  officers  of  the 
French  Armj'  of  the  Alps  bivouacked  at  the 
monastery.  Offered  the  liqueurs  by  the  hos- 
pitable monks,  they  exclaimed  over  their  taste 
and  bouquet.  They  vowed  as  they  departed 
to  spread  the  story  of  their  excellence  and 
to  demand  it  wherever  they  went  in  France. 

Perhaps  as  a result  of  this  visit,  their 
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popularity  steadily  increased  and  envious 
competitors  sought  to  imitate  them  or  in 
some  cases  to  steal  the  formula  from  the 
monastery.  These  attempts  were  abortive 
although  one  rascal  went  so  far  as  to  join 
the  order — but  in  vain.  The  secret  remained 
inviolable  and  known  only  to  the  chosen 
monks. 

Today  the  formula  that  survived  all  this 
violence  is  used  to  produce  the  liqueurs  at 
Voiron  in  a modern  distillery  built  to  re- 
place the  one  that  was  destroyed  by  fire. 
The  herbs  described  on  the  ancient  parch- 
ment are  still  collected  on  the  mountain 
slopes  near  the  monastery.  They  are  then 
brought  to  the  distillery  Herb  Room  where 
only  the  monks  may  enter  where  they  are 
weighed,  crushed,  mixed  and  infused  in  a 
special  brandy.  After  this  infusion  they  are 
distilled  together  and  next  taken  to  the  Cel- 
lars where  they  are  left  for  the  long  aging 
process  considered  necessary  before  they 
meet  the  exacting  standards  of  the  monks 
and  are  bottled. 

The  two  celebrated  liqueurs  that  result 
from  this  age-old  patient  process  are  some- 
what different  in  strength  and  taste.  The 
Yellow  is  a liqueur  of  extreme  delicacy  and 
aroma  (86  proof)  while  the  Green  is  strong- 
er (110  proof)  and  with  a more  pronounced 
herbal  taste.  Both  lend  themselves  readily 
to  fine  dining  and  drinking.  As  liqueurs 
they  are  a pleasant  epilogue  to  a good  din- 
ner either  separately  or  mixed  in  the  pro- 
portions of  half  and  half  over  cracked  ice. 
Scotch  whisky  drinkers  can  improve  their 
favorite  tipple  by  mixing  it  half  and  half 
with  Yellow  Chartreuse.  Those  who  wish 
to  toast  the  49th  state  can  do  so  by  con- 
triving an  Alaska  cocktail  — % gin  to  Va 
Yellow  Chartreuse  stirred  well  with  cracked 
ice.  Cognac  fanciers  can  conjure  up  a Green 
Dragon  by  mixing  half  cognac  and  half 
Green  Chartreuse. 

Pleasant  desserts  with  Chartreuse  are 
simple  but  elegant.  Pour  either  of  the 
liqueurs  over  vanilla  ice  cream  or  any  fresh, 
canned  or  frozen  fruits.  The  results  lend 
a piquant  touch  to  any  meal. 

Yale  University  School  of  Medicine  to 
Celebrate  Sesquicentennial — 

The  Yale  School  of  Medicine  will  celebrate 
a century  and  a half  of  existence  on  October 
28  and  29  of  1960.  The  occasion  will  be 
marked  by  meetings,  exhibitions,  and  ad- 
dresses suitable  to  the  occasion.  Among  a 


notable  group  of  guest  speakers  will  be  Sir 
Howard  Florey  of  Oxford,  England.  Com- 
plete details  of  the  program  will  be  an- 
nounced later. 

It  was  in  October  1810  that  the  Connec- 
ticut General  Assembly  granted  a charter  to 
Yale  College  for  the  establishment  of  the 
Medical  Institution  of  Yale  College;  the 
fifth  medical  school  in  the  United  States 
thus  came  into  being.  Unlike  its  predeces- 
sors the  medical  school  was  founded  through 
impetus  coming  chiefly  from  within  the 
College  and  not  from  a group  of  outside 
physicians. 

The  first  medical  faculty  at  Yale  was  a 
notable  one,  containing  Eneas  Munson,  fore- 
most authority  on  materia  medica,  Nathan 
Smith  and  Benjamin  Silliman,  still  counted 
among  Yale’s  greatest,  Eli  Ives  and  Jona- 
than Knight,  leaders  in  medicine  who  were 
each  to  become  President  of  the  American 
Medical  Association.  From  the  start,  the 
Connecticut  Medical  Society  was  a partner 
in  the  enterprise  and  worked  in  close  co- 
operation all  during  the  first  half  century 
of  the  School’s  existence.  v 

Other  events  associated  with  the  sesqui- 
centennial celebration  will  take  place  during 
the  academic  year  1960-61.  These  include 
an  exhibition  of  medical  art  at  the  Yale 
Art  Museum  and  a scientific  meeting  to  be 
held  in  conjunction  with  the  dedication  of  a 
new  Medical  School  auditorium. 


News  From  Our  Medical  Schools 

From  Practice  to  Teaching  Post — 

Robert  Rosenlof,  M.D.,  has  been  named  to 
the  full-time  Internal  Medicine  faculty  at 
the  University  of  Nebraska  College  of  Medi- 
cine in  Omaha. 

Dr.  Rosenlof  has  been  in  private  prac- 
tice in  Kearney,  Nebraska,  since  his  dis- 
charge from  the  Air  Force  in  1958. 

A member  of  Alpha  Omego  Alpha  and 
Sigma  Xi,  and  a 1951  graduate  of  the  Col- 
lege of  Medicine,  Dr.  Rosenlof  completed 
both  his  internship  and  residency  at  the 
University  of  Nebraska  Hospital. 

Dr.  Rosenlof,  his  wife  Jacqueline,  and 
their  two  children  will  reside  at  8305  Sew- 
ard Street  after  mid-February. 
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Drs.  Fuenning,  Rose  (standing,  left  to  right).  Miss  Knipmeyer  and  Dr.  Nebe  . . . “Returns  ex- 
ceptional.” 


A preliminary  report  from  medical  au- 
thorities and  the  University  of  Nebraska  in- 
dicates that  several  University  physicians 
may  have  come  up  with  a “medical  first.” 

The  authorities  also  believe  that  the  indi- 
viduals responsible  could  receive  national 
recognition  for  their  achievement. 

Several  staff  members  of  the  Student 
Health  Service,  under  the  direction  of  Dr.  S. 
L.  Fuenning,  have  just  released  findings  on 
a mass  diabetes  test  case  method. 

Popularly  known  on  the  campus  as  a “do- 
it-yourself”  method  for  the  preliminary  test- 
ing for  diabetes,  the  process  could  become  a 
widespread  medical  practice  where  masses 
are  involved. 

Although  it  is  neither  a substitute  for 
present  methods  of  diagnosing  diabetes,  still 
considered  an  incurable  disease  of  the  pan- 
creas, its  important  significance  to  the  en- 
tire medical  profession  is  as  follows: 


— It’s  inexpensive;  (The  cost  to  the  Uni- 
versity was  only  1.7  cents  per  employe 
tested.) 

— The  nature  of  the  test  procedure  of 
large  groups  appears  to  assure  a high 
percentage  of  voluntaiy  returns;  (36 
per  cent  of  the  employes  took  active 
part. ) 

— Although  individuals  testing  t h e m- 
selves  cannot  be  sure  whether  they  have 
the  disease  or  not,  they  will  definitely 
know  when  to  see  a physician ; 

— Because  the  disease  results  in  death 
when  not  discovered  early  enough,  a 
significant  mortality  rate  decrease  could 
be  achieved. 

Dr.  George  Covey  of  Lincoln,  editor  of 
the  Nebraska  State  Medical  Journal  and  an 
association  spokesman,  said  percentage  of 
returns  of  the  University  staff  voluntary 
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mass  test  method  was  “exceptional”  and  that 
it  “probably  is  a first”  in  the  development 
of  the  particular  test  procedure. 

Dr.  Fuenning  said  the  idea  for  the  pro- 
cedure originated  with  Dr.  Frederick  Nebe, 
a staff  member  and  lecturer  in  medical  in- 
formation at  the  University. 

Dr.  K.  D.  Rose  and  Miss  Celeste  Knip- 
meyer,  R.N.,  are  also  responsible  for  ad- 
ministering the  highly  effective  first  test 
survey. 

Several  weeks  ago  all  University  employes 
received  a postcard  with  a small  chemical 
covered  strip  of  cardboard  attached.  They 
were  asked  to  “test  themselves”  in  their 
homes  by  dipping  the  strip  in  a specimen 
of  urine.  By  following  instructions  on  the 
card  and  observing  the  color  of  the  strip, 
they  were  to  record  the  results  on  a self-re- 
turn  postcard. 

Of  the  more  than  1,600  strips  (which  were 
also  made  available  to  students)  the  service 
was  able  to  warn  six  persons  for  the  first 
time,  after  further  blood  sugar  tests  that 
they  either  had  diabetes  or  were  “border- 
line cases.” 

Although  the  University  was  able  to  posi- 
tively diagnose  seven  cases  of  diabetes,  it 
was  found  that  four  persons  who  took  part 
in  the  test  were  already  aware  of  it. 

The  detailed  report  of  the  method  and  re- 
sults will  be  made  available  to  the  medical 
profession  through  the  Nebraska  State 
Medical  Journal  in  a few  weeks,  according 
to  Dr.  Covey. 

News  From  Nebraska  Heart 
Association 

Dr.  Paul  Dudley  White  Predicts — 

The  1960’s  will  witness  the  development 
of  new  life  saving  methods  of  preventing 
and  treating  heart  disease  and  strokes,  it 
was  predicted  recently  by  Dr.  Paul  Dudley 
White,  dean  of  American  cardiologists  and 
National  Honorary  Co-Chairman  of  the  cur- 
rent 1960  Heart  Fund  campaign. 

The  internationally-renowned  Boston  car- 
diologist listed  seven  areas  in  which  new  and 
exciting  breakthroughs  are  most  likely  to 
occur  within  the  next  ten  years,  as  follows : 

1.  Medical  science  should  be  able  to  de- 
velop definitive  knowledge  regarding  the 


roles,  if  any,  played  by  diet,  heredity,  obes- 
ity, high  blood  pressure,  emotional  stress, 
exercise,  and  excessive  smoking  in  the  pro- 
cesses responsible  for  atherosclerosis,  or 
“hardening  of  the  arteries.”  This  condition 
sets  the  stage  for  “heart  attacks”  and 
“strokes.”  It  should  be  clearly  established 
during  the  next  decade  whether  and  to  what 
extent  abnormal  amounts  of  cholesterol  in 
the  blood  influence  the  development  of  ath- 
erosclerosis. 

2.  This  new  knowledge  may,  in  turn,  en- 
able physicians  to  tell  their  patients  what 
they  should  do  in  order  to  avoid  the  prema- 
ture onset  of  arterial  disease  now  respon- 
sible for  more  than  half  of  the  nearly-900,- 
000  deaths  caused  by  heart  and  blood  vessel 
disease  in  this  country  each  year.  A new 
and  significant  medical  milestone  thus  would 
be  achieved. 

3.  New  drugs,  or  combinations  of  exist- 
ing drugs,  and  the  “relaxing”  effect  of  other 
measures,  preventive  as  well  as  therapeutic, 
that  will  be  developed  will  enable  us  to  con- 
trol high  blood  pressure  even  more  effec- 
tively than  at  present.  There  also  is  ^ the 
likelihood  that  medical  scientists  will  discov- 
er the  still  unknown  underlying  causes  of 
the  common  form  of  high  blood  pressure 
known  as  essential  hypertension. 

4.  New  and  more  effective  drugs  also 
are  likely  to  be  perfected  to  inhibit  clotting 
in  the  blood  vessels,  with  the  result  that 
more  individuals  may  be  safeguarded 
against  heart  attacks  and  strokes. 

5.  Vast  strides  will  be  made  in  the  pre- 
vention, treatment  and  correction  of  heart 
and  circulatory  disorders  primarily  affect- 
ing children  and  young  people.  It  is  en- 
tirely possible  that  we  shall  learn  how  to 
prevent  all  cases  of  rheumatic  fever,  and 
the  rheumatic  heart  disease  it  causes,  during 
the  next  decade.  It  is  also  possible  that 
medical  scientists  will  learn  why  certain 
babies  are  born  with  defective  hearts,  and 
how  to  prevent  these  in-born  defects  from 
occurring. 

6.  New  surgical  techniques  will  be  de- 
veloped to  make  operations  on  the  heart  and 
blood  vessels  even  safer,  and  to  permit  oper- 
ations which  cannot  now  be  performed.  Use 
of  artificial  arterial  grafts  and  heart  valves 
will  become  more  and  more  common,  and 
a beginning  will  be  made  in  the  construction 
of  truly  artificial  hearts. 
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7.  ]\Iore  sensitive  and  more  accurate  tech- 
niques and  devices  will  be  developed  for 
diagrnosing  the  various  forms  of  heart  and 
blood  vessel  disease. 

“All  evidence  points  to  the  conclusion  that 
we  are  indeed  on  the  threshold  of  many  new 
and  exciting  discoveries,”  said  Dr.  White. 
“Great  achievements  are  truly  within  our 
gi-asp.  They  are,  however,  conditioned  up- 
on the  willingness  of  the  American  people  to 
provide  funds  with  which  to  conduct  inten- 
sified programs  of  cardiovascular  research, 
and  supporting  progi’ams  of  education  and 
community  service.  I know  of  no  better 
way  to  insure  the  realization  of  our  hopes 
than  through  generous  giving  to  the  1960 
Heart  Fund.” 


Human  Interest  Tales 

Dr.  J.  E.  Kaufmann,  David  City,  was  a 
guest  speaker  at  a recent  meeting  of  the 
David  City  Rotary  Club. 

Dr.  E.  E.  Colglazier,  Grant,  has  been  ap- 
pointed as  County  Physician  for  Perkins 
County. 

Dr.  Pierce  T.  Sloss,  Grand  Island,  has 
been  named  medical  advisor  for  the  Hall 
County  Red  Cross  blood  program. 

Dr.  H.  D.  Myers,  Schuyler,  presented  a 
progi’am  on  hypnosis  at  a regualr  meeting 
of  the  Rotary  Club  in  that  city  in  January. 

Dr.  and  Mrs.  E.  K.  Steenburg,  formerly 
of  Aurora,  are  now  on  a world  cruise.  They 
moved  to  Washington,  D.C.  in  1958. 

Dr.  Harold  S.  Morgan,  Lincoln,  presented 
a paper  at  the  University  of  Michigan  Post 
Graduate  School  in  January. 

Dr.  and  Mrs.  Fay  Smith,  Imperial,  jour- 
neyed to  San  Francisco  in  January  for  a 
winter  trip. 

Dr.  Howard  L.  Fend,  Schuyler,  has  been 
named  chief  of  staff  at  the  Memorial  Hos- 
pital for  the  coming  year. 

Dr.  Dale  H.  Davies,  Fremont,  is  the  new 
president  of  the  Dodge  County  Community 
Hospital  staff  for  the  coming  year. 

Dr.  John  R.  O’Neal,  Clarkson,  suffered 
cuts  and  bruises  in  a car-truck  accident  in 
January. 

Dr.  Robert  Heaney,  Omaha,  was  the  guest 


speaker  at  the  January  meeting  of  the 
Omaha-Council  Bluffs  Dietetics  Association. 

Dr.  K.  F.  Niehaus,  Rochester,  Minnesota, 
has  recently  moved  to  Omaha  where  he  will 
set  up  his  practice. 

Dr.  Robert  Stein,  Lincoln,  has  been  elect- 
ed chief  of  staff  of  Lincoln  General  Hos- 
pital for  the  coming  year. 

Dr.  James  C.  Maly,  Fullerton,  recently 
purchased  a four-passenger  plane.  He  will 
make  use  of  the  plane  in  his  practice. 

Dr.  E.  A.  Holyoke,  Omaha,  attended  a 
medical  national  defense  meeting  at  Brooks 
Air  Force  Base,  Texas,  in  January. 

Dr.  Stanley  M.  Truhlsen,  Omaha,  has  been 
named  president-elect  of  the  Immanuel  Hos- 
pital Staff  for  the  coming  year. 

Dr.  A.  J.  Offerman,  Omaha,  has  been  re- 
elected for  the  seventeenth  year,  as  president 
of  the  Nebraska  Blue  Shield. 

Dr.  F.  H.  Hathaway,  Lincoln,  is  the  new 
president  of  the  St.  Elizabeth  Hospital  med- 
ical staff  for  the  coming  year. 

Dr.  D.  W.  Kingsley,  Hastings,  attended 
the  annual  meeting  of  the  Board  of  Abdom- 
inal Surgeons  in  Miami  Beach  in  January. 

Dr.  John  Barthell  of  Lincoln  was  recently 
elected  to  the  office  of  vice  president  of  the 
Minnesota  Dermatological  Society. 

Dr.  John  R.  Schenken,  Omaha,  discussed 
the  subject  of  socialized  medicine  at  a Janu- 
ary meeting  of  the  University  of  Nebraska 
Medical  Students’  Wives’  Club. 

The  Omaha  Ak-Sar-Ben  recently  pur- 
chased a research  microscope  and  presented 
it  to  the  City-County  Health  Department  of 
Omaha. 

Dr.  Robert  Westfall,  Albion,  has  closed  his 
part-time  office  in  St.  Edward  and  will  de- 
vote full  time  to  his  practice  in  Albion  with 
his  associate  Dr.  Roy  J.  Smith. 

Dr.  F.  M.  Karrer,  McCook,  Avas  involved 
in  an  automobile  accident  recently  while 
making  a rural  call.  He  Avas  shaken  up  and 
suffered  a minor  knee  injury. 

Dr.  R.  Russell  Best,  Omaha,  was  the  pinn- 
cipal  speaker  at  the  January  meeting  of  the 
Northwest  Nebraska  County  Medical  So- 
ciety, held  in  Gordon. 

Dr.  Roy  G.  Holly,  Omaha,  discussed  the 
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subject  “Iron  Metabolism  in  Pregnancy”  at 
a recent  meeting  of  Sigma  Xi,  national  sci- 
ence honorary  society  in  Omaha. 

Dr.  C.  Allen  Roehl,  Minneapolis,  has  re- 
cently joined  the  staff  of  the  Norfolk  State 
Hospital.  He  will  be  in  charge  of  psycho- 
logical services  on  intensive  treatment. 

Dr.  J.  B.  Kile,  Eddyville,  observed  50 
years  of  medicine  in  this  community  on 
January  10th.  Some  350  persons  of  that 
community  gathered  to  pay  tribute  to  him. 

Dr.  Paul  Bancroft,  Lincoln,  will  be  one  of 
the  speakers  at  the  15th  National  Confer- 
ence on  Rural  Health  being  held  in  Grand 
Rapids,  Michigan,  in  February. 

Dr.  Earl  A.  Connolly,  Omaha,  has  been 
installed  as  president  of  the  Omaha-Douglas 
County  Medical  Society  for  the  coming 
year. 

Dr.  Herbert  Wiggins,  Omaha,  was  con- 
ferred the  award  as  the  most  outstanding 
Negro  citizen  in  1959  by  the  Benedict  Club 
at  their  annual  holiday  party  in  January. 

Dr.  T.  P.  Krush,  Omaha,  was  the  guest 
speaker  at  a January  meeting  of  the  East 
Ward  Parent-Teachers  Association  of  Sid- 
ney. 

The  physicians  of  Kearney  are  participat- 
ing in  a series  of  lectures  as  a part  of  the 
educational  program  of  the  Student  Prac- 
tical Nurses  that  are  in  training  in  the  city. 

Dr.  William  Eaton,  Fremont,  discussed 
unusual  and  contagious  diseases  at  the  Jan- 
uary meeting  of  the  Fremont  Nurses  Asso- 
ciation. 

Dr.  and  Mrs.  F.  A.  Bulawa,  Norfolk,  trav- 
eled to  Miami  Beach,  Florida,  in  January, 
where  Dr.  Bulawa  attended  the  Clinical 
Congress  of  Abdominal  Surgeons. 

Dr.  Marshall  F.  Zahller,  Omaha,  was  the 
guest  speaker  at  a recent  meeting  of  the 
Omaha  Pre-School  Mothers’  Club  held  at 
the  First  Christian  Church. 

Dr.  Robert  C.  Rosenlof,  Kearney,  has 
joined  the  faculty  of  the  University  of  Ne- 
braska College  of  Medicine,  doing  instruc- 
tion and  research  work. 

Dr.  Richard  W.  Gray,  Lincoln,  was  the 
main  speaker  at  the  January  meeting  of  the 
Lancaster  County  Association  for  Mental 
Health. 

Drs.  Fred  J.  Rutt  and  Donald  Murray, 


Hastings,  presented  talks  at  the  January 
meeting  of  the  Adams  county  unit  of  the 
American  Cancer  Society. 

William  E.  N u t z m a n,  M.D.,  has  an- 
nounced the  opening  of  his  office  in  Kear- 
ney. He  will  limit  his  practice  to  diseases 
of  the  chest. 

Dr.  Horace  K.  Giffen,  Omaha,  was  the 
guest  speaker  at  a January  meeting  of  the 
United  Church  Women  of  Lincoln  which 
was  held  at  the  East  Lincoln  Christian 
Church. 

Dr.  R.  L.  Cassel,  Fairbury,  discussed  the 
subject  of  heart  malfunctions  and  diseases 
at  a meeting  of  the  Jefferson  County  Amer- 
ican Legion  and  Auxiliary  members  in  Fair- 
bury in  January. 

Arthur  L.  Smith,  Jr.,  M.D.,  of  Lincoln, 
has  been  appointed  a Member  of  the  Council 
of  the  Section  on  Cardiovascular  Diseases, 
Pan  American  Medical  Association.  He  will 
serve  at  the  Congress  in  Mexico  City,  May 
2 to  11,  1960. 

John  S.  Broz,  II,  M.D.,  son  of  J.  S.  Broz, 
M.D.,  of  Alliance,  received  his  M.D.  degree 
from  Creighton  University  School  of  Medi- 
cine in  1956,  then  took  a two-year  residency 
in  general  surgery.  He  is  now  serving  a 
residency  in  pathology  at  Clarkson  Hospital, 
Omaha. 


Announcements 

Postgraduate  Courses  at  University  of  Nebraska 
College  of  Medicine — 

March  24  — Neurology  and  Psychiatry  at 
Nebraska  Psychiatric  Institute.  This  post- 
graduate course,  planned  and  carried  out  by 
the  Department  of  Neurology  and  Psychia- 
try of  the  College  of  Medicine  will  deal  with 
three  main  topics,  neurological  and  psychi- 
atric implications  of  cerebral  vascular  acci- 
dents, developmental  problems  in  infancy 
and  childhood,  and  problems  of  the  de- 
pressed patient.  Case  presentations  and  the 
informal  panel  discussions  which  have  been 
so  popular  at  past  courses  will  form  a major 
portion  of  the  course. 

March  31 — Obstetrics  and  Gynecology — 
at  Lincoln  General  Hospital,  Lincoln.  Guest 
Faculty:  Irwin  H.  Kaiser,  M.D.,  Professor 
and  Chairman,  Department  of  Obstetrics 
and  Gynecology,  University  of  Utah  College 
of  Medicine.  Dr.  Kaiser  will  be  joined  by 
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Dr.  Holly,  and  his  staff  in  presenting  anoth- 
er of  the  traditionally  fine  postgraduate 
courses  held  each  year  in  Lincoln. 

April  4 and  5 — Pediatrics — on  the  campus 
in  Omaha.  Guest  Faculty:  Edward  C.  Cur- 
nen,  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Pediatrics,  University  of  North  Car- 
olina, Chapel  Hill,  North  Carolina,  and  Ed- 
ward B.  Shaw,  M.D.,  Professor  and  Chair- 
man, Department  of  Pediatrics,  University 
of  California,  San  Francisco,  California. 
This  course  will  generally  be  pointed  to- 
ward cardiovascular  and  infectious  disease 
problems  in  children.  Featured  will  be  dis- 
cussions of  practical  genetic  considerations, 
problems  and  routine  care  of  the  premature, 
indications  and  technique  for  exchange 
transfusions,  diagnosis  and  management  of 
congenital  heart  disease,  evaluation  and 
treatment  of  rheumatic  fever,  cardiovascu- 
lar changes  in  cystic  fibrosis,  problems  of 
antimicrobial  therapy,  steroids  in  relation  to 
acute  infections,  current  status  of  immuni- 
zation procedures,  and  other  problems  of  in- 
fectious diseases. 

Medical  Continuation  Courses — 

The  University  of  Minnesota  Center  for 
Continuation  Study  offers  the  following  con- 
tinuation courses  in  the  months  to  come : 

April  7-9,  1960 — Emergency  Surgery  for 
Surgeons 

April  11-13,  1960 — Radiology  for  General 
Physicians 

April  21-23,  1960  — Otolaryngology'  for 
General  Physicians 

May  2-6,  1960  — Intermediate  Electrocar- 
diography for  General  Physicians  and 
Specialists 

May  16-18,  1960  — Office  Psychotherapy 
for  General  Physicians 

May  23-27,  1960 — Proctology  for  General 
Physicians 

For  further  information  concerning  the 
above  courses,  write  to  the  Director,  De- 
partment of  Continuation  Medical  Educa- 
tion, 1342  Mayo  Memorial,  University  of 
Minnesota,  Minneapolis  14. 

Second  International  Symposium  of  the  Deborah 
Hospital  on  Current  Concepts  in  Medicine — 

Congenital  heart  disease  will  be  the  sub- 
ject of  Deborah  Hospital’s  second  Interna- 


tional Symposium  on  Current  Concepts  in 
Medicine.  The  symposium  will  be  held 
April  28,  29  and  30,  1960,  in  the  Bellevue 
Stratford  Hotel,  Philadelphia,  Pa.,  it  was 
announced  by  Jack  Lesser,  National  Presi- 
dent of  the  hospital. 

Specialists  in  eveiy  branch  of  cardiology 
will  present  papers  on  the  most  recent  de- 
velopments in  the  diagnosis,  treatment  and 
surgical  correction  of  heart  ailments  pres- 
ent from  birth.  Eight  sessions  have  been 
planned  during  the  three  days,  each  closing 
with  open  discussion  and  a summary  of 
the  subject  material. 

The  Deborah  Symiposium  is  open  to  all  in- 
terested physicians.  Announcements  with 
registration  forms  are  being  sent  to  mem- 
bers of  societies  interested  in  heart  diseases, 
and  to  members  of  the  profession  in  eveiy 
state  in  the  nation.  There  is  no  registra- 
tion fee. 

The  topic  for  the  first  session,  April  28, 
is  “Pathogenetic  Factors  in  Congenital 
Heart  Disease;”  second  session,  “Definitive 
Diagnosis  of  Congenital  Heart  Disease;” 
third  session,  “The  Fate  of  the  Child  with 
Unrelieved  Congenital  Heart  Disease.” 

Topics  for  Friday,  April  29,  are : first 
session,  “Surgical  Tools;”  second  session, 
“Special  Surgical  Considerations;”  third 
session,  “Surgeiy  of  Congenital  Heart  Dis- 
ease.” 

On  Friday,  April  30,  the  topic  will  be 
“Management  of  the  Cyanotic  Newboim.” 

There  will  be  other  informational  and 
social  functions. 

.\ward  Offered  for  Manuscripts  in 
Various  Fields — 

With  the  thought  that  some  readers  of 
this  Jow'nal  might  like  to  enter  a contest 
of  the  kind  described  in  the  following  re- 
lease, we  publish  it  in  toto,  as  follows: 

Brookline,  Massachusetts 
December  21,  1959 

President  Kirtley  F.  Mather  of  the  Amer- 
ican Academy  of  Arts  and  Sciences  an- 
nounced today  the  winners  of  the  Academy 
Monograph  Prizes  for  1959.  Three  awards, 
of  $1,000  each,  inaugurated  this  year,  go  to 
the  authors  of  especially  meritorious  un- 
published monographs,  one  each  in  the  fields 
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of  the  humanities,  the  social  sciences,  and 
the  physical  and  biological  sciences.  In  the 
humanities,  the  prize  goes  to  Dr.  William  P. 
Malm  of  Los  Angeles  for  his  manuscript 
entitled  “Japanese  Nagauta  Music,”  with  an 
honorable  mention  to  Dr.  Henry  Guerlac  of 
Ithaca,  New  York,  for  his  manuscript  en- 
titled “Lavoisier:  The  Crucial  Year  — The 
Background  and  Origin  of  his  First  Experi- 
ments on  Combustion  in  1772.”  The  award 
in  the  social  sciences  is  to  Professors  Law- 
rence E.  Fouraker  and  Sidney  Siegel  of 
Pennsylvania  State  University,  joint  authors 
of  a manuscript  entitled  “Bargaining  and 
Group  Decision  Making;  Experiments  in 
Bilateral  Monopoly,”  with  an  honorable  men- 
tion to  Dr.  Margaret  Hodgen  of  Pasadena, 
California,  for  her  manuscript  “Early  An- 
thropological Ideas  of  the  Sixteenth  and 
Seventeenth  Centuries.”  The  prize  winners 
in  the  physical  and  biological  sciences  are 
Professors  Walter  H.  Munk  and  Gordon  J. 
MacDonald  of  the  University  of  California, 
co-authors  of  “The  Rotation  of  the  Earth; 
A Geophysical  Discussion,”  with  an  honor- 
able mention  to  Dr.  Robert  W.  Hiatt  and  Dr. 
Donald  W.  Strasburg  of  the  University  of 
Hawaii  for  their  manuscript  “Biotic  Inter- 
action on  Coral  Reefs  of  the  Marshall  Is- 
lands, with  Emphasis  on  the  Fish  Fauna.” 

The  Academy  Monograph  Prizes  are  in- 
tended to  encourage  and  assist  the  publica- 
tion of  scholarly  contributions  to  knowledge, 
too  long  for  articles  in  the  learned  journals 
and  too  specialized  or  too  short  for  a gen- 
eral book.  In  response  to  the  announcement 
of  this  prize  competition,  made  nearly  a 
year  ago,  more  than  five  hundred  manu- 
scripts were  submitted  by  scholars  and  sci- 
entists from  all  parts  of  the  English-speak- 
ing world.  The  great  majority  of  the  mono- 
graphs were  of  high  quality  and  a consider- 
able number  of  them,  in  addition  to  the  win- 
ners of  the  prizes  and  those  selected  for 
honorable  mention,  impressed  the  judges  as 
well  worthy  of  publication. 

The  Academy  has  already  announced  a 
similar  competition  for  1960,  with  an  Octo- 
ber 1 deadline  for  the  receipt  of  manu- 
scripts. 


Announcements — 

Two  Short  or  Refresher  Courses  will  be 
given  in  early  June  1960,  by  the  Children’s 
Hospital  of  Philadelphia  and  the  Graduate 


School  of  Medicine,  University  of  Pennsyl- 
vania. 

1.  Pediatrics  Advances.  May  30  through 
June  3,  1960. 

Conducted  by  the  Staff  of  The  Children’s 
Hospital  of  Philadelphia.  The  curriculum 
will  consist  of  clinics,  demonstrations  and 
panel  discussions  in  selected  aspects  of  con- 
temporary pediatrics  in  which  important 
advances  are  being  made.  Note : Interested 
physicians  are  urged  to  appply  early,  since 
total  attendance  is  limited.  Registration  fee 
will  be  refunded  if  the  registrant  later  finds 
it  impossible  to  attend.  Tuition : $115.00. 

2.  Practical  Pediatric  Hematology.  June 
6 through  10,  1960. 

Conducted  by  Irving  J.  Wolman,  M.D., 
Thomas  R.  Boggs,  Jr.,  M.D.,  and  other  mem- 
bers of  the  Hematology  Department  of  the 
Children’s  Hospital  of  Philadelphia.  Tui- 
tion: $125.00. 

The  program  on  the  last  2 days  will  be 
devoted  to  Problems  of  Blood  Grouping, 
Neonatal  Jaundice,  Kernicterus  and  Ex- 
change Transfusions.  Physicians  may  regi- 
ster for  these  2 days  only;  if  desired.  Tui- 
tion: $50.00. 

An  illustrative  collection  of  25  abnormal 
blood  and  bone  marrow  slides  has  been  pre- 
pared. These  are  available  for  purchase: 
$10.00  for  registrants;  $15.00  for  non-regis- 
trants. 

Inquiries  should  be  addressed  to  Irving  J. 
Wolman,  M.D.,  Director  of  Post-Graduate 
Education,  The  Children’s  Hospital  of  Phila- 
delphia, 1740  Bainbridge  Street,  Philadel- 
phia 46,  Pa. 


Research  in  Prevention  of  Blindness — 

The  Research  Committee  of  the  National 
Society  for  the  Prevention  of  Blindness  in- 
vites requests  for  research  grants  in  1960. 
Funds  are  available  for  projects  that  may 
contribute  to  basic  understanding  of  eye 
function  and  pathology,  or  that  may  im- 
prove methods  of  diagnosis,  treatment  or 
prevention  of  blinding  eye-disease.  Grants 
will  be  made  this  spring  for  requests  re- 
ceived by  April  1.  Inquiries  can  be  ad- 
dressed to  Research  Committee,  National  So- 
ciety for  the  Prevention  of  Blindness,  1790 
Broadway,  New  York  19,  N.Y. 
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MEET  SOME  OF  OUR  . . . 

NEW  MEMBERS 

Nebraska  State  Medical  Association 


Alfred  W.  Brody,  M.D.,  was  born  in  Long-  Island  City,  New  York, 
March  14,  1920.  He  attended  Graduate  Franklin  High  School.  He  re- 
ceived his  premedical  education  at  Columbia  College  after  which  he  re- 
ceived  his  degi’ee  Doctor  of  Medicine  December,  1943,  from  the  New 
York  State  University  College  of  Medicine  in  Brooklyn. 

Doctor  Brody  interned  at  the  Moirissania  City  Hospital  after  which 
he  was  associated  with  the  Goldwater  Memorial  Hospital.  He  seiwed 
in  the  Marine  Coi-ps  as  a 1st  Lieutenant  and  Captain.  After  retuiTiing 
from  service  he  studied  at  the  University  of  Pennsylvania  Graduate 
School  of  Medicie. 

He  joined  the  faculty  at  the  Univereity  of  Pennsylvania  Graduate 
School  of  Medicine  as  an  Insti-uctor  in  Physiology  and  Pharmacology’ 
He  left  there  to  join  the  Creighton  University  School  of  Medicine  in 
the  capacity  of  Assistant  Professor  Department  of  Phai-macology.  He 
is  now  Associate  Professor  of  Medicine  at  Creighton. 

Doctor  Brody  and  his  \\-ife,  Shirley,  are  the  parents  of  4 children’ 
Betty  Ann,  13;  Carolyn  Gaile,  11;  Francis  Linda,  8;  and  Robert  Sey- 
mour, 7. 

Doctor  Brody’s  main  interest  for  recreation  is  electronics. 

He  is  certified  Diplomate  National  Boards,  Nebraska  State  License. 
His  associations  include  the  A.M.A.  A.A.A.S.,  American  Physiological 
Society,  and  the  New  York  Academy  of  Science. 

Doctor  Brody  is  also  the  Nebraska  Chair  of  Cardiovascular  Re- 
search and  his  appointments  include  Douglas  County  and  the  Cardio- 
pulmonaiy’  Laboratory  at  the  Creighton  Memorial-St.  Joseph  Hospital. 

Bom  June  29,  1933,  at  Grand  Island,  Nebraska,  David  S.  Weeks, 
M.D.,  attended  St.  Paul,  Hebron,  and  Kearney  High  Schools.  He  en- 
rolled for  pre-medical  studies  at  the  Nebraska  State  Teachei-s  College 
at  Kearney.  He  graduated  from  the  University  of  Nebraska  College 
of  Medicine  June  14,  1958. 

Doctor  Weeks  interned  at  the  Nebraska  Methodist  Hospital.  He 
is  now  located  at  8284  Haskall  Street  in  Omaha. 

Doctor  and  Mrs.  (Ellen)  Weeks  have  3 children:  William  David, 
3;  Deneen  Louise,  20  months,  and  an  infant  daughter,  Jeanne  Eliza- 
beth. Doctor  Weeks  enjoys  swimming,  music  and  woodworking. 

He  is  an  associate  member  of  the  American  Academy  of  General 
Practice. 

Bom  on  Novmber  24,  1926,  at  Grand  Island,  Nebraska,  Frederick  F. 
Paustian,  M.D.,  graduated  from  Benson  High  School  in  Omaha  before 
enrolling  in  the  University  of  Nebraska  for  premedical  studies.  He 
graduated  from  the  University  of  Nebraska  College  of  Medicine,  June, 
1953. 

Doctor  Paustian  interned  at  the  Graduate  Hospital,  Univei-sity  of 
Pennsylvania  after  w’hich  he  took  a residency  in  Intei-nal  Medicine  there. 
He  also  took  a residency  in  Gastroenterology  and  was  a Fellow  in  Gas- 
troenterology all  at  the  Graduate  Hospital,  University  of  Pennsylvania. 

Doctor  Paustian  then  started  practice  in  Gastroenterology  in  Phila- 
delphia, Pa.;  he  also  was  Assistant  Instmctor  in  Gastroenterology  at 
the  Graduate  School  of  Medicine,  University  of  Pennsylvania. 

Doctor  and  Mi-s.  (Mary)  Paustian  are  the  parents  of  3 children: 
Cheryl  Ann,  4;  Lynn  Carol,  2;  and  James  Fi’ederick,  6 months.  Doctor 
Paustian  enjoys  golf  and  fishing. 

Doctor  Paustian  semed  in  the  U.  S.  Anny  Infantiy  for  a year  and 
a half. 

At  present  he  is  Instructor,  Department  of  Internal  Medicine — 
Gastroenterology  at  the  University  of  Nebraska  College  of  Medicine, 
Attending  Gastroenterologist  and  in  Radioisotope  Medicine  at  the  Vet- 
erans Administration  Hospital  in  Omaha;  on  the  active  staff  in  Internal 
Medicine  of  Douglas  County  Hospital  and  on  the  courtesy  staff  of 
Immanuel  Hospital,  Methodist  Hospital  and  Clarkson  Hospital. 

Doctor  Paustian’s  membership  in  professional  organizations  include 
A.M.A.,  Omaha  Research  Group  of  American  Fed.  Society  and  the 
Bockus  International  Society  of  Gastroenterologists. 


152 


Nebraska  S.  M.  J. 


Deaths 

Arno  A.  Bald,  M.D.,  San  Diego,  California. 
Doctor  Bald,  73,  physician-surgeon  who 
practiced  in  Platte  Center  more  than  37 
years,  died  January  19,  in  San  Diego,  Cali- 
fornia. Born  April  8,  1886,  at  Aurora,  he 
graduated  from  Cornell  College,  Mt.  Ver- 
non, Iowa,  and  in  1911  graduated  from  the 
University  of  Nebraska  College  of  Medicine. 
He  interned  at  Wise  Memorial  Hospital  in 
Omaha.  Doctor  Bald  practiced  in  Platte 
Center  from  1912  until  early  in  1950,  when 
he  retired  and  moved  to  San  Diego. 

George  E.  Pennington,  M.D.,  Broken  Bow. 
Doctor  Pennington,  prominent  Custer  coun- 
ty physician  for  nearly  60  years,  died  in 
Broken  Bow,  Nebraska,  January  6,  1960,  at 
the  age  of  85.  Born  in  Stewartsville,  Mis- 
souri, March  28,  1875,  he  received  his  edu- 
cation at  Cameron,  Missouri,  high  school 
and  Missouri  Wesleyan.  He  later  attended 
Ensworth  Medical  College,  St.  Joseph,  Mo., 
and  Chicago  College  of  Medicine  and  Sur- 
gery. He  practiced  medicine  in  Anselmo 
from  1902  to  1908,  when  he  moved  to  Brok- 
en Bow.  He  died  after  an  illness  of  approx- 
imately 6 weeks. 


The  Woman's  Auxiliary 


Puiwis,  Mrs.  C.  Fred  Ferciot,  Mrs.  E.  S. 
Maness,  and  Mrs.  Leonard  Lee. 

Mrs.  L.  D.  Cherry  was  responsible  for  the 
set  and  Mrs.  Joyce  Ayres,  a willing  and  able 
“outsider,”  acted  as  accompanist. 

LADIES’  ACTIVITIES 

During 

CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
Tuesday,  March  1 thru  Thursday,  March  3 
PALMER  HOUSE,  CHICAGO 

Tuesday — Registration,  Hospitality  Room 

Wednesday — Morning  Tour  of  Merchandise 
Mart 

Thursday — Luncheon  and  Fashion  Show, 
Morrison  Hotel 

The  Woman’s  Auxiliary  to  Chicago  Medi- 
cal Society  is  happy  to  be  your  hostess  dur- 
ing these  Clinical  Conference  days. 

We  look  forward  to  entertaining  you  while 
your  husbands  are  busy  at  meetings.  ^ 

Get  your  tickets  for  tours,  luncheon  and 
television  shows  in  the  Hospitality  Room  of 
Palmer  House. 

•t 

Come  and  enjoy  these  days  with  us. 


Lancaster  County — 

On  February  1 the  Lancaster  County 
Medical  Auxiliary  entertained  the  city’s  sen- 
ior student  nurses  and  their  supervisors  in 
the  Nurses  Home  of  St.  Elizabeth’s  Hos- 
pital. Nearly  two  hundred  honored  guests 
and  auxiliary  members  enjoyed  luncheon 
and  an  original  skit  presented  under  the  di- 
rection of  Mrs.  Paul  Peterson  and  Mrs. 
Leonard  Lee. 

“There  IS  a Doctor  in  the  House”  was 
written  by  Mrs.  James  Phalen  of  San  Diego, 
California,  and  was  introduced  to  our  presi- 
dent, Mrs.  L.  F.  Pfeiffer,  by  a local  mem- 
ber who  had  seen  it  performed. 

Taking  part  in  the  musical  production 
were  Mrs.  M.  P.  Brolsma,  Mrs.  H.  A.  Han- 
sen, Mrs.  F.  S.  Webster,  Mrs.  George  Lewis, 
Jr.,  Mrs.  M.  A.  Wood,  Mrs.  Keay  Hachiya, 
Mrs.  Roy  Statton,  Mrs.  J.  T.  Williams,  Mrs. 
H.  G.  Ahrens,  Mrs.  J.  W.  Ballew,  Mrs.  L. 
E.  Sharrar,  Mrs.  H.  D.  Hilton,  Mrs.  W. 
Quentin  Bradley,  Mrs.  H.  L.  Papenfuss,  Mrs. 
A.  L.  Smith,  Jr.,  Mrs.  E.  B.  Reed,  Mrs.  D.  F. 


Mrs.  Charles  W.  Stigman, 
Chairman ; 

Mrs.  Joseph  Shanks, 

Press  and  Publicity. 


Know  Your 
Blue  Shield  Plan 


SUCCESS  MEANS  POSITIVE  ACTION 
NOT  NEGATIVE!!! 

If  American  doctors  of  medicine  are  to 
stop  the  onslaught  and  spectre  of  socialized 
medicine,  they  must  think  and  act  positive- 
ly, not  negatively.  The  answer  to  this  threat 
is  that  it  has  to  be  stopped  at  its  source, 
with  the  people  who  receive  medical  care — 
your  patients.  If  your  patients  are  properly 
and  adequately  informed  by  you  as  to  the 
ultimate  consequence  of  socialized  medicine 
— mass  medicine — the  tide  can  be  turned. 

Mass  medicine  means  the  destruction  of 
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medicine  as  we  know  it  today.  The  loss  of 
individual  identity  of  both  physician  and  pa- 
tient. Loss  of  individual  consideration,  at- 
tention, and  treatment  that  can  only  be  at- 
tained by  our  present  personalized  physi- 
cian-patient relationship.  Mass  medicine 
means  time-clock  medicine,  receiving  a cer- 
tain amount  of  money  for  a certain  number 
of  patients  seen,  regardless  of  the  quality 
of  medicine  practiced. 

The  American  public  wants  the  best  medi- 
cine that  money  can  buy.  They  do  not  want 
a bargain-basement  t>q)e  of  medicine.  Nor 
do  they  want  a mass  produced,  and  mass  ad- 
ministered type  of  medicine  where  the  indi- 
vidual identity  is  lost.  They  want  quality 
medicine,  where  extra  effort,  skill  and  in- 
genuity are  rewarded. 

An  informed  and  alarmed  public  is  an 
active  public.  An  active  public  will  make 
their  desires  known  to  their  representatives 
in  government.  Too  long  they  have  been 
told  only  one  side  of  the  story,  that  govern- 
ment medicine  is  the  panacea  they  seek. 
Nou'  they  must  be  told  — by  you  their  doc- 
tor — the  other  side  of  the  story,  with  its 
inevitable  outcome,  the  destruction  of  medi- 
cal care  as  practiced  today.  We  are  still  a 
democracy,  not  a communistic  state. 

The  most  serious  threat  facing  American 
medicine  at  this  time  is  the  “Forand  Bill” 
type  of  legislation  for  recipients  of  Social 
Security.  This  “Bill,”  or  a similar  one,  has 
a very  real  chance  of  being  enacted  into  law 
during  our  present  session  of  Congress.  We 
have  to  stop  it  now.  Once  this  type  of  bill 
becomes  law,  it  will  only  be  a matter  of  time 
until  other  like  bills,  affecting  even  larger 
segments  of  our  population,  will  be  enacted. 

Nebraska  physicians’  answer  to  the  For- 
and Bill  is  Nebraska  Blue  Cross  -Blue 
Shield’s  “65  and  Over”  coverage.  It  is  good 
coverage,  moderately  priced,  but  it  has  to 
be  sold.  What  better  recommendation  for 
medical  coverage  can  be  given,  than  a doc- 
tor’s own  endorsement. 

Nebraska  Blue  Shield  was  created  by  Ne- 
braska physicians  for  just  such  challenges 
as  these.  Nebraska  Blue  Shield  has  pro- 
vided and  will  continue  to  provide  the  best 
medical  coverage  money  can  buy,  on  an  ac- 
tuarially  sound,  low  overhead,  free  choice 
basis.  Nebraska  Blue  Shield  has  assisted 
and  will  continue,  with  the  aid  and  guid- 
ance of  the  Nebraska  State  Medical  Associa- 


tion, to  assist  doctors  of  medicine  in  what- 
ever way  possible  to  present  their  story  to 
the  American  public  in  an  honest  and 
straight-forward  manner. 


TUBERCULOSIS  ABSTRACTS 

SURVIVAL  OF  LUNG  CANCER 

Data  are  presented  on  250  consecutive  cases 
of  primai-y  bronchogenic  carcinoma  from  two 
Philadelphia  suiwey  units.  The  five  year  sur- 
vival rate  (17%)  was  calculated  from  the  date 
of  the  first  abnormal  film.  A plea  is  made  for 
semiannual  chest  X rays  of  asymptomatic  older 
persons. 

Despite  a marked  improvement  in  operative  mor- 
tality five-year  smwival  rates  for  primary  lung 
cancer  range  between  4.1  and  9.6  per  cent.  This 
may  be  due  to  an  inherent  biologic  tendency  to 
early  metastasis,  to  late  diagnosis  or  to  inadequacy 
of  current  therapeutic  measures.  Little  is  known 
about  the  natural  histoi'y  of  bronchogenic  carci- 
noma. Tumors  vary  in  rates  of  growth  and  in  in- 
vasive and  metastasizing  qualities. 

A major  difficulty  in  the  whole  field  of  prognosis 
is  the  lack  of  a classification  of  lung  cancer  that 
would  permit  comparison  of  different  series  in  the 
same  manner  in  which  cases  of  tuberculosis  can 
be  compared  according  to  extent  of  disease.  Sur- 
geons have  reported  five-year  survival  rates  of 
about  35  per  cent  for  cases  resected  while  lesions 
are  localized,  in  contrast  to  4 to  9 per  cent  for 
resected  patients  whose  cancer  has  spread.  Such 
figures  place  the  burden  of  earlier  detection  upon 
physicians  who  see  patients  with  cancer  before  sur- 
geons see  them.  Periodic  X-ray  examinations  of 
the  chest  are  the  only  cuiTent  approach  to  the  de- 
tection of  lung  cancer  in  asymptomatic  persons.  It 
is  important  to  stress  this  because  of  the  current 
anxiety  about  radiation  hazards.  Lung  cancer  is 
a fatal  disease.  One  must  balance  the  risks  of  fail- 
ing to  find  this  illness  early  enough  for  curative 
resection  against  the  theoretical  risks  of  leukemia 
and  osteogenic  sarcoma. 

METHOD 

Two  hundred  and  fifty  consecutive  cases  of  pri- 
mary lung  cancer  suiweyed  at  two  official  Phila- 
delphia chest  X-ray  units  between  February,  1947, 
and  December,  1956,  were  followed  through  March, 
1957.  No  case  was  lost  to  follow-up  study.  In  ad- 
dition to  the  usual  data  an  attempt  was  made  to 
classify  the  types  of  abnonnalities  appealing  on  the 
first  abnonnal  X-ray  films  and  to  coiTelate  them 
with  survival  rates.  The  clinical  diagnosis  of  con- 
comitant active  tuberculosis  was  accepted  only  if 
there  was  more  than  one  positive  sputum  report. 
Survival  rates  were  based  on  five  years  when  num- 
bers were  adequate,  othei’wise  on  three. 

RESULTS 

Over-all  Survival.  The  five-year  survival  rate 
was  17  per  cent,  well  above  that  reported  by  sur- 
geons. It  is  noteworthy  that  one  man  lived  for 
nine  years  after  his  fii’St  abnormal  film  despite 
not  having  had  a resection. 

Suiwival  According  to  Operation.  Of  the  250  pa- 
tients, 133  were  explored,  and  73  were  resected. 
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The  five-year  sui’vival  rate  in  the  small  group  (30 
cases)  with  resection  in  the  study  long  enough  to 
calculate  such  a rate  was  37  per  cent  — about  the 
figure  I’eported  by  surgeons  for  patients  resected 
while  their  tumors  were  still  localized. 

Survival  According  to  Age.  The  five-year  sur- 
vival rate  was  20  per  cent  for  59  persons  over  the 
age  of  fifty-five,  as  compared  to  12  per  cent  for 
41  under  that  age.  No  regular  pattern  of  survival 
in  relation  to  age  is  reported. 

Survival  According  to  Race.  There  is  an  impres- 
sion in  the  literature  that  there  is  less  cancer  in 
Negroes  than  in  whites.  This  has  not  been  the 
experience  of  official  Philadelphia  surveys,  in 
which  the  prevalence  rate  for  men  over  forty-five 
is  422  for  nonwhites  as  compared  to  215  per  100,- 
000  for  whites.  Similar  results  have  been  reported 
by  the  Philadelphia  Pulmonary  Neoplasm  Research 
Project. 

Tissue  Type  in  Relation  to  Sex.  Of  the  228  men 
in  the  study,  54  per  cent  had  squamous-cell  cancer; 
only  four  of  the  22  women  had  it. 

If  squamous-cell  carcinoma  is  related  to  exogen- 
ous carcinogens,  the  greater  proportion  of  squam- 
ous-cell  carcinoma  in  men  may  be  due  to  a greater 
industrial  exposure.  However,  the  small  groups  in- 
volved in  this  study  are  not  statistically  significant. 

So  far  as  survival  is  concerned,  squamous-cell 
carcinoma  seems  to  be  a different  disease  from 
adenocarcinoma  and  undifferentiated  carcinoma. 
Not  only  are  over-all  survival  rates  better,  but  pa- 
tients live  longer  after  resection. 

X-ray  Classification  for  Prognostic  Pui’poses.  An 
elaborate  classification  was  set  up,  but  the  only 
important  correlation  with  prognosis  was  between 
tumors  arising  as  solitary  nodules  and  all  other 
tumors. 

Bronchoscopic  Findings.  Of  the  213  patients  giv- 
en bronchoscopic  examinations  only  44,  or  21  per 
cent,  had  normal  gross  findings.  Cytologic  speci- 
mens were  normal  in  35.  The  prognosis  of  this 
group  was  markedly  better  than  that  for  the  group 
with  abnormalities  on  either  gross  or  microscopical 
study. 

Clinical  Status.  The  survival  of  patients  with 
cancer  is  related  to  their  clinical  status  at  the  time 
of  the  first  film  abnormality.  Fifty-eight  per  cent 
of  43  asymptomatic  patients  lived  for  three  years; 
the  figure  was  only  9 per  cent  for  the  80  patients 
with  clinically  manifest  disease. 

DISCUSSION 

There  is  widespread  discouragement  over  the 
survival  of  patients  with  lung  cancer.  Surgeons 
have  never  achieved  five-year  survival  rates  bet- 
ter than  10  per  cent,  probably  because  of  the  late 
stage  of  the  disease  by  the  time  of  diagnosis.  How- 
ever, there  is  evidence  that  efforts  to  detect  can- 
cer early  are  rewarding.  The  17  per  cent  five-year 
survival  rate  in  this  study  is  dated  from  the  first 
radiologic  abnormality  at  the  cancer  site.  More 
than  half  the  asymptomatic  patients  in  our  study 
lived  for  three  years.  Patients  with  resection  be- 
fore evidence  of  metastasis  also  have  a better  prog- 
nosis. In  view  of  the  current  hysteria  about  radia- 
tion, it  is  extremely  important  to  stress  the  effec- 
tiveness of  periodic  X-ray  study  of  the  chest  for 
asymptomatic  persons  in  the  cancer  age  group. 
Early  detection  is  the  only  key  to  cure. 

Evaluation  of  therapy  is  rendered  difficult  by 


the  lack  of  a uniform  method  of  reporting  sur- 
vival rates. 

Another  problem  in  evaluating  results  is  the  pau- 
city of  basic  data.  Unless  actual  numbers  of  cases 
as  well  as  percentages  are  presented,  the  ti-ue  situ- 
ation cannot  be  assessed. 

The  problem  of  “erroneous  negative”  X-ray  re- 
ports is  serious.  Minute  lesions  are  too  often 
missed.  Reduction  of  film-reading  errors  would 
materially  improve  suiwival  rates. 

A third  problem  is  that  of  false  reassurance 
when  bronchoscopic  or  cytologic  findings  are  nor- 
mal. In  the  presence  of  otherwise  undiagnosable 
abnormalities  in  older  persons,  such  negative  studies 
should  not  be  construed  as  proof  against  carcinoma. 

Pending  the  availability  of  cancerocidal  agents, 
enhanced  efforts  to  detect  early  lung  cancer  are 
of  the  utmost  importance.  These  include  semi- 
annual X-ray  examinations  of  the  chest  of  asymp- 
tomatic persons  in  the  cancer  age  group  who  have 
respiratory  symptoms.  Meticulous  prolonged  fol- 
low-up study  should  be  directed  toward  older  per- 
sons with  pneumonias  even  if  response  to  anti- 
biotic therapy  has  been  prompt.  Radiologists  should 
overread  any  X-ray  abnormalities  in  the  chest  films 
of  older  people.  Cancer  should  be  suspected  unless 
prompt  proof  is  forthcoming  that  the  lesions  are 
benign. 

— Katherine  R.  Boucot,  M.D.  ; Utako  Horie,  M.D.,  and  Martin 
J.  Sokoloff,  M.D.,  New  England  Journal  of  Medicine.  April 
9.  1959. 


TREATMENT  OF  PULMONARY 
EMPHYSEMA 

Generalized  emphysema  can  be  without  ap- 
parent cause  or  secondary  to  asthma,  bronchi- 
ectasis, tuberculosis  or  other  chronic  pulmon- 
ai-y  diseases.  Treatment  should  be  directed  to- 
ward the  prevention  of  further  tissue  destmc- 
tion.  The  patient  should  be  kept  active  and 
working. 

Pulmonary  emphysema  is  a disease  characterized 
pathologically  by  loss  of  elastic  tissue  and  destruc- 
tion of  alveolar  walls  in  the  lung  leading  to  the 
formation  of  enlarged  air  sacs.  The  physiological 
abnormalities  are  uneven  distribution  of  inspired 
air,  expiratory  aii*way  obstruction,  loss  of  alveolar 
capillary  surface  available  for  diffusion,  reduction 
in  the  vascular  bed,  and,  eventually,  pulmonary  hy- 
pertension and  cor  pulmonale.  Localized  emphy- 
sema consists  of  one  or  more  greatly  enlarged  al- 
veoli in  an  otherwise  normal  lung.  When  cystic 
areas  interfere  with  lung  function,  they  can  be  re- 
moved successfully.  The  generalized  disease  can 
be  of  unknown  cause,  or  it  can  result  from  bron- 
chial asthma,  bronchiestasis,  tuberculosis,  silicosis, 
and  other  types  of  chronic  lung  disease. 

In  the  treatment  of  the  patient  with  emphysema 
it  is  extremely  important  to  make  a clear  distinc- 
tion between  bronchial  asthma  with  emphysema 
and  emphysema  with  chronic  bronchitis. 

In  the  patient  with  bronchial  asthma  and  em- 
physema the  disease  usually  starts  with  attacks 
of  paroxysmal  dyspnea,  frequently  at  night.  The 
patient  may  have  rhinitis  and  nasal  polyps,  sinusi- 
tis and  eosinophilia.  The  administration  of  epine- 
phrine (adrenalin)  may  improve  the  vital  capacity, 
maximal  breathing  capacity  and  maximal  flow  rates. 
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The  patient  responds  well  to  steroid  therapy.  By 
way  of  contrast  the  patient  with  primary  emphy- 
sema early  in  his  illness  has  dyspnea  only  with  ex- 
ertion; does  not  have  rhinitis,  sinusitis  or  eosino- 
philia;  has  a minimal  response  to  epinephrine  and 
to  steroid  therapy.  In  both,  the  chest  roentgeno- 
gram is  similar,  showing  hyperaeration. 

AIMS  OF  TREATMENT 

In  the  patient  \\-ith  emphysema  the  primai-y  aims 
of  treatment  are  to  keep  the  patient  active,  to  pre- 
serve as  much  lung  tissue  as  possible,  and  to  main- 
tain comfort.  The  main  threat  to  the  patient  is 
further  destruction  of  lung  tissue  by  infection. 
Therefore,  all  respiratory  infections  should  be  treat- 
ed vigorously.  Sputum  and  blood  should  be  cul- 
tured. Antibiotic  therapy  must  be  directed  toward 
eradicating  the  organism  causing  the  disturbance. 
While  awaiting  the  culture  report,  we  usually  use 
this  plan:  If  the  patient  is  not  sensitive  to  peni- 

cillin and  has  fever  we  treat  him  with  procaine 
penicillin  G,  300,000  units  given  every  12  hours, 
on  the  theory  that  this  may  be  a pneumococcus 
type  of  infection.  If  he  is  sensitive  to  penicillin 
erythromycin  is  used.  If  the  patient  has  no  fever 
but  is  coughing  up  purulent  sputum  erythromycin 
is  given,  the  dosage  being  250  to  500  mg.  four 
times  a day.  Antibiotic  therapy  should  be  continued 
at  least  10  to  14  days. 

The  next  objective  of  treatment  is  to  keep  the 
patient  active  and  if  possible  at  work.  The  patient 
should  be  urged  to  exert  himself  to  the  extent  of 
his  ability  and  told  that  shortness  of  breath  acts 
as  a warning  sign  and  means  the  time  to  rest  is 
at  hand.  He  need  not  fear  dyspnea,  for  in  itself 
it  is  not  harmful. 

The  next  aim  of  therapy  is  to  make  the  patient 
comfortable.  One  of  the  primary  problems  is  to 
clear  the  tracheobronchial  tree  of  thick,  tenacious 
sticky  secretions.  A saturated  solution  of  potas- 
sium iodide  is  given  in  a dose  of  15  drops  in  a half 
glass  of  water  three  or  four  times  a day,  to  make 
it  easier  for  the  patient  to  expectorate.  Cough 
mixtures  containing  codeine,  moi’phine,  or  meperi- 
dine (Demerol)  hydrochloride,  should  be  avoided. 
Meperidine,  especially,  dries  secretions  and  in- 
creases the  difficulty  of  clearing  the  tracheobron- 
chial tree.  If  broncholdilators  are  given,  they 
should  be  given  locally  and  systemically. 

TYPES  OF  TREATMENT 

Sedatives.  If  the  patient  can  be  made  to  breathe 
comfortably,  he  does  not  need  sedatives,  which  de- 
press the  respiratory  center.  Avoid  the  use  of 
morphine  and  codeine.  Phenobarbital  in  a dose  of 
30  to  60  mg.  or  chloral  hydrate  in  a dose  of  1 to  3 
gm.  will  give  mild  sedation  without  respiratoiy  cen- 
ter depression. 

Oxygen  Therapy.  Oxygen  therapy  should  be 
used  in  the  patient  with  emphysema  who  is  acutely 
ill  with  a respiratory  infection  if  hypoxemia  is  a 
significant  problem.  It  is  useful  in  the  late  stages 
of  the  disease  to  make  the  patient  more  comfort- 
able. 

Breathing  Exercises.  The  success  of  breathing 
exercises  depends  on  the  enthusiasm  of  the  physi- 
cian. Many  patients  use  these  exercises  faithfully 
for  a while,  and  then  abandon  them. 

Intermittent  Positive  - Pressure  Breathing.  The 
initial  enthusiasm  for  this  device  has  now  worn  off, 
although  it  is  helpful  in  some  cases. 


Steroid  Therapy.  Steroids  are  of  little  value  in 
the  treatment  of  primary  emphysema.  Patients 
with  bronchial  asthma  respond  well  to  steroid  ther- 
apy. This  re-emphasizes  the  importance  of  discov- 
ering the  cause  of  the  patient’s  emphysema.  If 
emphysema  is  secondary  to  other  lung  disesases, 
the  primary  treatment  should  be  aimed  at  the  un- 
derlying lung  disease. 

Pneumoperitoneum.  The  administration  of  air 
into  the  peritoneal  cavity  to  raise  the  diaphragm 
and  improve  the  expansion  of  the  lung  has  been 
advocated  but  there  is  little  objective  evidence  to 
support  it. 

Artificial  Ventillation  with  a Respii-ator.  The 
respirator  does  have  a definite  place  in  the  treat- 
ment of  patients  with  respiratory  acidosis.  It  is 
most  useful  in  patients  who  have  severe  emphy- 
sema and  an  acute  infection.  One  disadvantage  is 
that  many  patients  have  great  difficulty  in  adjust- 
ing their  normal  ventilation  to  that  of  the  respir- 
ator. Adequate  respiratoiy  care  requires  trained 
physicians,  nurses,  and  attendants. 

Smoking.  Some  workers  have  suggested  smok- 
ing is  a cause  of  pulmonaiy  emphysema.  However, 
severe  emphysema  does  occur  in  a few  patients 
who  have  been  non-smokers.  This  point  needs  fur- 
ther study.  We  urge  patients  to  stop  smoking. 

Surgery.  Surgical  removal  of  pait  of  the  lung 
in  emphysema  has  been  recommended.  The  theory 
is  that  if  a portion  of  the  lung  is  cystic  and  over- 
distended it  prevents  proper  function  of  adjacent 
normal  lung  tissue.  This  has  been  demonstrated 
in  patients  with  localized  cysts  of  the  lung.  In  the 
generalized  fonn  of  the  disease,  however,  we  do  not 
recommend  surgical  removal  of  parts  of  the  lung. 

SUMMARY  AND  CONCLUSIONS 

It  is  important  to  differentiate  primary  emphy- 
sema from  emphysema  secondary  to  other  types  of 
lung  disease.  When  emphysema  is  secondary  to 
asthma  or  other  lung  disease,  therapy  should  be  di- 
rected to  the  primary  disease.  When  emphysema 
exists  as  a primary  disorder,  the  aims  of  therapy 
are  to  preserve  lung  tissue,  keep  the  patient  active, 
and  make  him  comfortable. 

Preservation  of  lung  tissue  is  done  by  treating 
all  respiratory  infections  vigorously.  The  patient 
with  emphysema  may  exert  himself  to  the  point 
of  dyspnea.  He  can  be  made  more  comfortable  by 
means  of  properly  selected  drugs.  The  responsi- 
bility of  the  physician  is  to  give  the  patient  clear 
understanding  of  his  disorder  and  to  help  him  regu- 
late his  life.  In  emphysema,  as  in  other  diseases, 
the  patient  needs  a physician  and  not  a gadget. 

— George  N.  Bede’l,  M.D.,  and  Paul  M.  Seebohm,  M.D.,  The 

Journal  of  the  American  Medical  Association,  April  11,  1959. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news  ? Then  be  sure 
and  take  your  copy  home. 
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ORGANIZATIONS,  STATE 


Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Faii’bury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1420  Sharp  Building 
Lincoln,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 


Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  As.sociation 

Carl  Maincer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 
F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 


Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Omaha,  Nebraska 


Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 
500  Brandeis  Theater  Building 
Omaha,  Nebraska 


University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christophei-son,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecology 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 


American  College  of  Physicians 
Mr.  E.  R.  Loveland,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 


American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 


American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 


American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 


American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richaixls,  Secy. 

350  Post  Street 

San  Fi’ancisco,  California 


The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 


A GOOD  BUY  IN  PUBLIC  RELATIONS 


Place  if  in  your  reception  room 

Today’s  Ilealih  is  published  for  the  American  Family  by  the 
American  Medical  Association,  535  N Dearborn  St.— Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of  your  local 
Medical  Society  Woman's  Auxiliary,  who  can  give  you  Special  Reduced  Rates. 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal 

HIGH  PRICED  DRUGS 

If  the  hullabaloo  in  Washington  about  al- 
leged misdeeds  of  the  “big  drug  companies” 
accomplished  nothing  more  it  could  be  prof- 
itable to  the  patient  by  making  the  doctor 
more  careful  in  his  prescription  writing. 

It  is  not  within  our  province  to  judge  the 
controversial  questions  raised  by  congres- 
sional investigation  about  drug  prices.  Per- 
haps proper  judgment  may  be  beyond  the 
profound  knowledge  of  our  lawmakers,  al- 
though there  seems  to  be  little  that,  in  their 
opinion,  cannot  be  remedied  by  passing  some 
more  laws.  On  the  other  hand,  it  is  not 
necessary  that  the  doctor  grasp  at  each  new 
drug,  often  before  he  has  given  last  year’s 
remedy  a fair  trial.  It  is  wise,  of  course, 
to  select  a reliable  drug  to  accomplish  a 
therapeutic  purpose.  The  one  selected  may 
not  be  the  newest  — and  incidentally  the 
most  expensive.  Often  the  reliable  drug  we 
want  to  use  can  be  had  under  a common, 
nonproprietary  name  at  a price  that  is  but 
a fraction  of  the  cost  of  the  same  drug  sold 
under  its  generic  name  — the  “brand  name.” 
The  patient  merits  this  saving  that  can  be 
made  through  thoughtful  prescribing  by  his 
physician. 

As  examples  of  the  almost  unbelievable 
differences  in  price  between  proprietary 
and  noproprietary  preparations.  Life  maga- 
zine recently  carried  a comparative  table 
that  is  both  interesting  and  instructive.  As 
examples:  Cortone  acetate  (brand  name) 

costs  more  than  twice  as  much  as  corti- 
sone acetate ; Pranone,  more  than  three  and 
a half  times  as  much  as  ethisterone;  Meta- 
cortin’s  price  is  more  than  five  times  that 
of  prednisone;  Serpasil’s  price  exceeds  that 
of  reserpine  by  more  than  three  times.  An 
almost  endless  list  of  examples  could  be 
cited. 

The  time  and  trouble  required  to  make 
this  service-of-saving  available  to  our  pa- 
tients is  not  considerable  and  is  highly 
worthwhile.  New  and  Nonofficial  Dnigs 
describes  the  product  under  its  nonproprie- 
tary or  generic  name  and  lists  the  proprie- 
tary names  under  which  it  also  may  be  had. 
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Unless  one  is  avid  to  have  the  drug  of  the 
hour,  the  current  issue  of  this  book  is  ade- 
quate. 

CIGARETTES  AND  “LUNG  CANCER” 

During  the  recent  session  of  the  House  of 
Delegates  of  the  Nebraska  State  Medical  As- 
sociation, a resolution  was  passed  dealing 
with  cigarette  smoking  and  lung  cancer. 
This  resolution  states,  “Be  it  resolved  that 
the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  approve  the  teen- 
age program  on  cigarettes  and  lung  cancer 
of  the  American  Cancer  Society,  Nebraska 
Division.” 

Under  the  heading,  “Why  the  Society  is 
concerned  with  cigarette  smoking,”  the  fol- 
lowing statements  are  made; 

— “Most  lung  cancer  patients  are  cigarette 
smokers.” 

— “Studies  show  that  10  times  as  many 
cigarette  smokers  as  nonsmokers  die  of  lung 
cancer.” 

— “The  lung  cancer  rate  has  gone  up  with 
alarming  rapidity  in  the  past  30  years  — 
an  increase  of  953%.” 

— “The  American  Public  Health  Associa- 
tion estimates  that  if  current  lung  cancer 
rates  continue,  more  than  a million  of  to- 
day’s school  children  will  die  of  lung  cancer 
before  they  reach  the  age  of  70.” 

It  is  obvious  that  the  proposed  program 
to  induce  school  children  not  to  smoke  cig- 
arettes is  based,  largely,  on  the  assumptions 
implied  in  the  first  two  propositions  above, 
namely,  that  lung  cancer  is  due  to  cigarette 
smoking  because  “most  lung  cancer  patients 
are  cigarette  smokers”  and  “10  times  as 
many  cigarette  smokers  as  nonsmokers  die 
of  lung  cancer.”  Of  course,  it  is  equally  ob- 
vious that  these  two  statements  prove  noth- 
ing at  all  about  etiologic  relationship  be- 
tween cigarette  smoking  and  carcinoma  of 
the  lung.  They  are  merely  statements  of 
fact.  It  would  not  be  surprising  if  one  could 
substitute  the  name  of  any  one  of  several 
other  diseases  for  “lung  cancer”  in  the  above 
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statements  and  be  equally  factual  and  just 
as  far  from  proving  etiologic  relationship 
as  may  be  the  case  with  “lung  cancer.”  One 
could  probably  say,  with  as  much  truth,  that 
most  people  who  die  today  have  been  cig- 
arette smokers,  but  this  fact  would  not  in- 
dict the  cigarettes  as  the  cause  of  death. 

The  more  recent  literature,  written  by 
responsible  authors,  casts  more  and  more 
doubt  on  the  validity  of  the  presently  ac- 
cepted theory  that  cigarette  smoking  is  the 
major  cause  of  primary  carcinoma  of  the 
lung.  In  fact,  much  evidence  is  being  ac- 
cumulated apparently  proving  that  cigar- 
ette smoke  contains  only  very  weak  carcino- 
gens and  may  be  a quite  minor  factor  in  the 
etiology  of  bronchogenic  carcinoma ; cer- 
tainlj’  not  more  than  any  of  several  other 
factors  such  as  ordinary  smoke,  smog,  ex- 
haust gasses,  irritating  dusts,  and  others. 
Any  extended  discussion  or  analysis  of  data 
presently  available  on  this  subject  is  beyond 
the  scope  of  this  editorial.  It  does  seem  to 
the  writer,  however,  that  a cancer-preven- 
tion program  among  teenagers  based  upon 
the  unproved  assumptions  stated  in  this 
resolution  may  prove  highly  embarassing 
to  us  at  some  future  date,  and  may  be,  there- 
for, inadvisable. 

There  can  be  no  doubt  that  any  child 
would  be  better  off  if  he  could  be  induced 
not  to  form  a cigarette-smoking  habit.  To 
try  this  by  holding  “lung  cancer”  over  his 
head  as  a threat  seems  a little  like  the  old 
saw  about  gi-owing  up  to  be  simple-minded 
if  he  doesn’t  stop  masturbating.  INIost  in- 
telligent high  school  students  well  may  see 
the  weak  points  in  our  argument  and  give 
us  the  laugh. 


ABBREVIATIONS 

The  use  of  abbreviations  in  writing  can 
be  useful  but,  on  the  other  hand,  can  become 
quite  annoying  to  the  reader ; and  what  good 
is  writing  if  one  doesn’t  have  the  readers? 
The  general  rule  that  the  use  of  abbrevia- 
tions in  foiTual  writing  is  not  good  form  is 
applicable  to  medical  writing,  with  few  ex- 
ceptions. The  exceptions  are  those  few  ab- 
breviations that  have  become  well  estab- 
lished on  an  international  basis.  These  re- 
side largely  in  the  field  of  weights  and  meas- 
ures— cc.,  cm.,  ml.,  mg.,  mEq.,  etc. 

In  more  informal  medical  writing  such  as 
case  histories,  laboratory  reports,  communi- 


cations within  a hospital  or  a staff,  man-to- 
man, or  in  house  organs  of  limited  distribu- 
tion, the  more  liberal  use  of  abbreviations 
as  well  as  peiwersions  of  the  English  lan- 
guage may  be  justifiable  as  saving  of  time 
and  space.  It  is  when  we  carry  this  habit 
over  into  formal  writing  that  we  commit 
an  offense  against  our  reader  or  violate  the 
principles  of  good  usage.  In  all  sorts  of 
written  communications  we  find  violations 
of  this  rule.  Who  can  read  his  daily  paper 
today  and  be  able  to  translate  all  the  ab- 
breviations that  meet  his  eye?  Many  of 
them  defy  translation  excepting  by  the 
writer  or  by  a reader  who  is  totally  familiar 
with  the  field  under  discussion.  Often  the 
combinations  of  capital  letters  are  as  mean- 
ingless to  the  average  reader  as  are  the 
hieroglyphs  carved  in  tables  of  stone,  in  the 
days  of  old. 

In  formal  medical  writing  it  is  actually 
■wu’ong  to  abbreviate  even  such  a common- 
place word  as  the  month  of  the  year,  let 
alone  medical  terms  (with  the  few  excep- 
tions noted  above).  In  a recent  issue  of  a 
well  known  medical  journal,  on  the  other 
hand,  as  many  as  twenty  abbreviations  ap- 
peared on  one  page,  and  they  were  not 
standard,  accepted  abbreviations.  This 
writer  would  not  waste  his  time  trying  to 
translate  the  material.  One  might  right- 
fully guess  that,  to  the  American  reader, 
PMN  means  polymoi’phonuclear,  but  what 
about  the  reader  in  a foreign  land?  On  the 
other  hand,  UA,  an  abbreviation  sometimes 
seen  in  medical  manuscripts,  might  not  al- 
ways be  recognized,  even  in  America,  as 
meaning  urinalysis. 

In  view  of  the  rules  of  good  usage  and  of 
the  need  to  make  our  medical  reading  rapid, 
clear  in  meaning,  and  a pleasure  rather  than 
a task,  we  should  abhor  the  emplojunent  of 
any  other  than  the  few  standard  and  ac- 
cepted abbreviations. 


^A  CORRECTION  AND  APOLOGY 

The  editorial  entitled  “The  Unneeded 
Hospital”  which  w a s published  in  the 
March,  1960  issue  of  this  Journal  (45:99) 
contained  some  inaccurate  data.  This  error 
we  are  happy  to  correct. 

According  to  data  supplied  by  Major  John 
R.  Ruehle,  Infonnation  Officer  at  the  Lin- 
coln Air  Force  Base,  the  present  number  of 
(Continued  on  page  210) 
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ARTICLES 


TECHNIQUE  and  COMPLICATIONS  of 

Spinal  Puncture 


SPINAL  puncture  has  become 
such  a common  diagnostic  pro- 
cedure, done  by  many  physi- 
cians, that  a brief  neurological  presentation 
concerning  its  technique  and  complications 
may  be  helpful.  Many  patients,  when  spinal 
puncture  is  suggested,  are  fearful  of  it  and 
relate  either  their  own  or  other’s  reported 
painful  and  disturbing  experiences.  This 
fear  and  criticism  of  spinal  puncture  can  be 
prevented  by  better  technique  and  attention 
to  possible  complications.  It  is  difficult  to 
understand  whence  come  all  of  the  stories 
of  patients  alleging  bad  effects  from  spinal 
puncture. 

The  procedure  in  the  lumbar  region  is 
relatively  safe  and  only  minor  complications 
have  been  seen  by  the  writer  in  a large  ex- 
perience with  it.  However  this  fear  should 
be  recognized  as  presenting  a hazard  or  pos- 
sible contraindication  to  spinal  puncture 
when  there  is  not  real  necessity  for  it.  The 
patient  or  the  family  should  be  told  the  rea- 
sons for  the  puncture,  particularly  of  any 
existing  or  suspected  condition  which  may 
become  progressively  worse  and  be  blamed 
on  the  puncture. 

Anesthesia 

Spinal  puncture  should  not  be  done  with- 
out a local  anesthetic,  preferably  one  per 
cent  Novocaine,  with  which  pain  is  so  slight 
that  the  patient  is  pleasantly  surprised  or  a 
cooperative  child  will  tolerate  it.  A vei*y 
fine  hypodermic  needle  is  used  to  place  the 
first  white  intradermal  injection  of  Novo- 
caine. Fear  may  be  allayed  by  explaining 
to  the  patient,  particularly  to  a child,  that 
this  will  be  no  worse  than  a hypo  or  “shot” 
which  he  has  experienced  before.  The  skin 
is  more  sensitive  to  a needle  than  are  deep- 
er tissues,  and  too  fast  intradermal  injection 
is  painful.  With  a child  there  should  be  a 
pause  after  this  initial  painful  experience, 
to  get  his  emotions  under  control  and  re- 
assure him  that  the  skin  is  numb  and  that 
there  will  be  little  or  no  pain  connected 
with  further  procedure.  Novocaine  then  is 
injected  with  the  fine  needle  on  both  sides 
of  the  interspinous  ligament  chosen,  usually 
the  fourth  lumbar  which  is  slightly  below 
the  level  of  the  ilium.  The  lumbar  punc- 
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ture  needle  then  is  inserted  painlessly 
through  the  interspinous  ligament  and  No- 
vocaine injected  through  it  into  the  deeper 
loose  space  until  the  more  resistant  ligamen- 
tum  flavum  or  lamina  is  felt.  The  perios- 
teum is  quite  sensitive  and  bone  should  be 
avoided  by  proper  positioning  of  the  patient 
and  direction  of  the  needle.  In  very  young 
children  or  babies  the  distance  into  the 
spinal  canal  is  very  shallow,  resistance  of 
the  ligamentum  flavum  slight,  and  Novo- 
caine should  not  be  injected  at  greater  than 
one  inch  depth  for  fear  of  its  entering  the 
spinal  fluid,  unexpectedly.  General  anes- 
thesia increases  spinal  fluid  pressure  about 
one  hundred  millimeters  of  water,  hence 
should  be  avoided  if  accurate  pressure  read- 
ing is  important.  Rectal  Seconal,  or  intra- 
venous Pentothal,  in  light  sleep  dosage,  with 
local  anesthesia,  usually  will  suffice  in  chil- 
dren and  not  increase  the  fluid  pressure. 

Position  of  Patient 

The  lateral  recumbent  position  is  most 
used,  with  thighs  flexed  moderately  to  arch 
the  back  posteriorly  and  separate  the  spines 
for  easier  palpation  and  entrance  of  the 
spinal  needle.  The  head  should  not  be  pulled 
down  or  the  knees  pressed  against  the  ab- 
domn  as  this  increases  intraspinal  venous 
and  fluid  pressure,  leading  to  a falsely  ele- 
vated pressure.  Irrational  patients  can  best 
be  controlled  by  a twisted  sheet  brought  un- 
der the  knees  and  around  the  neck,  crossed 
in  front  of  the  trunk  and  tied  securely  in  a 
well  flexed  position  to  prevent  slipping  out. 
Then  one  or  two  persons  can  control  the 
adult  patient,  otheinvise  about  four  are  re- 
quired. Intravenous  Pentothal  Sodium  anes- 
thesia can  be  used  for  easier  control  and  in- 
sertion of  the  spinal  needle,  but  this  should 
be  very  light  when  the  fluid  pressure  read- 
ing is  taken.  The  hips  should  be  well  back 
on  the  edge  of  the  bed,  the  shoulders  nearer 
the  middle,  to  aid  in  leveling  the  patient  and 
ease  of  access  to  the  spine.  The  sitting  po- 
sition may  be  advisable  or  necessary  in  very 
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obese  individuals,  in  order  to  make  possible 
identification  of  the  midline  and  spines. 
After  fluid  is  obtained  in  this  position  the 
patient  is  placed  in  the  lateral  recumbent 
position  for  fluid  pressure  reading. 

Direction  of  Spinal  Needle 

Ordinarily,  a twenty  gauge  spinal  needle 
is  used  to  assure  adequate  flow  of  fluid  and 
dependable  measurement  of  pressure.  A 
smaller,  twenty-two  gauge  needle  is  advis- 
able if  increased  intracranial  pressure  is 
suspected,  or  a larger,  nineteen  or  eighteen 
gauge  needle  if  radiopaque  oil  is  to  be  in- 
jected and  removed  for  myelogram.  The 
needle  is  inserted  in  the  midline  plane 
through  an  interspinous  ligament,  directed 
slightly  cephalad  to  avoid  striking  bone. 
The  best  way  to  judge  that  the  needle  is 
in  the  midline  plane  is  to  sight  horizontal- 
ly with  the  head  at  the  same  level.  The 
needle  can  be  felt  to  pierce  the  dense  inter- 
spinous ligament,  then  advances  with  less 
resistance  until  it  contacts  the  dense  liga- 
mentum  flavum.  If  laminal  bone  is  en- 
countered, the  cephalad  direction  of  the 
needle  has  to  be  changed  until  ligamentum 
flavum  is  felt,  this  usually  requiring  con- 
siderable withdrawal  of  the  needle  for 
change  of  direction.  As  the  needle  is 
pushed  through  the  resistant  ligamentum 
flavum  to  enter  the  spinal  canal,  less  re- 
sistance is  felt  and  a faint  snap  sensed  as 
the  tense  dura  is  pierced.  When  this  dural 
snap  is  felt  there  is  reasonable  certainty  that 
fluid  will  flow  when  the  stylet  is  removed. 
If  no  fluid  is  obtained  the  needle  may  have 
been  pushed  too  far  through  the  dural  canal 
where  it  meets  resistance  of  the  very  sensi- 
tive posterior  longitudinal  ligament  of  the 
spine.  The  patient  then  complains  of  back 
pain  and  blood  may  appear  in  the  needle 
from  the  puncture  of  large  anterior  epidural 
veins.  Withdrawal  of  the  needle  one  centi- 
meter may  release  fluid  tinged  with  blood, 
necessitating  drainage  of  fluid  until  it 
clears.  If  the  needle  is  directed  laterally  it 
usually  contacts  an  emerging  nerve  root  and 
the  patient  is  startled  by  a shooting,  tingling 
pain  extending  down  one  leg.  This  lateral- 
ization signal  indicates  the  error  of  direc- 
tion, and  withdrawal  and  reinsertion  are 
necessary  as  direction  of  the  needle  cannot 
be  changed  significantly  after  passing 
through  the  dense  interspinous  ligament.  It 
is  well  to  note  the  position  of  the  bevel  of 
the  point  of  the  needle  as  this  deflects  the 
needle  slightly  away  from  that  side  as  it 
passes  through  dense  tissue. 


Measurement  of  Fluid  Pressure 

Measurement  of  the  fluid  pressure  must 
be  done  before  any  significant  amount  of 
fluid  escapes  from  the  needle,  because  pres- 
sure is  reduced  as  fluid  is  lost.  Careful  re- 
moval of  the  stylet  and  re-insertion  as  a drop 
or  two  of  fluid  is  seen  will  permit  quick  con- 
nection with  the  manometer  as  the  stylet  is 
removed.  A water-spinal-manometer  ordi- 
narily is  used,  with  three-way  valve,  al- 
though a mercury  manometer  may  be  used, 
converting  the  reading  to  water  by  multi- 
plying by  13.5,  the  specific  gravity  of  mer- 
cury. Before  reading  the  pressure  be  sure 
that  the  patient  is  level  and  relaxed,  with 
no  pressure  on  the  abdomen  or  flexion  of  the 
neck.  Do  not  compress  the  jugular  veins 
unless  there  is  indication  of  an  intraspinal 
lesion,  as  this  is  dangerous  with  intra- 
cranial lesions  and  gives  no  information  of 
value.  Unfortunately,  jugular  compression 
has  been  established  as  a routine  require- 
ment for  internes  doing  spinal  puncture  and 
this  should  be  corrected,  to  be  used  only 
with  suspected  intraspinal  lesions.  The  only 
dependable  method  of  jugular  compression 
is  by  a soft  blood  pressure  mercuiy  man- 
ometer cuff  around  the  neck,  elevating  the 
mercury  pressure  to  fifty  millimeters.  The 
rate  of  fluid  pressure  rise  with  compres- 
sion, and  fall  upon  release,  should  be  record- 
ed to  differentiate  between  complete  and 
partial  fluid  block  in  the  spinal  canal.  If 
no  fluid  pressure  rise  occurs  on  jugular  com- 
pression, the  patency  of  the  manometer  con- 
nections should  be  confirmed  by  hand  pres- 
sure oh  the  abdomen  which  constantly  ele- 
vates the  fluid  pressure  because  of  lumbar 
intraspinal  venous  engorgement. 

Withdrawal  of  Fluid 

If  normal  fluid  pressure  is  found,  fluid 
may  be  allowed  to  flow  freely  through  a 
twenty  gauge  needle,  a little  slower  through 
a larger  needle,  controlled  by  partial  re- 
insertion of  the  stylet  or  partial  opening  of 
the  three-way  manometer  valve.  If  an  un- 
expectedly high  pressure  is  encountered  it 
is  safer  to  slowly  reduce  the  pressure  by 
controlled  drainage  than  to  quickly  take  the 
needle  out,  sometimes  without  even  getting 
a specimen  of  fluid.  This  is  because,  with 
high  pressure,  the  fluid  will  continue  to  es- 
cape rapidly  through  the  needle  hole  left  in 
the  dura,  into  the  loose  epidural  space. 
Spinal  puncture  should  not  be  done  when 
there  is  any  suspicion  of  increased  intra- 
cranial pressure  or  tumor  without  certainty 
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there  is  no  optic  papilloedema.  Every  physi- 
cian should  be  able  to  use  an  ophthalmoscope 
to  identify  a normal  optic  disk.  If  the  disk 
cannot  be  seen,  no  spinal  puncture  should  be 
done  until  more  expert  ophthalmoscopic  ex- 
amination is  obtained.  Acute  intracranial 
pressure  may  develop  without  optic  papillo- 
edema, during  the  first  forty-eight  hours. 
Headache,  vomiting,  slow  pulse  and  high 
pulse  pressure  should  warn  of  this  condition 
and  lead  to  prompt  neurological  evaluation. 
Spinal  puncture  may  be  done  with  reason- 
able safety  when  less  acute  increased  intra- 
cranial pressure  is  present,  if  a twenty-two 
gauge  spinal  needle  is  used  and  fluid  with- 
drawn slowly,  although  with  subocciptal 
headache  and  cerebellar  ataxia  there  is  great 
risk  of  precipitating  fatal  cerebellar  hernia- 
tion. If  the  fluid  is  blood  tinged,  two  speci- 
mens should  be  collected  to  determine  if 
the  blood  clears  on  drainage,  hence  comes 
from  needle  trauma.  Very  faint  blood  ad- 
mixture or  faint  yellow  color  from  old  blood 
is  difficult  to  identify.  It  is  best  detected 
by  comparing  with  a similar  tube  of  water 
against  a light  background.  This  is  im- 
portant to  help  identify  subdural  hematoma, 
old  hemorrhage,  or  increased  protein.  If 
fluid  pressure  is  found  high,  some  idea 
whether  it  is  due  to  tumor  or  dilated  ven- 
tricles can  be  given  by  a figure  obtained  by 
multiplying  the  cubic  centimeters  removed 
by  the  final  pressure  and  dividing  this  by 
the  initial  pressure.  A figure  under  5.5  in- 
dicates tumor  and  over  6.5,  hydrocephalus. 
This  is  called  the  Ayala  index  and  is  based 
on  the  rapid  drop  in  pressure  with  a small 
fluid  bed  and  slower  drop  with  a large  fluid 
bed. 

Laboratory  Examination 

Faint  contamination  with  red  blood  cells 
gives  the  appearance  of  slight  opacity  and 
requires  both  red  and  white  cell  count  to  dis- 
tinguish from  meningitis.  Too  often  the 
fluid  stands  too  long  before  the  cell  count  is 
done,  as  the  cells  disintegrate  rapidly,  or  the 
red  cells  are  laked  with  acetic  acid  and  only 
white  cells  counted.  The  presence  of  cre- 
nated  red  cells  in  the  fresh  specimen  is  im- 
portant to  help  identify  old  blood  such  as 
with  subdural  hematoma  or  meningeal  hem- 
orrhage. Unlaked  red  cells  sometimes  are 
counted  as  white  cells,  giving  a false  impres- 
sion of  low  grade  meningitis.  Careful  dif- 
ferentiation of  any  white  cells  present  is 
important  to  help  identify  the  different 
forms  of  meningitis.  Tumor  cells  or  cho- 


lesterol crystals  occasionally  are  found.  Pro- 
tein determination  and  serolog>"  are  indicat- 
ed routinely,  requiring  at  least  five  cubic 
centimeters  of  fluid.  There  should  be  spe- 
cial indication  for  other  tests  as  colloidal 
gold,  sugar  and  chlorides.  A straw  or  yel- 
low color  may  be  due  either  to  old  blood  pig- 
ment or  to  high  protein  content,  the  former 
after  meningeal  hemorrhage  or  low  grade 
meningitis,  the  latter  with  fluid  block  in  the 
spinal  canal. 

Spinal  Puncture  Headache 

This  term,  spinal  puncture  headache,  is 
applied  to  rather  severe  headache  which  oc- 
casionally develops  when  the  patient  gets  up 
after  a spinal  puncture,  relieved  when  he 
lies  down.  This  is  generally  recognized  as 
due  to  continuing  escape  of  spinal  fluid  in- 
to the  epidural  space  through  the  hole  in  the 
dura  left  by  the  needle.  This  is  more  likely 
to  develop  when  a large  needle  is  used,  av- 
eraging about  five  per  cent  with  a twenty 
gauge  needle,  one  or  two  per  cent  with  a 
twenty-two  gauge  needle  and  ten  per  cent 
with  an  eighteen  gauge  needle.  It  can  be  pre- 
vented in  some  degree  by  keeping  the  pa- 
tient level  in  bed  for  twenty-four  hours  aft- 
er the  puncture,  having  him  lie  on  his  stom- 
ach the  first  two  hours.  When  spinal  punc- 
ture headache  develops  it  usually  continues 
for  from  five  to  seven  days  and  can  become 
serious  if  not  controlled  by  staying  in  a re- 
cumbent position.  Sometimes  spinal  punc- 
ture headache  is  not  recogmized  when  it  fol- 
lows spinal  anesthesia  or  it  may  develop 
after  the  patient  leaves  the  hospital.  An  il- 
lustration is  a woman  who  had  a hemor- 
rhoidectomy under  spinal  anesthesia.  She 
was  given  prolonged  Sitz  baths  postopera- 
tively,  nearly  collapsing  each  time  because 
of  headache.  Convulsions  developed  on  the 
fifth  day  and  she  died  of  cerebral  venous 
thrombosis,  attributed  to  negative  pressure 
traction  on  cerebral  veins  entering  the  su- 
perior longitudinal  sinus.  This  negative  in- 
tracranial fluid  pressure,  which  causes  spin- 
al puncture  headache,  may  be  encountered 
unexpectedly  in  bed  patients  when  a repeat- 
puncture  is  done,  fluid  then  obtained  only 
by  syringe  aspiration.  With  brain  tumor 
this  continued  escape  of  cerebrospinal  fluid 
after  puncture  may  lead  to  cerebellar  or 
cerebral  herniation,  dependent  on  the  loca- 
tion of  the  tumor.  With  cerebellar  tumor 
there  always  is  some  displacement  of  the 
lower  poles  or  tonsils  of  the  cerebellum  into 
the  foramen  magnum.  Drawing  the  fluid 
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off  below  increases  this  intrusion  and  com- 
monly leads  to  compression  over  the  medulla 
and  respiratory  center.  Symptoms  of  dif- 
ficulty in  swallowing  and  respiratory  dis- 
tress may  not  appear  until  an  hour  or  two 
after  the  puncture,  due  to  continuing  slow 
escape  of  fluid  after  the  spinal  needle  is 
withdrawn.  Death  usually  results.  Cere- 
bral herniation  through  the  tentorial  open- 
ing occurs  with  large  tumors  above  the  ten- 
torium, developing  coma  and  death  from 
midbrain  hj^^othalamic  compression.  This 
explains  the  aversion  to  spinal  puncture  by 
neurosurgeons  when  brain  tumor  is  suspect- 
ed or  optic  papilloedema  is  present.  Spinal 
puncture  may  be  done  with  reasonable  safe- 
ty vdth  head  injuries  and  meningeal  hemor- 
rhage, if  a small  needle  is  used  and  the 
bloody  fluid  drained  off  slowly  until  a nor- 
mal pressure  is  reached.  This  is  useful  to 
establish  the  presence  of  blood  in  the  fluid 
and  to  relieve  headache  of  increased  pres- 
sure, but  serves  no  purpose  to  drain  off  any 
significant  amount  of  blood. 

Cisternal  Puncture 

Insertion  of  a spinal  needle  into  the  cis- 
terna  magna  at  the  base  of  the  skull  to  ob- 
tain cerebrospinal  fluid  is  not  a difficult  or 
dangerous  procedure  for  one  who  is  sure  of 
his  technique.  The  needle  is  inserted 
through  the  skin  over  the  prominent  second 
cervical  spine  and  directed  in  the  midline 
obliquely  upwards  towards  the  external  au- 
ditory meatus,  through  the  occipito-atlantal 
ligament  into  the  cisterna  magna.  There  is 
great  variation  in  the  thickness  of  the  back 
of  the  neck  and  the  best  safety  guide  is  to 
first  contact  the  occipital  bone  to  establish  a 
depth  gauge.  The  needle  then  is  partly 
withdrawn  and  directed  lower  through  the 
occipito-atlantal  ligament.  The  increased 
resistance  of  the  ligament  usually  can  be  felt 
and  the  decreased  resistance  as  the  point  of 
the  needle  passes  through  the  ligament, 
where  fluid  should  be  obtained.  The  maxi- 
mum safe  distance  to  insert  the  needle  be- 
yond the  occipital  bone  measurement  in  an 
adult  is  one  and  one-half  centimeters.  If 
pushed  too  far  the  needle  enters  the  medulla 
and  the  operator  must  be  responsible  for 
safe  technique  or  consequences.  The  chief 
advantage  of  cisternal  puncture  is  to  avoid 
spinal  puncture  headache,  when  bed  stay  is 
not  wanted  or  possible.  There  is  no  epi- 
dural space  at  this  level  into  which  fluid  may 
escape,  and  there  is  less  gravity  pressure  of 
fluid  above. 


Spinal  Anesthesia 

Spinal  anesthesia  is  used  extensively  in 
some  hospitals  for  pelvic  and  rectal  surgery. 
It  is  a relatively  safe  procedure  but  unex- 
pected complications  can  occur  as  with  any 
anesthetic.  Unless  the  procedure  is  well  es- 
tablished in  that  environment  these  may  be 
more  difficult  to  explain  or  justify  than 
with  other  anesthetics.  The  spinal  meninges 
and  nerve  tissues  are  very  sensitive  to  any 
irritative  substance  injected  into  the  spinal 
fluid  and  dependable  chemicals,  equipment, 
and  technique  must  be  used.  During  World 
War  II,  when  spinal  anesthesia  was  used  ex- 
tensively in  military  service,  some  irritative 
chemical  contamination  resulted  in  a consid- 
erable number  of  cases  of  caudal  neuritis, 
meningitis,  and  encephalitis.  A recent  ex- 
perience is  cited  to  illustrate  the  sensitivity 
of  the  meninges  to  chemical  irritation.  Dur- 
ing lumbar  laminectomy  under  local  anes- 
thesia, a small  amount  of  regularly  prepared 
one  per  cent  Novocaine  was  injected  into  a 
nerve  root  over  a disc  herniation.  Evident- 
ly the  Novocaine  solution  entered  the  cere- 
brospinal fluid  and,  postoperatively,  the  pa- 
tient developed  characteristic  signs  of  se- 
vere meningitis  with  spinal  fluid  cell  count 
over  5,000,  culture  negative.  This  subsided 
promptly  without  antibiotics  and  was  inter- 
preted as  a chemical  meningitis.  Evidently 
the  regularly  prepared  Novocaine  solution 
used  for  local  tissue  anesthetization  was 
highly  irritating  and  quite  different  from 
the  Novocaine  mixed  with  spinal  fluid  for 
spinal  , anesthesia.  Spinal  puncture  head- 
ache may  develop  following  spinal  anesthe- 
sia and  one  wonders  how  often  this  is  rec- 
ognized when  the  patient’s  head  is  elevated 
and  confusion  with  other  postoperative 
symptoms  occurs. 

Special  Procedures 

Two  diagnostic  procedures  commonly  done 
in  special  fields  are  the  intraspinal  injection 
of  radiopaque  oil  or  of  air  for  X-ray  visual- 
ization of  the  spinal  or  intracranial  cerebro- 
spinal fluid  spaces.  The  oil  injection  or  my- 
elogram is  very  useful  in  the  diagnostic  loca- 
tion of  ruptured  intervertebral  disc  or  of 
intraspinal  tumors.  Real  indication,  good 
technique,  and  competent  interpretation  are 
necessary  in  this  intraspinal  injection  and 
removal  of  a foreign  oil.  A larger  needle  is 
used,  nineteen  or  eighteen  gauge,  for  ease 
of  injection  and  removal  of  the  oil,  this  lead- 
ing to  a greater  incidence  of  postpuncture 
headache.  Some  oil  always  i-emains  but  the 
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vegetable  oil  now  used,  instead  of  the  for- 
mer paraffin  oil,  is  slowly  absorbed  with 
very  rare  signs  of  irritation.  If  too  much 
oil  remains  it  settles  in  the  sacral  canal  and 
may  cause  troublesome  discomfort  over  the 
sacrum.  Injection  of  air  into  the  spinal 
fluid  for  intracranial  pneumoencephalogram 
is  a very  disturbing  procedure  for  the  pa- 
tient, causing  severe  headache,  nausea  and 
vomiting  lasting  twelve  to  twenty  - four 
hours.  It  is  done  chiefly  for  the  location  of 
intracranial  tumors  and  carries  so  much  dis- 
turbance and  risk  that  it  has  been  largely 
replaced  by  the  carotid  arteriogram,  electro- 
encephalogram, or  ventriculogram.  It  cer- 
tainly should  not  be  done  where  competent 
neurological  evaluation,  technique,  and  ra- 
diological interpretation  are  not  available. 
Even  then  the  patient  with  intracranial  tu- 
mor or  vascular  cerebral  degeneration  may 
be  made  much  worse  by  the  procedure,  rul- 
ing out  any  possible  neurosurgery. 

Summary 

Spinal  puncture  has  become  a common  di- 
agnostic procedure  but  needs  better  knowl- 
edge of  technique  and  complications.  Fear 
on  the  part  of  the  patient  should  be  lessened 
by  assurance  of  no  significant  pain  or  com- 
plications and  with  local  anesthesia  and 
good  technique. 

Position  of  the  patient  is  important  for 
ease  of  puncture  and  dependable  fluid  pres- 
sure determination.  Common  errors  of 
spinal  fluid  pressure  measurement  are  lack 
of  level  position,  pressure  of  knees  against 
the  abdomen,  and  flexion  of  the  neck  for- 
ward. 


Jugular  compression  is  dangerous  and 
gives  no  information  of  value  with  intra- 
cranial conditions.  It  is  indicated  only  when 
an  intraspinal  lesion  and  fluid  block  is  sus- 
pected. A compression  cuff  around  the 
neck  is  the  only  reliable  method. 

Withdrawal  of  fluid  should  be  slow.  If 
the  pressure  is  found  elevated  it  is  safer  to 
continue  slow  drainage  to  a normal  pres- 
sure level  than  to  remove  the  needle  quickly, 
thus  reducing  the  risk  of  cerebellar  hernia- 
tion. Prompt  cell  count  of  the  fluid  should 
be  done  as  cells  disintegrate  rapidly. 

Spinal  puncture  headache  is  due  to  nega- 
tive pressure  in  the  head  which  develops 
from  continuing  escape  of  fluid  through  the 
hole  left  in  the  dura,  when  the  patient’s 
head  is  elevated.  It  varies  in  incidence  ac- 
cording to  the  size  of  the  needle  used  and 
the  position  of  the  patient.  Serious  compli- 
cations can  develop  if  the  patient’s  head  is 
not  kept  low  until  the  headache  stops,  usual- 
ly five  to  seven  days. 

Cisternal  puncture  is  a relatively  safe  pro- 
cedure, if  done  by  a competent  operator./  It 
is  not  followed  by  spinal  puncture  headache, 
hence  is  useful  for  ambulant  patients. 

Spinal  anesthesia  is  a relatively  safe  pro- 
cedure, but  spinal  puncture  headache  may 
occur  postoperatively  and  not  be  recognized. 

Intraspinal  injection  of  radiopaque  oil  or 
of  air  for  diagnostic  myelogram  or  pneumo- 
encephalogram should  be  done  with  caution, 
neurologic  competence,  and  good  technique. 


“The  twin  demands  of  research  and  publication  as  the  sine  qua 
non  for  promotion  and  the  depreciation  of  teaching  skills  often 
inhibit  or  discourage  embryonic  educators  in  medicine  . . .”  (From 
an  editorial,  “The  Subtle  Threat  to  the  Supply  of  Medical  Educators,” 
in  Southern  Medical  Journal  53:98,  Jan.,  1960.) 
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Sarcoma  of  the  Uterus 


These  authors  report  four  cases  of  sarcoma  of 
the  uterus.  Their  case  reports  are  followed  by 
a discussion  of  the  occurrence,  types,  origin, 
diagnosis,  prognosis,  and  treatment  of  these  rare 
but  devastating  tumors. 

—EDITOR 

(^ARCOIMA  of  the  uterus  is  a 
rare  form  of  neoplastic  dis- 
ease. This  is,  indeed,  fortunate 
since  its  onset  is  usually  insidious,  its  detec- 
tion invariably  elusive,  and  its  ultimate 
course  frequently  disastrous.  Reports  taken 
from  the  current  literature  indicate  that  sar- 
coma of  the  uterus  accounts  for  less  than 
1 per  cent  of  all  gjmecological  admissions 
and  from  2 to  3 per  cent  of  all  uterine  malig- 
nancies. The  following  case  reports  empha- 
size the  problems  attending  recognition  and 
treatment  of  this  highly  lethal  disease. 

CASE  REPORTS 

Case  Number  1.  (A-41842).  This 

72-year-old  white  patient  developed  a 
sensation  of  weight  in  the  pelvis  togeth- 
er with  a blood  stained  vaginal  dis- 
charge two  weeks  before  reporting  to 
the  office.  There  w a s concomitant 
urinary  frequency  and  dysuria.  Fur- 
ther inquiry  revealed  a 30  pound  weight 
loss  during  the  previous  three  months. 
Thirteen  years  ago,  diagnostic  dilata- 
tion and  curettement  had  been  done  be- 
cause of  postmenopausal  bleeding.  Since 
only  benign  atrophic  endometrium  was 
obtained,  she  was  treated  by  the  appli- 
cation of  intracavitary  radium,  receiv- 
ing a total  dosage  of  2640  mg.  hours. 
The  patient  was  a para  3,  gravida  3. 
Pelvic  examination  divulged  a large  cys- 
tic mass  filling  the  pelvis  and  extend- 
ing upward  to  a point  just  below  the 
umbilicus.  Blood  pressure  w a s 150 
mm.  of  mercury,  systolic  and  70,  dia- 
stolic, the  red  cell  count  4,240,000,  the 
white  cell  count  4600,  and  the  hemo- 
globin 12.85  gm.  per  100  ml.  of  blood. 
The  urinalysis  revealed  1+  albumin 
and  microscopic  blood.  Exploration  of 
the  pelvis  disclosed  a marked  symmetri- 
cal enlargement  of  the  uterine  fundus. 
In  addition,  the  pelvic  peritoneum  was 
studded  with  multiple  neoplastic  im- 
plants with  fixation  of  the  uterosacral 
and  cardinal  ligaments.  Several  of  the 
implants  submitted  to  the  pathologist 
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for  microscopic  examination  by  frozen 
section  technique  revealed  grade  III 
metastatic  adenocarcinoma  of  the  endo- 
metrium. Total  abdominal  hysterec- 
tomy and  bilateral  salpingo-oophorec- 
tomy  were  carried  out.  The  patholo- 
gist’s final  report  was  as  follows:  (1) 
grade  III  polypoid  adenocarcinoma  of 
the  endometrium  and  endocervix  with 
multiple  metastatic  implants  of  the  pel- 
vic peritoneum  and  on  the  surface  and 
in  the  substance  of  the  ovaries;  (2) 
large,  polypoid  intracavitary  endome- 
trial sarcoma  of  the  uterus.  During 
her  postoperative  convalescence,  roent- 
gen therapy  was  administered  to  the 
pelvis  through  two  ports  using  a total 
of  4060  ‘r’.  Six  months  following  sur- 
gery patient  developed  ascites  second- 
ary to  diffuse  carcinomatosis.  Forma- 
tion of  ascitic  fluid  has  been  reasonably 
well  controlled  to  date  by  the  intraperi- 
toneal  administration  of  nitrogen  mus- 
tard, but  her  general  condition  con- 
tinues to  deteriorate. 

Case  Number  2.  (B-30394).  A 45- 
year-old  white  woman  reported  to  the 
office  because  of  recent  metrorraghia. 
Nine  years  previously  she  had  been  sub- 
jected to  pelvic  irradiation  for  severe 
menorrhagia  followed  by  complete  ces- 
sation of  menses.  She  was  para  7, 
gravida  7.  The  pelvic  examination  was 
inconclusive  both  because  of  her  obesity 
and  inability  to  cooperate  properly. 
However,  the  uterus  seemed  to  be  en- 
larged slightly  and  fixed  in  position. 
The  blood  pressure  was  140  mm.  of 
mercury,  systolic  and  80,  diastolic,  the 
red  cell  count,  4,500,000,  the  white  cell 
count  8250,  and  the  hemoglobin  15.4 
gnn.  per  100  ml.  of  blood.  The  urinaly- 
sis revealed  3-1-  sugar.  The  fasting 
blood  sugar  was  181  mgm.  per  100  ml. 
of  blood.  She  was  hospitalized  to  bring 
her  diabetic  state  under  control  prior  to 
pelvic  surgery.  Exploration  of  the  pel- 
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vis  divulged  a uterus  of  normal  size 
with  rather  marked  parametrial  fi- 
brosis. Total  abdominal  hysterectomy 
and  bilateral  salpingo  - oophorectomy 
were  carried  out  in  continuity.  Exploi’- 
ation  of  the  abdomen  was  essentially 
negative.  Appendectomy  was  done  as 
a supplemental  procedure.  Gross  exam- 
ination of  the  uterus  by  the  pathologist 
revealed  a stenotic  internal  os  and  a fi- 
bromyoma  2 cm.  in  diameter  in  the  pos- 
terior wall,  beneath  the  endometrium. 
Microscopic  examination  disclosed  a 
leiomyosarcoma,  grade  II,  within  the 
intramural  fibroid.  The  patient  is  liv- 
ing and  well  five  years  following  opera- 
tion. 

Case  Number  3.  (B-52209).  This  56- 
year-old  white  patient  gave  a history  of 
irregular  and  profuse  uterine  bleeding 
for  a period  of  seven  years  prior  to  hos- 
pital admission  for  diagnostic  dilatation 
and  currettement.  She  had  been  advised 
by  her  physician  on  several  occasions  that 
her  symptoms  were  simply  secondary  to 
the  menopause.  She  finally  consulted 
another  physician  who  performed  a 
curettement  and  established  a diagnosis 
of  sarcoma  of  the  uterus.  She  was  then 
referred  for  definitive  surgery.  The  pa- 
tient was  para  4,  gravida  4.  Pelvic  ex- 
amination disclosed  an  irregularly  en- 
larged uterus.  The  blood  pressure  was 
170  mm.  of  mercury,  systolic  and  100, 
diastolic,  the  red  cell  count  3,620,000; 
the  white  cell  count  7000  and  the  hemo- 
globin 10  gm.  per  100  ml.  of  blood.  The 
urinalysis  (catheterized)  was  negative 
for  albumin,  sugar,  pus  or  blood.  Ex- 
ploration of  the  pelvis  revealed  a mod- 
erately large  fundal  fibroid.  There  was 
no  evidence  of  invasion  or  dissemina- 
tion of  the  tumor  within  the  peritoneal 
cavity.  Total  abdominal  hysterectomy 
and  bilateral  salpingo-oophorectomy  in 
continuity  were  carried  out  together 
with  appendectomy  as  a supplemental 
procedure.  Gross  pathologic  examina- 
tion revealed  a moderately  large  well 
capsulated  fundal  fibromyoma.  The  en- 
dometrial cavity  was  greatly  dilated  and 
filled  with  a soft  friable  hemorrhagic 
polypoid  mass  about  5.5  cm.  in  diam- 
eter. Upon  microscopic  examination, 
the  fundal  fibroid  proved  to  be  benign. 
The  polypoid  mass  was  a large  degen- 
erated pedunculated  leiomyosarcoma. 
Ten  months  following  surgery,  the  pa- 


tient developed  widespread  metastatic 
disease  of  the  abdominal  viscera.  She 
expired  eighteen  months  postoperative- 
ly,  of  intestinal  obstruction. 

Case  Number  4.  (B-4342).  This  63- 
year-old  white  woman  had  no  symptoms 
whatsoever.  Past  history  included  that 
of  a dilatation  and  curettement  two 
years  prior  to  admission  because  of 
multiple  benign  endometrial  polypi.  In 
the  course  of  a complete  physical  exam- 
ination by  her  family  physician  a large 
polyp  protruding  from  the  cervical  os 
was  discovered.  Biopsy  of  the  lesion 
established  the  diagnosis  of  sarcoma, 
and  the  patient  was  forthwith  referred 
for  definitive  surgery.  Pelvic  examina- 
tion revealed  a symmetrically  enlarged, 
soft  uterus.  Blood  pressure  was  210 
mm.  of  mercury  systolic  and  100,  dia- 
stolic, the  red  cell  count  3,850,000,  the 
white  cell  count  5800,  and  the  hemo- 
globin 10.6  gms.  per  100  ml.  of  blood. 
The  urinalysis  was  negative  for  albu- 
min, sugar,  pus  and  blood.  Exploration 
of  the  pelvis  disclosed  a soft,  symmetri- 
cally enlarged  uterus  with  bilateral 
ovarian  tumors.  Total  abdominal  hys- 
terectomy, bilateral  salpingo-oophorec- 
tomy, and  appendectomy  were  followed 
by  an  uneventful  convalescence.  Gross 
pathologic  examination  revealed  a large 
fungating  polypoid  mass  filling  the  en- 
tire endometrial  cavity  with  compres- 
sion of  adjacent  endometrium.  Its 
gross  appearance  resembled  a sarcoma 
botryoides.  Microscopically,  the  tumor 
was  found  to  be  a high  grade  lesion  hav- 
ing the  characteristics  of  a mesodermal 
mixed  tumor.  The  ovarian  neoplasms 
were  grade  III  cystadenocarcinomas. 
Postoperative  pelvic  irradiation  was 
employed,  administering  8820  ‘r’ 
through  six  ports.  Although  there  was 
a question  of  recurrence  two  years  post- 
operatively,  the  patient  is  now  living 
seven  years  following  her  hysterectomy. 

DISCUSSION 

Most  sarcomas  of  the  uterus  develop  dur- 
ing the  6th  decade.  The  corpus  is  involved 
about  four  times  more  frequently  than  the 
cervix.  It  is  said  that  more  occur  before 
than  after  the  menopause,  but  that  the  high- 
est incidence  is  in  the  climacteric.  It  is  dur- 
ing this  period  that  uterine  fibromyomata 
ordinarily  attain  their  maximum  gro^vth. 
The  rare  sarcoma  botryoides  usually  en- 
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countered  in  infants  and  children  arises 
from  the  vagina.  Botiyoid  tumors  observed 
during  the  reproductive  period  as  a rule 
involve  the  cervix  primarily. 

Uterine  sarcoma  may  arise  from  myo- 
metrial  or  myomatous  muscle  cells.  In  all 
probability,  however,  sarcomatous  change 
develops  from  an  embryonal  rather  than 
from  a mature  muscle  cell.  The  fibrous  con- 
nective tissue  contained  in  the  myometrium, 
a myoma,  the  endometrium,  and  the  wall  of 
the  uterine  blood  vessels  may  also  undergo 
sarcomatous  change.  The  histogenesis  and 
embryology'  of  the  mesodermal  mixed  tu- 
mors is  largely  a matter  of  speculation. 
Some  believe  that  they  are  derived  from 
mullerian  tissue  while  others  regard  them 
as  teratomatous  in  origin.  The  so-called 
carcinosarcoma  undoubtedly  represents  a 
variant  of  the  mesodei-mal  mixed  lesions  and 
should  be  discarded  entirely  as  a separate 
entity.  Sarcoma  botryoides  is  simply  a de- 
scriptive term  applied  to  a peculiar  ty^se  of 
mesodermal  mixed  tumor. 

A purely^  histogenetic  classification  of  sar- 
coma of  the  uterus  is  virtually  impossible 
because  the  neoplasm  often  is  so  far  ad- 
vanced or  so  undifferentiated  that  the  char- 
acteristic cell  type  cannot  be  identified  with 
any  degree  of  accuracy.  The  following  de- 
scriptive classification  recommends  itself  to 
the  surgeon  as  being  as  good  as  many  and 
better  than  some  because  of  its  simplicity 

1.  Intramural  sarcoma  (arising  from  the 
myometrium). 

2.  Myxomatous  sarcoma  (arising  in  a leio- 
myoma ) . 

?).  Endometrial  sarcoma. 

4.  Mesodermal  mixed  tumors  (including 
sarcoma  botryoides). 

The  myxomatous  and  intramural  varieties 
together  account  for  about  half  of  all  uterine 
sarcomas  reported  in  the  literature;  and 
those  arising  in  a fibromyoma  outnumber 
those  developing  in  the  myometrium  by 
about  two  to  one.  Sarcomatous  change  usu- 
ally occurs  near  the  center  of  the  leiomyoma. 
On  cut  section  it  is  apparent  that  the  char- 
acteristic whorl  like  arrangement  is  replaced 
by  a soft  white  or  pink  area  difficult  to  dis- 
tinguish grossly  from  hyaline  degeneration. 
If  the  neoplasm  outgrows  its  blood  supply, 
there  may  be  areas  of  cystic  or  hemorrhagic 
degenei’ation.  The  incidence  of  sarcomatous 


change  in  uterine  leiomyomata  was  former- 
ly stated  to  be  between  six  and  ten  per  cent. 
More  recent  studies,  however,  by  Finn, 
Thornton  and  Carter,  Novak,  Barrows, 
Walsh  and  others  indicate  an  incidence  vaiy- 
ing  from  0.3  per  cent  to  0.98  per  cent.  This 
discrepancy  is  accounted  for  by  the  applica- 
tion currently  of  more  precise  criteria  of 
malignancy'.  Many  cellular  myxomas  in  the 
past  have  undoubtedly  been  classified  as 
sarcomas.  Lesions  arising  in  myomata  are 
seldom  multicentric.  That  is,  they  rarely 
involve  more  than  one  my'oma. 

Intramural  sarcomas  are  usually  diffuse 
and,  consequently,  present  the  greatest  chal- 
lenge in  diagnosis.  They  may  easily  be  mis- 
taken for  a pregnant  uterus. 

Endometrial  sarcoma  is  almost  always 
polyxpoid.  It  is  much  more  friable  than  the 
ordinary  endometrial  polyp  and  sometimes 
grossly  resembles  a botryoid  tumor. 

Mesodermal  mixed  tumors  develop  in  the 
fundus,  particularly  the  posterior  portion  of 
the  fundus,  in  the  menopausal  female ; in  the 
endocei*vix  during  the  reproductive  period; 
and  in  the  vagina  of  infancy  and  childhood. 
In  the  latter  two  it  has  been  described  as  a 
botryoid  neoplasm  because  of  its  grape  like 
arborescent  appearance.  The  fact  that  the 
subepithelial  structure  of  the  prepubertal 
vagina  and  endocervix  resembles  that  of  the 
adult  endometrial  stroma  may  have  some 
bearing  upon  the  peculiar  relationship  of 
age  to  the  site  of  this  neoplasm. 

There  is  a wide  range  in  cell  structure 
and  arrangement.  The  cells  may  be  small, 
round,  spindle  shaped,  or  the  multinucleated 
giant  type.  The  three  types  may  be  mixed 
or  may  be  located  in  different  areas  of  the 
same  tumor.  Generally  speaking,  the  round 
cell  denotes  a higher  degree  of  malignancy 
than  the  spindle  cell.  It  is  the  spindle  cell 
type  which  may  be  difficult  to  differentiate 
from  a cellular  myoma.  The  arrangement 
may  be  alveolar,  plexiform,  or  angiomatous. 
The  latter  must  be  differentiated  from  an 
hemangiopericytoma  by  special  stains,  if 
necessary,  since  hemangiopericytoma  carries 
a much  better  prognosis.  Mesodermal  mixed 
tumors  are  composed  of  undifferentiated 
cellular  mesenchyme  encompassing  any  or 
all  mesodermal  derivatives  such  as  striated 
muscle,  smooth  muscle,  bone,  and  so  forth. 

Uterine  sarcoma  spreads  early  by  direct 
extension  into  contiguous  tissues  and 
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thi'ough  the  lymphatics  and  blood  vessels  to 
distant  foci.  The  lungs,  liver  and  bones  are 
the  commonest  sites  of  hematogenous  dis- 
semination, but  any  organ  can  become  in- 
volved. 

There  are  absolutely  no  symptoms  or 
physical  findings  peculiar  to  sarcoma  of  the 
uterus.  The  diagnosis  is  never  made  pre- 
operatively  unless  tissue  has  been  secured 
for  examination  by  curettement,  and  this 
procedure  misses  all  but  the  endometrial  and 
submucous  lesions.  The  following  symptoms 
and  findings  are  commonly  listed  in  connec- 
tion with  this  disease,  namely:  irregular 
uterine  bleeding,  postmenopausal  bleeding, 
menorrhagia,  pelvic  pain,  and  pelvic  tumor. 
Obviously,  these  are  not  specific  for  sarcoma 
of  the  uterus.  A history  of  previous  pelvic 
irradiation  may  or  may  not  be  significant. 
Eight  and  three-tenths  per  cent  of  Finn’s 
series,  one  of  them  eleven  years  previously, 
had  been  irradiated  for  benign  uterine 
bleeding.  Thornton  and  Carter  presented 
four  patients,  or  16  per  cent  of  their  series, 
who  had  intracavitary  radiation  eleven  to 
fifteen  years  prior  to  the  discovery  of  sar- 
coma. Kimbrough,  on  the  other  hand,  sur- 
veyed 838  patients  with  fibroids  who  had 
been  irradiated  to  control  bleeding  and 
found  none  who  had  developed  sarcoma  of 
the  uterus.  Eleven  and  nine-tenths  per  cent 
of  this  series  had  their  irradiation  therapy 
more  than  sixteen  years  prior  to  the  study. 

Total  abdominal  hysterectomy  together 
with  bilateral  salpingo-oophorectomy  is  the 
treatment  of  choice.  Postoperative  irradia- 
tion therapy,  while  extensively  employed,  is 
applied  more  on  an  empirical  than  a rational 
basis  and  probably  contributes  little  to 
permanent  eradication  of  the  disease.  It  is 
the  consensus  that  concomitant  pelvic  lym- 
phadectomy  is  of  dubious  value. 

When  one  reviews  the  prognosis  of  uterine 
sarcoma  following  treatment,  one  may  very 
well  become  confused  by  a veritable  statis- 
tical jungle  of  survival  rates.  Suffice  it  to 
say,  however,  that  sarcoma  of  the  uterus  is 
a devastating  disease  with  an  exceedingly 
poor  prognosis.  Most  five  year  survival 
rates  reported  in  the  literature  vary  between 
fifteen  and  thirty  per  cent.  The  localized 
lesion  arising  within  a leiomyomata  has  by 
far  the  best  prognosis,  and  it  is  invariably 
discovered  accidentally  by  the  pathologist 
following  hysterectomy  for  myomatous  dis- 
ease of  the  uterus. 


If  any  of  these  individuals  with  sarcoma 
of  the  uterus  are  to  be  salvaged,  an  intelli- 
gently aggressive  attitude  regarding  uterine 
tumors  and  abnormal  uterine  bleeding  must 
be  adopted.  Leiomyomata  discovered  dur- 
ing and  after  menopause  had  best  be  dealt 
with  by  total  hysterectomy.  Every  effort 
should  be  made  to  ascertain  the  cause  of 
postmenopausal  bleeding.  If  it  recurs  fol- 
lowing one  curettement,  little  is  gained,  and 
much  may  be  lost,  by  a persistent  dilatory 
attitude. 
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Statement  by  the  American  Medical  Association,  Council  on 
Medical  Service,  Committee  on  Insurance  and  Prepayment  Plans: 

“LET’S  USE,  NOT  ABUSE” 

“Voluntaiy  prepaid  health  plans  and  health  insurance  ...  do 
not  create  new  wealth  for  the  community  with  which  to  pay  medical 
and  hospital  costs.  It  must  be  remembered  that  health  insurance 
constitutes  only  a pooling  of  funds  from  which  amounts  are  with- 
drawn to  pay  or  assist  to  pay  the  health  care  expenses  of  the  indi- 
vidual. It  is,  then,  of  paramount  importance  that  ALL  PARTIES 
to  these  plans  must  continue  to  recognize  and  assume  their  respective 
responsibilities  in  order  that  the  premium  dollars  may  be  utilized 
to  provide  medical  and  hospital  care. 

“The  Committee  on  Insurance  and  Prepayment  Plans  . . . com- 
posed and  unanimously  adopted  the  following  statement  during  the 
meeting  of  the  Committee  held  September  2D  and  21,  1958: 

1.  The  individual  physician  should  advise  hospitalization  only 
when  definitely  indicated  for  the  best  care  of  the  patient’s  condition 
and  should  return  each  patient  to  his  home  environment  as  soon  as 
efficient  professional  care  pennits. 

2.  The  subscriber  should  expect  hospitalization  only  when  war- 
ranted, thereby  avoiding  the  inevitable  rise  in  premium  rates  result- 
ing from  excessive  utilization. 

3.  The  insurance  company  or  prepayment  plan  should  clearly 
delineate  . . . the  risks  assumed.  In  the  selling  of  these  polices 
the  subscriber  should  receive  a complete  explanation  of  the  nature 
and  extent  of  the  coverage  provided. 

4.  The  hospital  administrators  should  accelerate  their  studies 
and  seek  to  improve  management  practices  designed  to  stabilize 
hospital  costs.” 
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A SIMPLE  QUANTITATIVE 

Test  for  Urinary  Calcium 

Preliminary  Report 


The  Sulkowitch  test  for  cal- 
cium in  the  urine  is  roughly 
quantitative.  When  used  as  a 
means  of  following  the  progress  of  treat- 
ment, as  in  osteoporosis,  there  is  consid- 
erable difficulty  in  establishing  compara- 
tive values  from  reading  to  reading.  This 
is  true  when  the  readings  are  made  by  one 
individual,  but  it  becomes  even  more  diffi- 
cult when  several  individuals  are  doing  the 
tests. 

Because  of  this  variation,  the  following 
technique  for  determining  the  degree  of 
turbidity  by  colorimetric  method  was  de- 
vised : 

1.  Place  2.5  cc.  of  urine  in  each  of 
two  adsorption  tubes  (Leitz).  To 
tube  No.  1 add  2.5  cc.  of  distilled 
water  and  mix.  To  tube  No.  2 add 
2.5  cc.  of  Sulkowitch  reagent  and 
mix. 

2.  Allow  both  tubes  to  stand  2 min- 


ELIZABETH  P.  COVEY,  B.  Sc..  M.  T.  (ASCP) 
Lincoln,  Nebraska 

utes.  Mix  again  and  read  in  colori- 
meter. 

3.  Using  tube  No.  1 as  the  standard, 
set  the  machine  at  100,  using  disc 
A.  Then  read  tube  No.  2 against 
this  standard  and  determine  the 
turbidity  from  the  “Thymol”  chart. 

In  order  to  determine  the  normal  range, 
several  hundred  normal  urines  were  tested 
and  the  maximum  turbidity  was  found  to  be 
20.  Any  reading  above  20  was  considered 
abnormally  high.  " 

It  is  my  intention  to  make  further  studies 
as  to  possible  effects  of  variations  in  diet 
and  of  physiological  dilution  and  concen- 
tration of  the  urine. 


Schifferes  infers,  or  says  forthrightly,  there  is  no  cure  for 
baldness  or  gray  hair.  Reducing  exercises  are  of  little  value  for 
losing  weight.  Royal  bee  jelly  is  strictly  for  the  bees.  Marriage 
does  not  automatically  solve  all  sex  problems. 
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Allergy  to  Penicillin'^ 


These  caithors  deal,  in  this  paper,  with  the  im- 
portant subject  of  reactions  to  penicillin.  Their 
chief  concern  is  with  the  life-threatening  ana- 
phylactoid reactions,  and  other  types  are  dealt 
with  very  briefly.  On  the  basis  of  surveys  it  is 
concluded  that,  nation-wide,  about  1000  life- 
threatening  anaphylactoid  reactions  occurred  in 
1956,  that  about  100  of  these  patients  died,  and 
that  there  is  a yearly  increase  of  approximately 
1 per  cent  in  the  number  of  reactions.  On  the 
basis  of  such  figures,  this  paper  deals  at  some 
length  with  methods  of  avoiding  anaphylactoid 
reactions  to  penicillin  and  of  treating  those  that 
occur. 

—EDITOR 

Hypersensitivity  to  peni- 
cillin has  become  so  common 
that  such  untoward  responses 
are  the  most  frequent  tjqje  of  drug  reac- 
tions.^ It  is  the  purpose  of  this  paper  to 
review  briefly  the  subject  in  order  to  re- 
emphasize the  warning  about  penicillin  us- 
age, and  to  suggest  an  approach  to  the  man- 
agement of  penicillin  reactions,  particularly 
the  anaphylactoid  type. 

General  Considerations 
A.  Types  of  reactions — 

In  general,  drug  reactions  are  toxic  or 
allergic  in  type  and  those  to  penicillin  are 
always  allergic,  aqueous  or  crystalline  peni- 
cillin being  no  more  toxic  than  physiologic 
saline  solution.  However,  newer  prepara- 
tions, such  as  Xeo-Penil,  have  shown  signifi- 
cant nonallergic  toxicity.'^  Rarely,  the  ve- 
hicles or  other  additives  such  as  procaine, 
combined  with  the  penicillin,  may  be  respon- 
sible for  a reaction.2 

All  untoward  reactions  may  be  classified 

I.  Xot  life-threatening,  delayed  often 
to  10  days  or  more, 

a.  Angioneurotic  edema  and  urti- 
caria. 

b.  Serum-sickness  type,  may  be  com- 
bined with  “a.” 

c.  IMinor  skin  eruptions  including 
contact  dermatitis  tjq)e. 

d.  Diarrhea  (probably  not  allergic 
in  origin). 

e.  IMoniliasis  (not  allergic). 

II.  Life-threatening. 
a.  Delayed. 

1.  Angioneurotic  edema  with  res- 
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piratory  or  cerebral  involve- 
ment. 

2.  Exfoliative  dermatitis. 

3.  Blood  dyscrasias  (quite  rare). 

4.  Superinfections  (not  allergic). 

b.  Immediate  (usually  within  15 
minutes).  This  is  the  most  com- 
mon of  the  severe  reactions,  and 
is  the  gi'eatest  hazard  in  the  ad- 
ministration of  penicillin.  It  may 
be  subdivided  into; 

1.  Intramuscular  penicillin  in  a 
moderately  to-highly  sensitized 
individual  (probably  the  most 
common  of  the  severe  types). 

2.  Intravenous  penicillin,  usually 
by  accident,  in  mildly  sensi- 
tized individuals. 

3.  Intravenous  procaine,  by  acci- 
dent, (probably  quite  rare,  and 
would  include  other  potential 
antigens  attached  to  penicil- 
lin) in  a procaine  - sensitized 
person. 

The  greatest  concern  is  naturally  directed 
at  the  life-threatening  reactions  and  espe- 
cially at  the  most  common  and  treacherous, 
the  anaphylactoid  reaction.  Other  untoward 
responses,  although  they  may  be  severe,  are 
more  unusual  and  allow  more  time  for  thera- 
peutic measures  to  be  instituted.  Thus,  they 
pose  much  less  of  a hazard. 

B.  Incidence,  types,  and  routes — 

Incidence  of  overall  reactions  of 
allergic  type: 

Children  2-2.5%i-'‘ 

Nonallergic 

adults  5%i 

Allergic  adults  ..15%^ 

*Read  before  the  Annual  Convention.  Nebraska  State  Med- 
ical Association.  April  29,  1959. 
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There  seems  to  be  an  increase  of  about  1 
per  cent  per  year  in  each  of  the  above 
groups.^  In  an  allergic  individual  who  has 
had  prior  penicillin,  the  possibility  of  a se- 
vere reaction  with  further  penicillin  by  in- 
jection is  said  to  be  one  chance  in  sixd 

Many  reports  of  reactions  have  been  pub- 
lished, especially  of  the  anaphylactoid  type. 
In  a nation-wide  survey,  Welch  et  al.^  found, 
in  sampling  29  per  cent  of  the  country’s 
hospital  beds  in  the  three  years  ending  in 
1957,  793  anaphylactoid  reactions  to  penicil- 
lin, 10  per  cent  of  which  caused  death.  Over- 
all, there  were  901  life-threatening  situa- 
tions resulting  from  penicillin  and  9 per 
cent  of  this  entire  group  expired.  In  each 
successive  year  there  has  been  an  increase, 
and  in  1956  there  were  301  anaphylactoid 
cases  in  the  sample,  suggesting  about  1000 
such  reactions  in  the  whole  nation,  of  whom 
100  probably  died. 

The  amount  of  penicillin  required  may  be 
very  small  as  noted  in  cases  developing  fol- 
lowing skin  testing,®  tasting  a penicillin  tab- 
let,® and  the  use  of  contaminated  syringes.® 

The  route  of  therapy  or  contact  with  pen- 
icillin is  of  some  importance  although  the 
immediate,  severe  reactions  may  occur  as  a 
result  of  all  forms  of  administration.  Hy- 
persensitivity from  oral  preparations  have 
been  recorded  at  0. 2-2.0  per  cent.^’^-'^  It 
should  be  noted,  however,  that  in  the  survey 
by  Welch  et  alJ’  over  a three  year  period 
there  were  49  severe  reactions  to  oral  peni- 
cillin with  some  deaths;  and,  if  extended  to 
the  whole  nation,  there  should  be  approxi- 
mately 55  anaphylactoid  responses  to  oral 
forms  each  year.  There  is  probably  no  real 
antigenic  difference  between  penicillin  G and 
penicillin  0. 

Although  allergic  responses  are  less  fre- 
quent in  children,  they  do  occur.  Of  the  30 
fatal  anaphylactoid  cases  in  New  York  City, 
three  were  less  than  two  years  of  age.® 

C.  Mode  of  sensitization  and  unsual 
sources — 

Most  allergic  reactions  have  occurred  aft- 
er a repeat  administration  of  penicillin  when 
the  drug  had  been  given  more  than  ten  days 
previously.  Many  of  the  anaphylactoid  re- 
actions have  occurred  in  patients  who  were 
known  to  have  had  minor  manifestations  of 
hypersensitivity  from  prior  therapy. 

However,  occasional  reactions,  sometimes 
severe,  are  seen  in  patients  never  known  to 


have  received  penicillin  before.  Of  course, 
since  penicillin  is  employed  so  extensively 
therapeutically,  one  may  have  received  it  un- 
knowingly. Furthermore,  some  individuals, 
as  dentists,  nurses  and  biological  workers, 
have  frequent  exposure  to  the  drug  by  in- 
halation and  contact  without  ever  receiving 
the  drug  therpeutically.  Primary  sensitiza- 
tion may  have  occurred  in  this  manner  but 
this  explanation  is  not  sufficient  to  include 
all  reactions  from  penicillin  after  what  ap- 
peared to  be  an  initial  administration.  Fur- 
ther possibilities  exist  and  will  be  discussed. 

Milk  is  a common  source  of  penicillin, 
often  containing  2-80  units  per  glassful.®-® 
Many  feel  that  this  is  an  insufficient  quan- 
tity to  induce  a state  of  sensitivity  but  may 
be  enough  to  prolong  the  reaction  previously 
induced  in  an  exquisitely  sensitive  individu- 
al.® The  problem  is  not  completely  settled. 

Pathogenic  fungi,  primarily  the  Trico- 
phytons  and  possibly  some  Epidermatophy- 
tons,  may  produce  penicillin. This  may 
be  enough  to  sensitize,  or  to  produce  a re- 
action in  a previously  sensitized  patient.  It 
may  be  responsible  for  some  of  the  fixed- 
drug  type  reactions  from  penicillin,  the  fixed 
areas  being  those  infected  by  the  skin 
pathogens. 

Although  r a r e,  reactions  have  been 
ascribed  to  penicillin  contained  in  polio- 
myelitis vaccine  and  other  biologicals.  Data 
to  date,  seem  insufficient  to  prove  whether 
or  not  it  might  be  possible  to  sensitize  an 
individual  to  penicillin  by  the  administra- 
tion of  the  vaccine  containing  1-200  units 
per  dose  in  an  individual  who  had  not  re- 
ceived the  drug  previously. 

Contamination  of  syringes  m a y be  a 
source  of  significant  quantities  of  penicil- 
lin.^ This  is  particularly  true  if  the  plunger 
and  barrel  are  not  thoroughly  washed  be- 
fore sterilization,  are  not  separated  during 
sterilization,  and  if  the  sterilizer  water  is 
not  frequently  changed.  Penicillin  is  quite 
resistant  to  boiling. 

Possible  exposures  to  penicillin  may  be 
summarized  as  follows; 

1.  Therapeutic,  remembered  or  not  re- 
membered. 

2.  Frequently,  by  handling. 

3.  Milk  contamination. 

4.  Infections  with  certain  pathogenic  fun- 
gi. 
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5.  Vaccines,  as  poliomyelitis  and  adeno- 
virus. 

6.  Contaminated  syringes  and  sterilizing 
water. 

General  Approach  to  the  Problem 

A.  Indications  for  the  use  of  penicillin — 

Several  organisms  are  quite  sensitive  to 
penicillin  but  this  drug  rarely  is  the  exclu- 
sive treatment  of  choice  in  an  infectious 
disease.  FurtheiTnore,  there  has  been  much 
abuse  of  penicillin  therapy,  and  every  effort 
should  be  made  to  restrict  this  antibiotic’s 
use  to  fairly  definite  indications. 

Especially  for  most  upper  respiratory  dis- 
eases the  administration  of  penicillin  fre- 
quently may  be  unnecessary.  It  seems  likely 
that  the  indication  for  penicillin  in  the  URI 
is  limited  to  the  group  produced  by  Group 
A streptococci.  Streptococcal  infections  are 
responsible  for  about  5-8  per  cent  of  all  up- 
per respiratory  diseases  in  civilian  popula- 
tions, at  least  in  adults  and  probably  some 
children.^®’  Using  the  criteria  of  fever  plus 
a sore  throat,  streptococci  are  etiologic  in 
about  14  per  cent  of  the  cases.^^ 

The  difficulties  in  making  a clinical  diag- 
nosis of  the  etiology'  of  upper  respiratory 
diseases  have  been  emphasized,  but  with  rea- 
sonable care,  an  accurate  clinical  diagnosis 
of  streptococcal  pharyngitis  or  tonsilitis  can 
be  made  in  60-75  per  cent  of  the  cases. 
Attention  is  drawn  to  the  fact  that  no  one 
symptom  or  sign  is  consistent  help,  and  that 
the  overall  appearance  is  of  importance.  The 
exudative  response,  the  tender  adenitis,  a 
scarlet  fever-type  rash,  and  an  elevated  leu- 
kocyte count  all  may  be  helpful  findings. 
Throat  culture  should  be  obtained,  particu- 
larly when  the  diagnosis  is  in  doubt. 

There,  of  course,  should  be  a more  liberal 
use  of  penicillin  for  upper  respiratory  dis- 
eases in  patients  who  have  had  rheumatic 
fever,  glomerulonephritis,  or  in  an  epidemic 
area  of  streptococcal  infections.  If  penicil- 
lin is  administered  to  patients  exhibiting 
only  fever  plus  sore  throat,  there  is  only  a 
14  per  cent  chance  that  the  etiologic  agent 
is  being  treated.  Since  rheumatic  fever  oc- 
curs following  about  3 per  cent  of  kno\vn 
streptococcal  infections  in  nonrheumatic  in- 
dividuals,^'^ the  possibility  of  preventing  a 
serious  illness  by  the  administration  of  peni- 
cillin to  patients  in  the  above  categoiy  is 
about  0.42  per  cent  (slightly  higher  if  one 
also  includes  the  prevention  of  glomerulo- 


nephritis and  otitis  media).  The  chances  of 
doing  harm  in  these  individuals  when  giving 
the  antibiotic  by  injection  is  about  5 per 
cent. 

There  is  good  evidence  to  contradict  the 
concept  that  penicillin  and  other  antibiotics, 
will  prevent  complications  resulting  from  a 
URI  due  to  viral  agents. Also,  prophyl- 
actic penicillin  is  not  likely  to  be  helpful  in 
serious  illnesses  not  of  infectious  origin.®^ 

A single  injection  of  procaine  penicillin, 
as  is  frequently  requested  by  a patient  for 
a “cold”  because  it  “always  helped  before,” 
will  probably  have  no  effect  on  the  sequelae 
of  Group  A streptococcal  infections.  In 
fact,  even  with  standard  penicillin  therapy 
for  ten  days,  or  with  an  injection  of  ben- 
zathine penicillin,  there  are  occasional  fail- 
ules  to  prevent  rheumatic  fever,  primarily 
due  to  incomplete  eradication  of  the  organ- 
ism.®® 

Topical  penicillin,  including  aerosol  and 
lozenges,  has  a relative  high  sensitizing  in- 
dex, and  is  of  questionable  benefit.®®  Rare- 
ly would  indications  be  sufficient  to  warrant 
this  type  of  therapy  when  others  are  avail- 
able. 

B.  Adequate  history — 

A careful  inquiry  regarding  previous  pen- 
icillin administration  and  reaction  will  pro- 
vide considerable  protection.  The  history 
must  seek  not  only  the  immediate  reaction 
but  those  delayed  sometimes  21  days  or 
more.  ' By  such  careful  screening,  the  inci- 
dence of  allergic  response  might  be  lowered 
to  0.5-1. 3 per  cent.'^-®®  By  contrast,  in  a 
series  of  thirty  fatal  anaphylactoid  reactions 
reported  by  Rosenthal,®  no  such  inquiry  had 
been  made  in  fourteen.  Seven  of  the  thirty 
fatalities  had  histories  of  previous  penicillin 
reactions  and  three  were  known  asthmatics. 
In  the  author’s  opinion,  justifiable  indica- 
tions for  the  use  of  the  drug  were  present 
in  only  twelve  of  the  total.  Parenthetically, 
law  suits  had  been  instituted  in  nine  cases. 

C.  Skin  tests — 

Skin  testing  has  a high  percentage  of  false 
negatives,®®  and,  if  positive,  may  precipitate 
an  anaphylactoid  reaction.®- ®- ®'^  However, 
any  possible  forewarning  of  a severe  reac- 
tion is  of  value.  Certainly  it  is,  in  general, 
safer  to  give  the  small  amount  of  the  drug 
for  a skin  test  than  to  proceed  directly  with 
the  full  therapeutic  dose.  Although  a false 
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positive  reaction  may  occur,  it  is  quite  un- 
common,26-28  and  one  could  not  be  certain  it 
was  ti*uly  false  without  a dangerous  chal- 
lenge. 

Patch  tests  are  of  value  for  the  contact 
dermatitis  type  reaction  only.  Usually  one 
begins  with  a scratch  test.  The  ophthalmic 
test  would  naturally  follow,  and  ultimately 
the  intradermal  test  if  the  others  were  nega- 
tive. The  last  should  be  performed  because 
of  a higher  percentage  of  positive  respons- 
es.2® 

The  amount  used  in  testing  will  vary  with 
the  suspicion  of  sensitivity.  Reactions  have 
been  recorded  with  less  than  one  unit,®-  ® 
but  for  practical  purposes,  full  strength  pen- 
icillin may  be  used  when  sensitivity  appears 
somewhat  remote. 2®  In  truly  suspicious 
cases,  50-200  units  per  test  would  be  safer, 
and  occasionally  even  less  than  one  unit.  A 
passive  transfer  test,  though  more  cumber- 
some, will  offer  protection  when  exquisite 
sensitivity  is  anticipated. 

Incubation  of  penicillin  for  3-4  days  with 
gamma  globulin  may  provide  a protein  com- 
ponent for  the  penicillin  haptene  and  de- 
crease the  false  negative  reaction  number 
in  skin  testing.2® 

In  individuals  prone  to  immediate  or  ana- 
phylactoid type  reactions,  the  skin  test  may 
show  the  immediate  whealing  type  reaction. 
The  response  of  the  skin  test  is  greatest 
soon  after  an  allergic  reaction  and  tends  to 
diminish  with  time. 

D.  “Prophylatic”  drugs — 

No  reliance  can  be  placed  upon  drugs  giv- 
en concomitantly  to  prevent  penicillin  re- 
actions, especially  the  anaphylactoid  type. 
In  this  regard,  the  value  of  antihistamines  is 
unproven. 6-  2®-  Likewise,  the  simultane- 

ous administration  of  steroids  or  adrenalin 
has  been  shown  to  be  ineffective  in  prevent- 
ing immediate  reactions  and  death  in  pa- 
tients given  penicillin.2 

E.  Desensitization — 

Desensitization  or  hyposensitization,  has 
been  carried  out  successfully. 22. 33  This  ap- 
proach will  be  of  no  aid  when  a patient  re- 
quires the  antibiotic  for  an  acute  illness  but 
rather  should  probably  be  confined  to  those 
people  who  have  reactions  from  continued 
contact  with  the  drug  in  their  occupations. 
Theoretically,  it  might  seem  desirable  for 
patients  with  rheumatic  fever  and  glomeru- 


lonephritis who  will  require  prolonged  pro- 
phylaxis against  Group  A streptococci. 
There  is  some  hazard  in  this  procedure,  and 
it  has  not  been  determined  how  long  such 
protection  will  last  though  it  may  be  for 
years. 

Hypersensitivity  of  the  allergic  type  may 
be  lost  spontaneously  over  a period  of 
years,24-2o  but  this  is  so  variable  few  would 
accept  the  risk  of  administering  the  drug 
with  a strong  past  history  of  penicillin  al- 
lergy. 

A Practical  Approach  to  the  Problem 

A.  Be  certain  of  the  indication  for  the 
administration  of  penicillin.  With  so  many 
new,  antimicrobial  agents  available,  there 
are  few  if  any  absolute  indications  for  peni- 
cillin particularly  as  the  initial  drug  in  an 
acute  illness.  When  allergy  is  suspected 
surely  it  would  be  preferable  to  use  another 
drug  until  the  situation  can  be  clarified. 

B.  Inquire  carefully  into  the  past  history. 
Penicillin  should  not  be  given  to  a patient 
with  a history  of  prior  sensitivity  unless 
there  is  a very  urgent  indication,  and  even 
then  probably  by  cautiously  giving  small  ini- 
tial doses. 

C.  Skin  testing  can  be  practical  for  the 
routine  case  with  the  devotion  of  only  a lit- 
tle extra  time.  When  administering  a drug 
that  is  responsible  for  more  fatalities  each 
year  than  horse  serum,  there  should  be  little 
reluctance  to  perform  protective  tests. 

1.  The  usual  patient. 

a.  Scratch  test  with  full  strength  peni- 
cillin from  the  supply  that  will  be 
used  therapeutically.  A 3-4  mm. 
scratch,  in  the  outer  skin  only,  is 
made.  If  bleeding  occurs  a new  site 
is  selected.  After  the  scratch  a drop 
of  penicillin  is  applied  to  the  scratch 
area. 22 

b.  If  the  above  test  is  negative  when 
compared  with  a control  after  15 
minutes  (or  less  than  10  mm.  ery- 
thema), place  one  drop  of  the  full 
strength  antibiotic  in  the  conjunc- 
tival sac. 

c.  If  the  conjunctival  test  is  negative 
after  15  minutes,  one  may  proceed 
with  0.1  cc.  of  the  full  strength  ma- 
terial intradermally,  preferably  with 
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a saline  control,  and  note  in  another 
15  minutes. 

d.  If  all  tests  are  nonreactive  the  pre- 
scribed therapy  may  be  adminis- 
tered ; if  by  injection,  then  proceed 
as  below. 

Even  in  a busy  office  it  should  not  take 
a great  deal  of  time  to  perform  the  above 
tests  since  the  physicians  may  be  attending 
other  duties  while  the  patient  waits.  In  the 
home,  perhaps  only  one  of  the  tests  can  be 
practically  performed,  but  even  here,  15 
minutes  should  not  be  too  long  when  a life 
may  be  at  stake. 

2.  The  patient  one  suspects,  such  as  one 
who  suffers  from  major  allergic  disease  or 
a vague  past  history  of  penicillin  allergj^  de- 
mands more  caution.  The  above  tests  may 
be  performed  with  diluted  penicillin  so  that 
the  patient  receives  50-200  units  with  the 
intradermal  test,  or  less  if  gi’eat  sensitivity 
is  suspected.  Gradually  larger  amounts  may 
be  used  as  each  test  proves  negative  until  full 
strength  penicillin  is  utilized  in  the  test. 
This  method  of  testing  is  not  practical  for 
a physician  with  a busy  practice,  and  would 
best  be  carried  out  by  a physician  who  has 
more  time  to  devote  to  the  problem  or  in  a 
hospital  where  facilities  may  be  more  con- 
venient. When  suspicion  is  genuine,  how- 
ever, it  is  best  not  to  give  the  penicillin  un- 
til the  situation  is  clarified. 

If  great  precauton  is  required,  passive 
transfer  tests  will  best  be  carried  out  by  an 
allergist  or  some  other  physician  familiar 
with  this  procedure. 

C.  IMethod  of  administration — 

1.  Syringes  should  be  washed  with  tap 
water  at  least  twice  before  sterilization,  the 
plunger  and  barrel  being  separated.  Steril- 
ization should  be  carried  out  with  plunger 
and  barrel  still  separated,  and  the  water 
used  for  boiling  changed  at  frequent  inter- 
vals. 

2.  Use  a small  bore  needle. 

3.  When  possible,  only  inject  into  the 
lower  arm  in  order  that  a tourniquet,  if 
necessary,  may  be  placed  above  the  injection 
site. 

4.  Aspirate  before  injection,  inject  slow- 
ly, and  apply  pressure  at  the  site  at  least  30 
seconds  when  the  needle  is  withdrawn. 

5.  Watch  the  patient  (have  him  remain 
nearby)  for  15  minutes. 


6.  Maintain  emergency  drugs  and  equip- 
ment in  convenient  location. 

D.  Therapy  of  the  anaphylactoid  reac- 
action.  (bronchospasm  and  vascular 
collapse). — 

1.  Place  a tourniquet  above  the  site  of 
injection  to  help  retard  further  absorption 
of  the  offending  substance. 

2.  Place  the  patient  in  a comfortable  re- 
cumbent position  and  be  certain  the  airway 
is  adequate.  A blanket  may  be  used  for 
warmth  but  no  added  heat  should  be  admin- 
istered. 

3.  Inject  epinephrine  1:1000,  0.5  cc.,  in 
the  case  of  an  adult,  into  the  site  of  the  in- 
jection again  to  reduce  absorption.  For  the 
therapeutic  effect,  0.3  cc.  should  be  injected 
into  the  opposite  arm.  Smaller  doses  are 
necessary  for  children.  Antihistamines, 
steroids,  and  aminophylline  treatment  are 
not  satisfactory  substitutes  for  epinephHne 
as  the  initial  dmg  used. 

4.  An  intravenous  injection  of  an  anti- 
histamine in  full  therapeutic  dosage  may  be 
of  help,  secondarily. 

5.  Oxygen  to  help  combat  the  hypoxia 
may  be  given  if  necessaiy. 

6.  It  usually  is  not  necessary  to  use  vaso- 
pressor agents  since  recovery  or  death  is 
likely  to  intervene  before  these  can  be  in- 
stituted. 

7.  Aminophylline  intravenously  may  be 
of  help  when  severe  respiratory  symptoms 
prevail,  but  should  be  used  with  caution  in 
hypotension. 

It  is  likely  that  a patient’s  recovery  from 
an  analphylactoid  episode  depends,  for  the 
most  part,  upon  his  capacity  to  withstand 
the  tremendous  insult,  but  any  help  that 
might  assist  him  in  this  effort  should  not 
be  neglected. 

The  treatment  of  delayed  reactions  de- 
pends upon  the  tj’pe  of  manifestation.  In 
particular,  urticaria  may  respond  to  peni- 
cillinase but  there  may  be  some  danger  as- 
sociated with  this  drug  as  well.  Multiple  in- 
jections of  penicillinase  may  be  required 
since  the  penicillin  may  outlast  the  life  of 
this  specific  enzyme.®^  The  vasculitis  and 
tissue  changes  of  a serum-type  of  reaction 
will  not  respond  readily  to  the  removal  of 
penicillin  and  may  require  antihistamines 
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and,  occasionally,  corticosteroid  drugs  to 
reduce  morbidity. 

E.  Further  efforts  in  prophylaxis. — 

1.  A modification  of  the  Food  and  Drug 
Act  may  be  of  help  in  reducing  the  penicil- 
lin contamination  of  milk.  So  far,  these  ef- 
forts have  not  been  successful. 

2.  Poliomyelitis  and  adenovirus  vaccines 
are  now  available  without  penicillin. 12 

3.  Identification  cards  for  penicillin  re- 
actors may  be  issued,  in  order  that  penicllin 
not  be  given  to  an  unconscious,  penicillin- 
sensitive  individual,  incapable  of  passing 
this  information  on  to  the  physician. 

Conclusion 

This  year,  at  least  100  persons  will  die  of 
penicillin  reactions  and  another  900  will 
have  suffered  serious  anaphylactoid  reac- 
tions that  were  not  fatal.  By  adequate  se- 
lection of  patients,  by  careful  appraisal  of 
the  indications  and  limitations  of  the  drug, 
and  by  the  employment  of  all  known  safe- 
guards against  serious  reaction,  it  is  to  be 
hoped  that  these  figures  might  be  reduced 
materially. 
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“The  commonest  causes  of  abdominal  pain  having  their  origins 
within  that  cavity  are  disturbances  in  the  function  of  hollow  organs, 
intraabdominal  inflammation,  and  increase  in  tension  of  supporting 
elements.”  (Harrison:  Principles  of  Internal  Medicine,  1950,  p.  42.) 


178 


Nebraska  S.  M.  J. 


ACTIVE  and  PASSIVE 

Immunization  in  Pediatrics 


The  author,  Doctor  Rubin,  provides  us  with  a 
compendium  of  helpful  information  relating  to 
the  diseases  which  may  be  prevented  or  modi- 
fied by  immunization.  This  information  is  cur- 
rent as  of  this  date. 

—EDITOR 

The  purpose  of  this  communi- 
cation is  to  review  the  field  of 
active  and  passive  immuniza- 
tion procedures.  Preventive  medicine  has 
broadened  so  extensively  in  the  last  few  dec- 
ades, that  it  is  difficult  for  one  individual 
to  be  aware  of  all  the  progress  made  in  the 
area  of  immunization.  Furthermore,  the  in- 
dications for  various  procedures  have 
changed  with  increased  knowledge  and  with 
change  in  medical  opinion.  There  are  a 
great  number  of  diseases  that  can  now  be 
controlled.  Although  no  immunization  pro- 
cedure is  without  some  risk  in  itself,  the 
morbidity  and  mortality  of  transmissable 
disease  has  been  markedly  reduced.  The 
future  holds  almost  infinite  promise  for  chil- 
dren and  adults  alike. 

“Routine”  Immunization  Procedures 

Although  there  is  certainly  some  varia- 
tion in  the  time  when  immunizing  proce- 
dures against  pertussis,  diphtheria,  tetanus, 
smallpox,  and  polio  are  started,  there  is  al- 
most universal  agreement  that  they  should 
be  completed  by  the  end  of  the  first  year. 

In  this  area,  polio  shots  are  usually  start- 
ed at  2 to  3 months  of  age,  as  is  the  DPT. 
Smallpox  vaccination  is  usually  carried  out 
with  the  final  DPT. 

It  is  almost  universal  that  the  triple  anti- 
gens are  given  at  intervals  of  4 to  6 weeks 
with  recall  injections  at  ages  2 and  5 years. 
After  the  age  of  five  years,  pertussis  vac- 
cine is  usually  not  used  for  boosters  because 
of  the  severe  reactions  encountered,  and  be- 
cause the  risk  of  acquiring  pertussis  be- 
yond this  age  is  small.  In  order  to  maintain 
immunity  against  diphtheria  and  tetanus, 
boosters  should  be  given  every  four  years. 
This  may  be  accomplished  by  a 0.5  cc.  sub- 
cutaneous or  a 0.1  cc.  intradermal  injection. 
Single  tetanus  boosters  should  be  given  after 
open-wound  injuries  if  a patient  has  not  had 
an  injection  during  the  preceding  six 
months. 


SIDNEY  L.  RUBIN 
Omaha,  Nebraska 


If  primary  immunization  was  not  accom- 
plished in  infancy,  three  injections  of  the 
triple  antigen,  or  D-T  in  older  children  and 
adults,  at  monthly  intervals  are  necessary. 
The  recall  schedule  is  the  same. 

Pertussis  vaccine  boosters  should  be  giv- 
en if  intimate  exposure  to  whooping  cough 
has  occurred.  This  immunity  lasts  about 
two  years. 

A single  material  now  contains  antigens 
against  polio,  diphtheria,  pertussis,  and 
tetanus.  It  is  marketed  by  several  pharma- 
ceutical companies.  The  dosage  is  different 
for  these  biologicals,  as  well  as  the  interval 
between  injections.  Rather  than  to  give  the 
third  polio  injection  seven  months  after  the 
second,  all  four  antigens  should  be  given  in 
monthly  doses  during  infancy  with  boosters 
one  and  three  years  later. 

Poliomyelitis  boosters  have  been  discussed 
a great  deal  by  laymen  as  well  as  by  medical 
personnel.  Currently,  a fourth  recall  injec- 
tion one  year  after  primary  immunization 
seems  indicated.  Most  likely,  as  in  all  other 
immunization  procedures,  the  polio  vaccine 
will  have  to  be  given  at  intervals  of  three  to 
four  years  to  maintain  immunity.  This  is 
pure  conjecture,  but  not  unreasonable.  Oral 
vaccines  employing  attenuated  strains  are 
now  under  very  intensive  clinical  trial  and 
show  great  promise.  With  the  advent  of  an 
effective  oral  vaccine,  procedure  for  polio 
immunization  may  change  entirely.  Unfor- 
tunately, not  100  per  cent  of  the  population 
will  be  immunized  against  polio,  and  there 
will  probably  always  be  a place  for  the  use 
of  gamma  globulin  in  nonimmune  individu- 
als. If  given  as  soon  after  exposure  as  pos- 
sible, it  is  effective  in  a dose  of  0.14  cc.  to 
0.2  cc./lb.,  given  intramuscularly. 

Another  immunization  dilemma  is  the 
smallpox  vaccination.  The  American  Acad- 
emy of  Pediatrics!  recommends  primary  im- 
munization in  infancy  with  another  vaccin- 
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ation  at  age  7 to  8 years.  In  event  of  an  epi- 
demic or  of  travel  outside  the  United  States, 
another  vaccination  should  be  given. 

Rabies 

Dog  bites  and  possible  dog  bites  present 
a great  problem  to  the  practitioner  dealing 
with  children.  The  World  Health  Organiza- 
tion2  probably  has  outlined  the  best  and 
most  effective  method  of  handling  this  prob- 
lem. Rabies  is  an  incurable  condition,  and 
every  reasonable  attempt  must  be  made  to 
immunize  an  exposed  individual,  passively 
and/or  actively,  in  spite  of  the  risk  attend- 
ing the  use  of  vaccines. 

There  are  several  things  to  remember : 
Hyperimmune  serum  must  be  given  within 


72  hours  of  exposure  to  be  clinically  effec- 
tive for  passive  immunity;  and,  further- 
more, the  fact  that  the  biting  animal  had 
been  previously  vaccinated  is  no  assurance 
that  the  animal  does  not  have  rabies  virus 
in  the  saliva,  because  vaccination  is  not  un- 
questionably 100  per  cent  effective.  The 
condition  of  the  biting  animal  must  be  kept 
in  mind. 

There  are  four  conditions  under  which  no 
treatment  is  necessary:  (1)  If  there  is  no 
lesion  and  contact  has  been  of  indirect  na- 
ture. This  is  true  whether  the  animal  is 
rabid  or  not;  (2)  if  a lick  occurs  on  un- 
abraded skin;  (3)  if  a lick  occurs  on  abrad- 
ed skin  and  abraded  or  unabraded  mucosa, 
if  the  animal  is  healthy;  and  (4)  if  the  bite 


TABLE  1 

INDICATIONS  FOR  SPECIFIC  POSTEXPOSURE 
TREATMENT  OF  RABIES 


Nature  of  Exposure 
Licks  on  abraded 
skin,  or  abraded  or 
unabraded  mucosa 

Condition  of 
At  Time  of  Exposure 
Healthy 

Biting  Animal 

During  Observation  for  10  Days 

Clinical  signs  of  rabies, 
or  proven  rabies 

Recommended  Treatment 

Start  vaccine  at  first  sign 
of  rabies  in  animal. 

Signs  suggestive  of 
rabies 

Healthy 

Start  vaccine  immediately. 
Stop  treatment  if  animal 
is  noiTnal  in  five  days. 
Or  give  hyperimmune 
senim  and  do  not  start 
vaccine  if  animal  remains 
noiTTial. 

Rabid,  escapes,  killed, 
or  unknown 

Start  vaccine  immediately. 

Simple  bites  below 
the  neck 

Healthy 

Clinical  signs  of  rabies, 
or  proven, rabies 

Start  vaccine  at  first  sign 
of  rabies  in  the  animal. 

Signs  suggestive  of 
rabies 

Healthy 

Start  vaccine  immediately. 
Stop  treatment  if  animal 
is  normal  in  five  days. 

Or  give  hyperimmune 
serum  and  do  not  start 
vaccine  if  animal  remains 
normal. 

Rabid,  escaped,  killed, 
or  unknown.  Any 
bite  by  a wild  animal. 

Start  vaccine  immediately. 

Multiple  bites  or 
bites  of  face, 
henad  or  neck 

Healthy 

Healthy 

Hyperimmune  serum  imme- 
diately. No  vaccine  as 
long  as  animal  remains 
normal. 

Healthy 

Clinical  signs  of  rabies, 
or  proven  rabies 

Hyperimmune  serum  imme- 
diately. Start  vaccine  at 
firat  sign  of  rabies  in 
animal. 

Signs  suggestive  of 
rabies 

Healthy 

Hyperimmune  serum  imme- 
diately followed  by  vac- 
cination. Stop  vaccine  if 
animal  is  normal  after 
fifth  day. 

Rabid,  escaped,  killed, 
or  unknown.  Any 
bite  by  a wild  animal. 

Hyperimmime  serum  imme- 
diately followed  by  com- 
plete course  of  vaccine. 
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is  simple  and  below  the  neck  and  the  animal 
remains  healthy.  Of  course,  in  young  chil- 
dren or  other  patients  where  the  history 
may  be  unreliable,  vaccine  should  be  given 
in  these  four  conditions.  Table  1 outlines 
the  other  indications  for  specific  postexpo- 
sure treatment.  The  dose  of  hyperimmune 
antirabies  serum  is  0. 5 cc./kg  (55u/kg) 
intramuscularly.  The  serum  is  of  equine 
origin.  Rabies  vaccine  is  made  from  rabbit 
brain  as  well  as  from  duck  egg  culture,  the 
latter  product  appearing  to  give  less  local 
and  systemic  reaction. 

Measles 

Although  a vaccine  which  will  give  active 
immunity  against  rubeola  is  being  used  in 
field  trials,  the  only  presently  available 
product  for  prevention  or  modification  of 
measles  is  gamma  globulin.  Well  recognized 
authorities^’ ■*’ ® feel  that  measles  should  be 
prevented  in  children  under  the  ages  of  II/2 
to  3 years,  in  debilitated  children,  and  in 
children  ill  with  or  convalescent  from  an- 
other disease.  These  authorities  also  be- 
lieve that  measles  should  be  modified  at  any 
age  since  the  disease  is  milder  and  attended 
with  a lesser  incidence  of  complications. 
Even  if  measles  is  modified,  pennanent  ac- 
tive immunity  persists."^- ^ The  preventive 
dose  of  gamma  globulin  is  0.1  cc./lb.,  and  the 
modifying  dose  is  0.2  cc./lb.,  given  intra- 
muscularly. 

Infectious  Hepatitis 

This  is  a rather  long  or  chronic  disease 
associated  with  a great  deal  of  debility  and 
tendency  toward  recurrence.  It  should  be 
prevented  in  all  exposed  individuals  and  pos- 
sibly used  in  the  control  of  epidemics.  No 
active  immunization  procedure  is  available 
and  probably  will  not  be  for  several  years. 
It  may  be  prevented  by  the  injection  of 
0.01  cc./lb.  of  gamma  globulin  intramuscu- 
larly. 

Mumps 

Infectious  parotitis  should  not  be  prevent- 
ed in  prepubertal  children.  Exposed  suscep- 
tible adolescents  and  adults  may  receive  two 
1 cc.  subcutaneous  or  intramuscular  injec- 
tions of  mumps  vaccine  at  one-  to  four-week 
intervals.  Booster  injections  of  1 cc.  are  re- 
quired annually  to  maintain  immunity.  Hu- 
man antimumps  serum  may  also  be  used,  but 
must  be  repeated  every  two  weeks  if  expo- 
sure continues.  The  dose  is  5 cc.  intramus- 
cularly. 


Influenza 

In  this  area,  the  routine  use  of  an  influ- 
enza vaccine  is  not  necessary.  It  should 
probably  be  given  to  children  who  are  de- 
bilitated, who  have  heart  or  pulmonary  dis- 
ease, or  who  are  severely  ill  from  any 
cause.  In  case  of  an  epidemic  or  expected 
epidemic,  its  use  is  recommended.  The 
available  vaccines  are  polyvalent  against 
types  A,  B,  and  the  Asian  strains  of  influ- 
enza viruses.  In  children  3 months  to  5 
years  of  age,  0.1  cc.  is  given  subcutaneous- 
ly or  intradermally  in  two  injections  one 
to  two  weeks  apart.  In  children  5 to  12 
years  of  age  0.5  cc.  is  given  subcutaneously 
and  repeated  in  one  to  two  weeks.  Adults 
should  receive  two  intramuscular  or  sub- 
cutaneous injections  of  1 cc.  each  at  one- 
to-two-week  intervals.  To  maintain  immun- 
ity, boosters  are  necessary  eveiy  six  months. 

Typhoid  and  Paratyphoid 

Typhoid-paratyphoid  vaccine  is  a killed 
suspension  of  Salmonella  typhosa,  Salmon- 
ella paratyphi,  and  Salmonella  schottmulleri. 
It  is  indicated  in  endemic  areas,  for  persons 
traveling  in  tropic  and  subtropic  areas,  and 
particularly  in  situations  where  the  water 
supply  is  questionable,  especially  in  times  of 
disaster  such  as  floods  or  epidemics.  The 
primary  immunization  procedure  consists  of 
three  0.5  cc.  injections,  subcutaneously,  at 
7-to-28-day  intervals.  Recall  injections  are 
necessary  annually  and  may  be  given  as 
a 0.5  cc.  subcutaneous  dose  or  a 0.1  cc.  in- 
tradermal  dose. 

Rocky  Mountain  Spotted  Fever 

Immunity  in  exposed  children  under  12 
years  of  age  can  be  obtained  by  giving  three 
0.5  cc.  doses,  at  7 to  10  day  intervals,  sub- 
cutaneously or  intramuscularly.  Booster 
doses  consisting  of  0.5  cc.  should  be  given 
annually.  Both  the  primary  dose  and  the 
booster  should  be  doubled  for  adults. 

Epidemic  Typhus 

This  formalin-killed,  yolk-sac-culture  of 
Rickettsia  prowazeki  should  be  given  to  in- 
dividuals exposed  to  epidemic  typhus  or  to 
the  body  louse  which  acts  as  a vector.  Un- 
der ten  years  of  age,  a 0.5  cc.  subcutaneous 
dose,  repeated  in  7 to  10  days,  is  adequate. 
For  those  over  ten  years  old,  the  dose  is 
doubled. 

Botulism 

Botulism  antitoxin  is  of  equine  origin  and 
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contains  anti-A  and  anti-B  antitoxin.  It  is 
indicated  as  prophylaxis  against  the  toxin 
of  Clostridium  botulinum  if  a person  has 
been  exposed  or  if  this  is  a likely  possibility. 
The  preventive  dose  is  2000  to  5000  units, 
subcutaneously,  as  a single  injection.  This 
preparation  may  also  be  used  for  therapy. 
The  dose  is  10,000  units  of  a 1-10  dilution, 
intravenously.  The  antitoxin  is  preferably 
diluted  with  10  per  cent  glucose,  but  5 per 
cent  glucose  or  physiologic  saline  may  be 
used.  Treatment  should  be  continued  until 
the  patient  responds. 

Cholera 

Cholera  vaccine  is  used  to  prevent  Asiatic 
cholera  in  persons  traveling  in  Southern 
Asia.  The  dose  is  0.5  cc.  of  vaccine  given 
subcutaneously  and  followed  by  1.0  cc.  a 
week  later.  Children  under  four  years  old 
should  receive  one-half  this  dose.  Recall  in- 
jections are  necessary  every  six  months. 

Plague 

Individuals  traveling  in  India,  Burma, 
Java,  China,  Madagascar,  and  Africa  should 
be  immunized  against  plague.  Adults  should 
receive  0.5  cc.  subcutaneously  and  1.0  cc., 
7 to  28  days  later.  Children’s  doses  are 
given  by  age  as  follows,  with  an  interval  of 
one  week  between  injections: 

6-24  months  3-6  years  7-10  years 

0.06  cc.  0.12  cc.  0.25  cc. 

0.12  cc.  0.25  cc.  0.5  cc. 

0.12  cc.  0.25  cc.  0.5  cc. 


The  last  dose  in  the  table  is  also  the  boost- 
er dose  and  is  required  every  six  months  for 
continued  immunity. 

Yellow  Fever 

A 1 :10  dilution  of  concentrated  yellow 
fever  vaccine  is  used  for  persons  traveling 
in  endemic  tropical  and  subtropical  areas. 
A single  subcutaneous  dose  of  0.5  cc.  eveiy 
six  years  maintains  immunity. 
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“The  pain  that  attends  the  laipture  of  a ^'iscus  (excepting  those 
that  contain  potent  chemicals)  is  a sudden,  shall),  teri'ifying  pain 
that  is  quickly  over  . . .”  (Harrison:  Principles  of  Internal  Medi- 
cine, 1950,  p.  44.) 
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= ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDRENS  CLINICS— 
April  9,  Ainsworth,  Elementary  Grade 
School 

April  23,  Ogallala,  Elks  Club 
May  7,  Kearney,  Good  Samaritan 
Hospital 

May  21,  Alliance,  Central  School 
Building 

ANNUAL  SESSION,  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  — April  25- 
28,  1960,  Cornhusker  Hotel,  Lincoln. 

THE  THIRD  INTERNATIONAL  CON- 
GRESS OF  PHYSICAL  MEDICINE  — 
August  21-26,  1960,  inclusive;  Mayflower 
Hotel,  Washington,  D.C. 

THE  EIGHTH  CONGRESS  OF  THE  PAN- 
PACIFIC SURGICAL  ASSOCIATION— 
September  27  through  October  5,  1960; 
Honolulu,  Hawaii.  Dr.  F.  J.  Pinkerton, 
Director  General,  Suite  230,  Alexander 
Young  Building,  Honolulu  13. 

AMERICAN  COLLEGE  OF  SURGEONS 
46TH  ANNUAL  CLINICAL  CONGRESS 
— October  10-14,  1960,  in  San  Francisco, 
California.  For  information  write:  Dr. 
William  E.  Adams,  Secretary,  American 
College  of  Surgeons,  40  East  Erie  Street, 
Chicago  11,  Illinois. 

OMAHA  MID -WEST  CLINICAL  SO- 
CIETY, 1960  SESSIONS  — October  31 
through  November  3,  1960. 


See  the  section  devoted  to  “Wom- 
an’s Auxiliary’’  for  an  enlightening 
discussion  of  the  problems  connected 
with  student  loans.  This  is  present- 
ed by  Mrs.  J.  D.  McCarthy,  Auxil- 
iary State  Chairman,  Nebraska  Med- 
ical Foundation,  Inc. 


A.M.A.  Council  on  Industrial  Health 
Publications — 

The  Council  on  Industrial  Health  of  the 
American  Medical  Association  is  producing 
a series  of  publications  devoted  to  indus- 
trial health.  Most  of  these  are  reprints  of 
material  which  has  appeared  in  the  J. A.M.A. 
or  in  Archives  of  Industrial  Health.  A re- 
cent such  reprint  that  came  to  the  Joumal 
is  entitled  “Guide  for  Industrial  Immuniza- 
tion Programs,’’  and  it  was  published  in 


J. A.M.A.  171:2097-2098  (Dec.  12)  1959. 
Single  copies  of  these  publications  are  avail- 
able free  of  charge  to  those  who  request 
them,  and  in  quantity  lots  at  cost.  They 
can  be  obtained  by  addressing  American 
Medical  Association,  Council  on  Industrial 
Health,  535  North  Dearborn  Street,  Chicago 
10,  Illinois. 

Is  the  Cost  of  the  Trip  Too  High?  — 

Why  medical  costs  are  high  as  well  as 
what  you  get  today  for  your  medical  care 
dollar  are  stories  that  should  be  told  in  a 
positive  way  to  the  American  public. 

This  was  the  consensus  reached  by  a 
group  of  individuals  representing  medicine, 
the  hospital  and  pharmaceutical  fields,  la- 
bor, the  insurance  industry  and  the  ministry 
at  A.M.A.’s  1959  PR  Institute  in  Chicago 
last  summer. 

At  the  Institute  in  Chicago’s  Ambassador 
West  Hotel  an  entire  morning  was  devoted 
to  a session  titled  “Is  the  Cost  of  the  Trip 
Too  High?’’  Staged  in  the  style  of  a con- 
gressional committee  hearing,  the  session, 
which  was  moderated  by  George  Cooley, 
secretaiy  of  A.M.A.’s  Council  on  Medical 
Service,  heard  testimony  from  the  following 
“experts :’’ 

— Ray  Brown,  Director  of  the  University 
of  Chicago  Clinics,  pointed  out  that  hospital 
costs  rose  from  an  average  of  $9.39  per  pa- 
tient a day  in  1946  to  $28.17  in  1958,  chief- 
ly due  to  increased  labor  costs.  Brown 
pointed  out  that  since  hospitals  operate  a 
service  business,  automation  does  not  effect 
any  saving  and  wage  increases  cannot  easily 
be  absorbed.  There  is  little  chance.  Brown 
said,  that  hospital  costs  can  be  reduced 
much.  Consequently,  the  medical  and  hos- 
pital professions  must  talk  positively  about 
the  forces  responsible  and  explain  to  the 
public  the  advances  purchased  by  the  legiti- 
mate increased  cost. 

— Leonard  Martin,  Assistant  Director  of 
A.M.A.’s  Economic  Research  Department, 
testfied  that  even  though  today  the  patient 
gets  more  for  his  money  in  terms  of  diag- 
nosis and  treatment,  medical  cost  will  al- 
ways be  a factor  because  people  invariably 
want  more  service.  Stressing  that  deteriora- 
tion in  hospital  care  would  bring  on  social- 
ized medicine,  Martin  said  if  everyone  could 
be  insured  for  hospital  care,  people  wouldn’t 
be  concerned  about  medical  care  cost. 
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— Fred  Roll,  Director  of  Public  Relations 
for  Smith,  Kline  & French,  Philadelphia, 
said  that  while  more  money  is  being  spent 
on  medical  care,  top  results  are  being  ob- 
tained. New  drugs  are  responsible  for  great 
advances;  the  public  does  not  think  drugs 
are  expensive  “if  they  work,”  Roll  said.  To- 
day’s average  prescription  price  is  under 
$3.00  but  the  entire  health  team  must  make 
personal  explanations  of  this  fact  and  the 
fact  that  drugs  are  high  risk  products  to 
the  public. 

— Lawrence  Wells,  Director  of  Promotion- 
al Activities  for  Blue  Shield  Medical  Care 
Plans  in  Chicago,  said  survival  of  voluntary 
health  insurance  depends  upon  performance 
of  Blue  Shield  — and  extension  beyond 
groups,  inclusion  of  senior  citizens,  broader 
coverage  and  comprehensive  public  educa- 
tion in  regard  to  indiscriminate  demands. 
Economic  understanding  is  vitally  needed 
in  regard  to  what  insurance  can  and  can- 
not do.  Wells  said,  and  he  urged  the  medical 
profession  to  take  the  initiative  in  conduct- 
ing such  an  educational  campaign  to  assure 
continued  free  enterprise  in  medicine. 

— Arthur  Browning,  Vice  President  in 
Charge  of  Group  Insurance  for  the  New 
York  Life  Insurance  Company,  testified  that 
the  health  insurance  industry  is  ready  and 
willing  to  cooperate  with  the  medical  and 
hospital  fields  to  let  the  public  know  what 
the  true  cost  of  medical  care  is.  He  said 
the  public  continually  demands  broader  in- 
surance programs  and  pointed  out  that  rates 
must  change  with  changes  in  service.  A 
recent  survey  showed  that  people  were  more 
concerned  with  what  they  were  getting  than 
what  they  were  pajdng.  Browming  said 
abuses  of  insurance  are  great  in  the  propri- 
etary hospital  field.  Since  doctors  control 
95%  of  these  hospitals,  the  medical  profes- 
sion must  determine  what  is  going  on,  espe- 
cially in  big  population  areas,  and  correct 
these  abuses. 

— James  Brindle,  Director  of  the  Social 
Security  Department  for  the  United  Auto 
Workers  in  Detroit,  said  the  unions  want  a 
price  tag  on  medical  care  and  would  like  to 
see  organized  medicine  take  force  in  provid- 
ing seiwice  insurance  programs.  Other  in- 
definite types  are  unsatisfactory  and  vague. 
He  also  said  medical  policies  should  be  more 
medically  oriented  and  added  that  doctors 
must  run  medical  care  insurance  programs. 
Although  unions  do  not  like  the  deductible 
features  in  insurance  policies,  Brindle  said 


Americans  have  not  yet  hit  the  limit  in  the 
amount  of  wages  which  people  will  allocate 
for  medical  care  if  the  policy  offered  is 
good. 

Serving  as  “congressional  committee 
members”  to  cross  - examine  the  experts 
were  Drs.  Russell  L.  Deter,  Chairman  of 
the  Committee  on  Voluntary  Health  Insur- 
ance and  Health  Care  Costs  of  the  Texas 
Medical  Association,  El  Paso,  Texas;  M.  L. 
Lichter,  Chairman  of  the  Medical  Care  In- 
surance Committee,  IMichigan  State  Medi- 
cal Society,  Melvindale,  Mich.;  and  Donald 
Harrington,  President  of  the  Foundation  for 
IMedical  Care,  San  Joaquin  County  Medical 
Society,  Stockton,  California.  The  other 
committee  members  were  klrs.  John  Wag- 
ner, Community  Seiwice  Chairman  of  the 
Woman’s  Auxiliary  to  the  A.M.A.,  Clarks 
Summit,  Pa.;  William  K.  Scheuber,  Execu- 
tive Secretary,  Alameda-Contra  Costa  Med- 
ical Association,  Oakland,  Calif.,  and  Milo 
J.  Vondracek,  Secretary  of  the  Rock  River 
Methodist  Foundation,  Chicago. 

In  the  question  period  Dr.  Lichter  brought 
out  that  insurance  abuse  is  difficult  to 
measure  but  that  in  Michigan  75%  of  the 
physicians  feel  that  the  profession  is  capa- 
ble of  solving  this  and  related  medical  eco- 
nomic problems.  He  said  the  Michigan 
State  Medical  Society  has  set  up  a referral 
committee  to  handle  such  matters  and  to 
settle  them  fairly  for  all  concerned. 

Dr.  Harrington  outlined  the  San  Joaquin 
County -Medical  Society’s  owned  and  oper- 
ated Foundation  of  Medical  Care.  This  or- 
ganization of  participating  doctors  sets  up 
health  insurance  contracts,  and  maintains 
a claims  office  for  medical  review  on  a local 
basis. 

Dr.  Deter  explained  the  new  progi'am  be- 
ing set  up  by  the  Texas  Medical  Associa- 
tion to  reduce  insurance  abuses  and  Mr. 
Vondracek  suggested  the  following  means  of 
communicating  the  cost  story  to  the  public: 
letters  to  county  medical  societies  outlining 
the  problems  in  the  health  insurance  field 
with  requests  for  help ; educational  exhibits ; 
an  A.I\LA.-produced  film  for  national  show- 
ings; editorials  and  fillers  for  medical  so- 
ciety journals;  county  society  symposia; 
presentation  of  information  on  the  problem 
before  Medical  Student  Days  progi’ams  and 
in  orientation  progi'ams  for  new  medical  so- 
ciety members;  and  establishment  of  com- 
mittees to  handle  cost  and  abuse  problems. 
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Comments  From 
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My  term  of  office  as  your  President  has 
entered  its  last  month.  It  has  been  a very 
pleasant  and  satisfying  experience.  I wish 
to  thank  each  of  you,  the  members  of  the 
Nebraska  State  Medical  Association,  for  the 
confidence  reposed  in  me,  and  for  the  priv- 
ilege of  serving  you. 

It  seems  entirely  fitting  that,  at  this  time, 
we  take  a careful  retrospect  at  one  of  the 
problems  with  which  we  were  confronted  a 
year  ago.  The  number-one  problem  then 
was  the  problem  of  the  65-and-over  age- 
group.  It  is  still  the  unsolved  question. 
There  have  been  many  conferences  on  the 
national,  regional,  and  state  levels.  Much 
has  been  spoken  and  written,  but  the  solu- 
tion has  not  been  achieved.  However,  we 
must  not  be  discouraged  because  progress 
has  been  made.  The  greatly  increased  num- 
ber of  the  65-and-over  group  who  have  been 
insured  in  the  Blue  Shield  Plan  or  in  com- 
mercial companies  is  very  gratifying. 

The  American  Medical  Association  is  by 
no  means  alone  in  its  efforts  to  stave  off 
those  who  would  attempt  to  solve  the  aging 
problem  by  Forand  type  of  legislation.  Dur- 
ing the  hearings  before  the  House  Ways  and 
Means  Committee  of  the  last  session,  many 
National  groups,  including  all  the  branches 
of  the  healing  arts  except  the  American 
Nurses  Association,  voiced  their  vigorous 
objections  to  this  type  of  legislation.  The 
Department  of  Health,  Education  and  Wel- 


fare stated  that  Forand  type  of  legislation 
would  not  solve  the  problem. 

In  Nebraska  our  Committee  on  Aging  has 
had  several  meetings,  and  have  worked  dili- 
gently, attempting  to  solve  many  phases  of 
the  problem.  The  work  of  this  Committee 
has  only  scratched  the  surface;  it  will  be 
necessary  to  continue  its  labors  for  many 
years  to  come.  The  battle  to  preserve  our 
free  enterprise  system  of  the  practice  of 
medicine  will  go  on  until  the  65-and-over 
age-group-problem  shall  have  been  solved. 

The  Governor’s  Committee  for  the  White 
House  Conference  has  been  appointed.  One 
of  our  members.  Dr.  J.  D.  McCarthy,  is 
chairman  of  the  committee.  They  have  had 
an  organization  meeting.  Later  in  the  year 
there  will  be  Legislative  District  Meetings 
and  finally  a state  wide  meeting.  Dr.  Mc- 
Carthy, because  of  his  long  service  as  chair- 
man of  the  Council  on  Medical  Service  of 
the  American  Medical  Association,  is  emi- 
nently qualified  to  head  this  Committee. 

From  April  25  to  28  the  annual  meeting 
of  the  Nebraska  State  Medical  Association 
will  be  held  at  the  Cornhusker  Hotel,  Lin- 
coln. A splendid  and  diversified  program 
has  been  arranged.  All  members  are  urged 
to  attend  as  much  of  the  session  as  possible. 
If  you  cannot  come  for  the  entire  meeting, 
come  for  one  day;  you  will  be  glad  that 
you  did. 

E.  E.  KOEBBE,  M.D. 
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ASSOCIATION 


THINGS  YOU  SHOULD  KNOW 

REGISTRATION — Mezzanine,  Hotel  Cornhusker, 
3 p.m.,  Monday,  April  25,  1960  and  8:30  am. 
each  day  thereafter. 

BOWLING — Parkway  Lanes,  Monday,  April  25, 
1 :00  p.m.  Contact  R.  L.  Gorthy,  M.D.,  Chair- 
man. 

GOLF  TOURNAMENT— Golfers  will  meet  at  the 
Lincoln  Country  Club  at  1:00  p.m.,  Monday, 
April  25,  1960.  Hosts  will  be  Physician  Mem- 
bers of  The  Lincoln  Countiy  Club.  Chairman: 
Jack  G.  Wiedman,  M.D.,  Lincoln. 

TRAP  SHOOT — 1:00  p.m.,  Lincoln  Gun  Club.  Con- 
tact Hariy  Flansburg,  M.D. 

SPORTSMEN  DINNER  — Lincoln  Country  Club, 
7:00  p.m.,  April  25,  1960.  Chainnan:  Jack  G. 
Wiedman,  M.D.,  Lincoln. 

FUN  NIGHT — To  be  held  at  the  Lincoln  Countiy 
Club,  Tuesday,  April  26.  Social  hour,  6:30 
p.m.;  dinner,  7:30  p.m. 

“Big  Sui-prise” — A skit  presented  by  the  Ladies 
'Auxiliaiy  of  Lancaster  County.  A wonderful 
evening  of  entertainment. 

Added  Attraction!  Dance  to  the  nationally  famous 
orchestra  of  Ralph  Martarie.  Tickets  will  be 
available  at  registration  booth  at  $6.00  per  per- 
son. 

GENERAL  SESSIONS — Ballroom  and  State  Suite 
1 and  2. 

PAST  PRESIDENTS’  BREAKFAST— Wednesday, 
April  27,  1960,  State  Suite  3,  8 a.m. 


HOTEL  CORNHUSKER 
LINCOLN 

APRIL  25.  26.  27.  28.  I960 


Nebraska  State  Obstetricts  & Gynecology  Society, 
Breakfast,  8 a.m.,  Wednesday,  April  27,  Room 
921. 

SOCIAL  HOUR — Honoring  the  President  and  the 
President  of  the  Woman’s  Auxiliar>^  State 
Suite,  Hotel  Cornhusker,  6:00  p.m.,  Wednesday, 
April  27,  1960. 

BANQUET — Ballroom,  Hotel  Cornhusker,  7:00  p.m., 
Wednesday,  April  27,  1960;  Your  Medical  Hit 
Paiade;  Presidents  Award,  and  50-Year  Pins. 

ALUMNI  LUNCHEON — University  of  Nebraska 
College  of  Medicine,  Thursday,  April  28,  1960, 
1 :00  p.m..  State  Suite. 
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Guest  Speakers 


E.  E.  KOEBBE,  M.D., 
President,  1959-1960 


FRITZ  TEAL,  iM.D., 
President,  1960-1961 


Ralph  E.  Worden,  M.D. 

Los  Angeles,  California 

Graduate  of  the  University 
of  Nebraska  College  of  Medi- 
cine, 1944  : Received  M.S.  de- 
gree from  Mayo  Foundation 
1949  ; Served  as  Instructor  in 
Physical  Medicine  and  Re- 
habilitation at  University  of 
Minnesota,  1949-51  ; Assistant 
Professor  and  Professor  of 
Physical  Medicine  and  Reha- 
bilitation, Ohio  State  Univer- 
sity, College  of  Medicine;  pres- 
ently Professor  and  Chainnan. 
Department  of  Physical  Medi- 
cine and  Rehabilitation,  School 
of  Medicine.  University  of 
California  at  Los  Angeles ; 
Member  Executive  Board,  Na- 
tional Rehabilitation  Associa- 
tion. California  Chapter : Med- 
ical Advisory  Board  of  Sister 
Elizabeth  Kenny  Foundation. 
“The  Physical  Treatment  of 
Polio’* 

“Some  Practical  Aspects  in 
the  Rehabilitation  of 
Physical  Disabilities’* 


Jacquelin  Perry,  M.D. 

Downey,  California 

Graduate,  University  of  Cali- 
fornia School  of  Medicine, 
1950 ; Interned  at  Children’s 
Hospital,  San  Francisco ; Or- 
thopedic Surgery  Resident, 
University  of  California ; pres- 
ently Orthopedic  Surgeon. 
Rancho  Los  Amigos  Hospital, 
Downey,  California : Assistant 

Clinical  Professor,  College  of 
Medical  Evangelists ; served  in 
the  U.S.  Army  as  Physical 
Therapist,  1943  - 46  ; publica- 
tions : “Elective  Surgery  on  Pa- 
tients with  Respiratory  Paral- 
ysis,” “Total  Cervical  - Spine 
Fusion  for  Neck  Paralysis,” 
“Intensive  Rehabilitation — ^Re- 
cent  Experience  in  a Chronic 
Disease  Hospital.” 

Polio  Panel 

“Surgery  of  the  Paralyzed 
Hand” 


William  Mensert,  M.D. 

Chicago,  Illinois 

Received  M.D.  degree  from 
Johns  Hopkins  Medical  School, 
1927  ; Assistant  Professor  of 
Obstetrics  and  Gynecology, 
State  University  of  Iowa,  1934- 
38;  Associate  Professor.  1938- 
43  ; Professor  and  Chairman  of 
the  Department  of  Obstetrics 
and  Gynecology,  Southwestern 
Medical  School  of  the  Univer- 
sity of  Texas,  1943-55 ; Pres- 
ently Professor  and  Head  of 
the  Department  of  Obstetrics 
and  Gynecology,  University  of 
Illinois,  College  of  Medicine; 
Obstetrician  and  Gynecologi.st- 
in-Chief,  Research  and  Educa- 
tional Hospitals.  University  of 
Illinois,  Chicago;  President, 
American  College  of  Obstetri- 
cians and  G>  necologists.  1955; 
President,  American  Associa- 
tion of  Obstetricians  and  Gyne- 
cologists, 1957-58. 

“Perinatal  Mortality” 

“Office  Gynecology” 
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E.  J.  Faulkner 

Lincoln.  Nebraska 

Graduate  of  the  University  of 
Nebraska : Post  Graduate.  Uni* 
versity  of  Pennsylvania  (Whar- 
ton School  of  Finance  and 
Commerce)  ; President  and  Di- 
rector of  W’oodmen  Accident 
and  Life  Company  and  Wood- 
men Central  Life  Insurance 
Company;  First  President, 
Health  Insurance  Association 
of  America,  1956-57  ; Member. 
Central  Committee,  Nebraska 
Division  of  the  White  House 
Conference  on  the  Agring.  1960  : 
Chairman  Health  Insurance 
Council,  1959  : Board  of  Trust- 
ees, American  College  of  Life 
Under\s’riters,  1959. 

“Economic  Threats  to  Better 
Medicine’* 


Ormand  Julian,  M.I). 

Chicago,  Illinois 

Received  M.D.  degree  from 
the  University  of  Chicago,  Di- 
vision of  Biological  Sciences, 
1937  : residency  University  of 

Chicago  Clinics,  1938-42,  De- 
partment of  Surgei*>*.  Ph.D. 
(Surger>)  1942:  Attending  sur- 
geon, Presbyterian  - St.  Luke’s 
Hospital.  Chicago,  attending 
surgeon  Veterans  Administra- 
tion Hospital,  Hines.  Illinois, 
and  West  Side  Velerans  Ad- 
ministration Hospital,  Chicago  ; 
Professor  of  Surger>-.  Univer- 
sity of  Illinois ; member  Cen- 
tral Surgical  Association.  West- 
ern Surgical  Association,  Fel- 
low. Section  of  Circulation, 
American  Heart  Association, 
International  Society  of  Angi- 
olog>'.  International  Cardiovas- 
cular Society.  Halstead  Society. 
Society  of  University  Surgeons. 
“Peripheral  Vascular  Diseases’* 
“Pediatric  Vascular  Diseases** 


Joseph  A.  Bell,  M.D. 

Bethesda,  Maryland 

Graduate  of  the  University 
of  Colorado  School  of  Medi- 
cine. 1929  ; received  Masters 
degree  and  Doctors  degree  in 
Public  Health  from  the  Johns 
Hopkins  University.  School  of 
Public  Health : Instructor  in 

Epidemiolog>*,  Johns  Hopkins 
University,  1938-39  : Past  Pres- 
ident American  Epidemiologic 
Society ; Diplomate  American 
Board  Preventive  Medicine : 
Chief  of  U.S.  Delegation  to  ne- 
gotiate International  Quaran- 
tine Regulations.  W’orld  Health 
Organization,  1952 : Full  time 
research  in  general  field  of 
Epidemiolog>*  of  Infectious  Dis- 
ease 1937  to  present.  National 
Institutes  of  Health.  United 
States  Public  Health  Service. 
“Recent  Studies  on  Common 
Viral  Diseases’* 

•’The  Illn  ess  and  Microbial  Ex- 
periences of  an  Institutional- 
ized Nursery  Group” 


Willis  El  Brown,  M.D. 

Little  Rock.  Arkansas 

Received  M.D.  degree  from 
University  of  Michigan ; M.S. 
degree  from  the  University  of 
Michigan  ; residency  in  Ob- 
stetrics and  Gynecology — Uni- 
versity Hospitals.  Ann  Arbor, 
Michigan ; teaching  appoint- 
ments in  University  of  Michi- 
gan, Nebraska.  Iowa  and  Ar- 
kansas ; Associate  e-xaminer, 
American  Board  of  Obstetrics 
and  Gynecolog>' : Consultant. 

National  Board  of  Medical  Ex- 
aminers : Presently  Professor 

and  Head.  Department  of  Ob- 
stetrics and  Gynecology,  Uni- 
versity of  Arkansas  Medical 
Center. 

“Office  Gynecology” 

“Fetal  Asphyxia” 


George  J.  Curry,  M.D. 

Flint,  Michigan 

Received  M.D.  degree  from 
the  University  of  Michigan : 
Past  President  and  Founder 
Member,  Flint  Academy  of 
Surgery  : Past  Chairman  Michi- 
gan Committee  on  Trauma, 
American  College  of  Surgeons ; 
Past  Lecturer.  Postgraduate 
Medicine,  University  of  Michi- 
gan : Guest  Professor.  Depart- 
ment of  Surger>*.  Wayne  Uni- 
versity Medical  School ; Mem- 
ber. Executive  Committee, 
Committee  on  Trauma,  Ameri- 
can College  of  Surgeons ; 
Founder  Member,  Central  Sur- 
gical Association  : Member  Ad- 
visorj*  Board.  American  Jour- 
nal of  Surger>*  : Author  of  be- 
tween fifty  and  sixty  articles ; 
prime  interest  is  surgery  of 
trauma. 

“Responsibility  to  the 
Injured” 

“Finger  Amputations’* 


Orvar  Swenson,  ^I.D. 

Boston  Massachusetts 

Graduated  from  the  Harvard 
Medical  School  in  1937  : Asso- 
ciate in  Surgerj-.  Harvard  Med- 
ical School : Lecturer  in  Sur- 
grer>-,  Simmons  College : Asso- 
ciate Professor  in  Surgery, 
Clinical  Professor  in  Surgery 
and  presently  Professor  of  Pe- 
diatric Surgery,  Tufts  Univer- 
sity School  of  Medicine ; Sur- 
geon-in-Chief.  The  Boston 
Floating  Hospital  ; member 
Boston  Surgical  Society,  New 
England  Pediatric  Society. 
Society  of  University  Sur- 
geons, Affiliate  Fellow  in  Sur- 
gery, American  Academy  of 
Pediatrics,  Associate  Member 
of  N,E,  Section  of  American 
Urological  Association  and  New 
England  Surgical  Society : Au- 
thor of  textbook  "Pediatric 
Surgery.” 

“The  Physiologic  Difference 
Between  Infants  and  Adults, 
Their  Surgical  Significance” 
“Intestinal  Obstruction” 
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M.  Kemsen  Behrer,  M.D. 
St.  Louis,  Missouri 

Graduate  of  Long  Island  Col- 
lege of  Medicine,  1945  : Pe- 

diatric internship.  Long  Island 
College  Hospital  ; Resident  St. 
Louis  Children’s  Hospital  ; In- 
structor in  Pediatrics,  Wash- 
ington University  School  of 
Medicine,  1951-54 ; presently 
Assistant  Professor  of  Pediat- 
rics, Washington  University 
School  of  Medicine ; Consult- 
ant in  Pediatrics,  Fort  Leonard 
Wood ; Pediatric  Consultant, 
University  of  Illinois,  Division 
of  Services  for  Crippled  Chil- 
dren, Member,  American  Acad- 
emy of  Pediatrics,  American 
College  of  Cardiolog>'. 

“Present  Day  Concepts  of 

Rheumatic  Feveri’ 

“Modem  Treatment  of  Con- 
genital Heart  Disease” 


Floyd  C.  Bratt,  M.D. 

Rochester,  New  York 

Graduate  of  the  University  of 
Buffalo  School  of  Medicine, 
1928 : Medical  staff  Highland 
Hospital  of  Rochffiter  and 
Park  Avenue  Hospital  ; Chair- 
man, Board  of  Directors.  Amer- 
ican Academy  of  General  Prac- 
tice, 1959  ; President  -elect 
American  Academy  of  General 
Practice ; Member.  Council 
Committee  on  Legislation,  Med- 
ical Society  of  the  State  of 
New  York ; Author  of  article 
“Relative  Importance  of  the 
General  Practitioner  and  Spe- 
cialist in  Patient  Care”  World 
Medical  Journal,  September, 
1959. 

“Third  Party  Medicine” 


El  Tier  Hess,  M.D. 

Erie,  Pennsylvania 

Received  M.D.  degree  from 
University  of  Pennsylvania 
Medical  School,  1911  : Graduate 
study,  Johns  Hopkins  Univer- 
sity, 1919-1921  ; Post-graduate 
study,  Europe,  1919  and  1925 ; 
Private  practice  of  medicine 
and  surgery  in  Erie  since  1912  ; 
specializing  in  Urology  since 
1920 ; Consultant  in  Urology, 
U.S.  Air  Force  (National  Con- 
sultant— July,  1956)  ; Honorary 
Civilian  Consultant  to  Surgeon 
General  of  U.S.  Navy,  1955 ; 
Tour  of  American  Defense 
Bases  in  Europe,  Africa  and 
Near  East  as  an  official  Uro- 
logical Consultant  for  U.S.  Air 
Force,  1957  ; tour  of  U.S.  Air 
Force  Bases,  Alaska,  1958  and 
Far  East,  1959  ; Past  President, 
American  Medical  Association ; 
Past  President,  American  Uro- 
logical Association. 

“Recent  Experiences  in  U.S. 

Air  Force  Bases  in  Asia” 
“Pediatric  Urology” 


EMgar  V.  Allen,  M.D. 

Rochester,  Minnesota 

Received  M.D.  degree  from 
the  University  of  Nebraska 
College  of  Medicine,  1925  ; 
M.Sc.,  University  of  Minnesota, 
1932  ; Fellow  in  Medicine,  Mayo 
Foundation,  1925  - 29  ; Senior 
Consultant  in  Medicine,  Mayo 
Foundation  at  present ; Profes- 
sor of  Medicine.  Mayo  Founda- 
tion, 1947  to  present : Award- 
ed Gold  Heart  Award  of  the 
American  Heart  Association. 
1959 ; President  of  the  Ameri- 
can Heart  Association,  1956- 
57 ; Associate  editor  of  Ameri- 
can Heart  Journal,  1939-45. 

“The  Natural  History  of 
Arteriosclerosis  Obliterans” 


Sidney  E.  Ziffren,  M.D. 

Iowa  City,  Iowa 

Graduate  of  the  University  of 
Illinois  College  of  Medicine, 
1936  : Resident  in  surgery,  Uni- 
versity Hospitals,  State  Uni- 
versity of  Iowa  College  of 
Medicine.  1937-42 ; Major,  U.S. 
Army  Medical  Corps,  1942-46 ; 
Professor  of  Surgery,  State 
University  of  Iowa  College  of 
Medicine,  1953  ; Member  of 
American  College  of  Surgeons, 
Central  Surgical  Association, 
Society  of  University  Surgeons, 
Central  Society  for  Clinical  Re- 
search. 

“The  Management  of  Bums” 


David  I.  Rutledge,  M.D. 

Boston,  Massachusetts 

Graduated  from  the  Univer- 
sit.v  of  Nebraska  College  of 
Medicine.  1934 ; Fellow  in  In- 
ternal Medicine,  Mayo  Clinic, 
1936  : first  assistant  in  the  De- 
partment of  Internal  Medicine, 
1938 : joined  staff  of  Lahey 

Clinic,  as  Consultant  in  In- 
ternal Medicine,  1941  : present- 
ly Consultant  in  the  Depart- 
ment of  Internal  Medicine  with 
special  interest  in  cardiology 
at  the  Lahey  Clinic  ; staff 
member  of  the  New  England 
Deaconess  and  New  England 
Baptist  Hospitals. 

“The  Coronary  Patient” 
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Guest  Speakers 


Brigadier  General,  USAF,  MC 

T.  C.  Bedwell,  Jr. 

Surgreon-Headquarters 
Strategic  Air  Command 
Offutt  Air  Force  Base 

Received  M.D.  degree  from 
Baylor  University  Medical  Col- 
lege, 1933  : Practiced  medicine 
and  surger>’  in  Longview.  Tex- 
as, prior  to  entering  military 
service  in  1935  : Awarded  Mas- 
ter of  Public  Health  degree 
from  Johns  Hopkins  School  of 
Hygiene  and  Public  Health ; 
Certified  by  American  Board 
of  Prevention  Medicine  and 
Public  Health  : staff  member  to 
Assistant  for  Health  and  Medi- 
cine in  Office  of  Secretary  of 
Defense ; Served  as  Chief  of 
Preventive  Medicine,  Office  of 
Surgeon  General,  Headquarters 
USAF : Named  Command  Sur- 
geon. 1959  for  Strategic  Air 
Command  Offutt  AFB  ; named 
to  3-year  term  on  executive 
council  of  Aerospace  Medical 
Association,  1957  : Holds  rating 
of  Chief  Flight  Surgeon. 


J.  Reckless,  M.B.,  Ch.B. 

Durham,  North  Carolina 

Graduate  of  the  medical 
school  of  Birmingham,  Eng- 
land, 1954  ; served  one  year  at 
University  of  Birmingham  as 
House  Physician  and  House 
Surgeon  ; Single  and  group 
general  practice  in  England  ; 
Deputy  Assistant  Director, 
British  Royal  Association  Med- 
ical Corps,  1956-58 : Presently 
interested  in  research  in  geri- 
atric psychiatry  and  psycho- 
physiological  stress  studies  : 
Resident  training  in  psychiatry 
— Duke  Hospital.  1958  to  pres- 
ent time. 

“The  Facts  of  Life  in  the 
Future  of  American 
Medicine” 


Captain 

John  C.  Simmons 

USAF,  MC 

Active  in  the  cargo  air- 
craft weightless  program  since 
April  1958.  He  has  monitored 
17  weightless  projects  and  is 
developing  23  current  tests  in 
conjunction  with  other  WADD 
project  engineers.  These  va- 
ried projects  have  included 
physical,  physiological  and  psy- 
chological measurements.  He 
has  an  M.A.  in  industrial  psy- 
chology and  has  served  as  the 
Aerospace  Medical  Laboratory 
airborne  project  engineer  for 
the  last  three  years.  He  has 
been  appointed  project  moni- 
tor for  the  KC-135  weightless 
program  starting  in  June, 
1960. 

“Human  and  Systems  Per- 
formance During  Zero  G” 


Captain 

Alvin  S.  Hyde 

USAF.  MC 

Rei-eived  H.S.  degree  from 
University  of  Arkansas ; Ph.D. 
degree  Tulane  University  ; M.D. 
degree  from  Tulane  Univer- 
sity : internship  Touro  Infirm- 
ary*, New  Orleans ; presently 
C h i ef  , Acceleration  Section. 
Biophysics  Branch,  Aerospace 
Medical  Laboratoi'y.  Wright 
Air  Development  Division, 
Wright-Patterson  AFB.  Ohio. 

“Acceleration  in  Aerospace 
Flight” 


Captain 

Myron  B.  Zinn 

USAF,  MC 

Received  B.S.  in  Chemistry, 
George  Washington  University  : 
M.D.  degree  New  York  Univer- 
sity College  of  Medicine ; in- 
ternship at  Kings  County  Hos- 
pital, New  York ; Residency  in 
Internal  Medicine  Kinstein  Col- 
lege of  Medicine ; National  In- 
stitute of  Health  Trainee  in 
Cardiology ; presently  with 
Aerospace  Medical  Laboratory. 

“The  Mercury  Astronaut 
Selection  Program” 
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Officers 


Annual  Banquet  Entertainment 

“THE  MEDICAL  HIT  PARADE  SHOW” 

President 


Titles  such  as  “Hemon’hoids,”  “Halitosis  Beats 
No  Breath  At  All,”  “Keep  Your  Eye  on  Medicare,” 
“The  PR  Man”  and  “The  A.M.A.”  cannot  be  found 
on  nationally  syndicated  top  twenty  lists  but  they 
are  bring-ing-  a smile  to  the  faces  of  professional 
men  from  coast  to  coast  who  have  had  the  oppor- 
tunity to  hear  the  Medical  Hit  Parade  recordings 
of  Greene  County  (Missouri)  Medical  Society  mem- 
bers on,  their  records,  “Borborygmi”  and  “Placenta 
Preview.” 

Over  6,000  copies  of  the  records  have  been  sold 
to  date  with  all  profits  going  into  the  funds  of  the 
Greene  County  Medical  Foundation,  established  to 
provide  medical  scholarships  and  loans  for  medical 
students. 

Lyrics  for  the  shows  were  written  by  Dr.  James 
T.  Brown,  with  musical  arrangements  by  Professor 
Wilfred  Adler,  Southwest  Missouri  State  College 
Music  Department.  The  cast,  besides  Dr.  Brown, 
include,  Di's.  Charles  E.  Lockhart,  Don  F.  Gose, 
Harold  H.  Lurie,  Wilfred  E.  Wooldridge,  F.  T. 
H’Doubler,  Jr.,  and  Fred  C.  Coller,  all  members 
of  the  Greene  County  Medical  Society. 

You  certainly  will  not  want  to  miss  this  pro- 
gram to  be  presented  at  the  Annual  Banquet  on 
Wednesday  evening.  We  guarantee  you  laughs  by 
the  barrelfull. 

DON’T  MISS 

“YOUR  MEDICAL  HIT  PARADE” 


Fritz  Teal,  M.D Lincoln 

Vice  President 

W.  L.  Howell,  M.D Hyannis 

Secretary-Treasurer 

R.  B,.  Adams,  M.D Lincoln 

Executive  Secretary 

M.  C.  Smith Lincoln 

Board  of  Councilors 

District  Tenn  Expires 

1.  Harold  Neu,  M.D.,  Omaha I960 

2.  R.  E.  Garlinghouse,  M.D.,  Lincoln 1960 

3.  Hai-vey  Runty,  M.D.,  DeWitt 1960 

4.  Walter  Benthack,  M.D.,  Wayne 1960 

5.  R.  C.  Reeder,  M.D.,  Fremont 1961 

6.  B.  N.  Greenberg,  M.D.,  York 1961 

7.  H.  V.  Nuss,  M.D.,  Sutton 1961 

8.  W.  E.  Johnson,  M.D.,  Valentine 1961 

9.  R.  S.  Wycoff,  M.D.,  Lexington 1962 

10.  0.  A.  Kostal,  M.D.,  Hastings 

11.  H.  L.  Clarke,  M.D.,  North  Platte 1962 

12.  R.  J.  Morgan,  M.D.,  Alliance 1962 

Chairman  of  Board  of  Councilors 
Harold  Neu,  M.  D Omaha 

Speaker,  House  of  Delegates 
J.  B.  Christensen,  M.D.,  Omaha 1962 

Vice  Speaker,  House  of  Delegates 
Wm.  Nutzman,  M.D.,  Keaimey 1962 

Delegates  to  A.M.A. 

J.  D.  McCarthy,  M.D.,  Omaha 1960 

Earl  F.  Leininger,  M D.,  McCook 1961 

Alternates 

Harold  S.  Morgan,  M.D.,  Lincoln 1960 

W.  C.  Kenner,  M.D.,  Nebraska  City 1961 

Board  of  Trustees 

C.  N.  Sorensen,  M.D.,  Scottsbluff,  Chm 1963 

J.  M.  Woodward,  M.D.,  Lincoln 1962 

M.  E.  Grier,  M.D.,  Omaha 1961 

A.  A.  Ashby,  M.D.,  Geneva 1960 

R.  B.  Adams,  M.D.,  Lincoln 
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Nebraska  State  Medical  Association 
92nd  Annual  Session 

MONDAY,  APRIL  25,  1960 
Sportsman’s  Day  and  Banquet 

TUESDAY  MORNING,  APRIL  26,  1960 

General  Session 

8:30  Exhibits  Open 

Fay  Smith,  M.D.,  Imperial,  Presiding 

9:00  Movie  (“Gravity  of  Death”) 

9:30  Opening  Session 

— E.  E.  Koebbe,  M.D.,  President,  Columbus 

9:35  Invocation 

— The  Revei-end  C.  Vin  White 

First  Presbyterian  Church,  Lincoln 

9:40  Presidential  Address 

— E.  E.  Koebbe,  M.D.,  Columbus 

9:50  Installation  of  Incoming  President 
— Fntz  Teal,  M.D.,  Lincoln 

10:00  Guest  Introductions 

— Wallace  W.  Lamphere,  D.D.S.,  Lincoln 
President,  Nebraska  State  Dental  Asso- 
ciation 

• — F.  A.  Wright,  Lincoln 

President,  Nebraska  Bar  Association 

- — Paul  Finnman,  North  Platte 

President,  Nebraska  Hospital  Association 

10:10  “Economic  Threats  to  Better  Medicine” 

— E.  J.  Faulkner,  President 

Woodmen  Accident  and  Life  Company 

10:30  Necrology 

— George  B.  Salter,  M.D.,  Norfolk 

10:40  VIEW  THE  EXHIBITS 

Fritz  Teal,  M.D.,  Presiding 

11:00  “Recent  Studies  on  Common  Viral  Diseases” 
— Joseph  A.  Bell,  M.D.,  National  Institutes 
of  Health,  Bethesda,  Maryland 


TUESDAY  AFTERNOON,  APRIL  26,  1960 
Noon  Luncheon 
Ballroom 

12:30  John  Gedgoud,  M.D.,  Omaha,  Moderator 
POLIO  PANEL 

Joseph  A.  Bell,  M.D.,  Bethesda,  Mainland 
Jacquelin  Periy,  M.D.,  Los  Angeles 
Ralph  E.  Worden,  M.D.,  Los  Angeles 


2:00  VIEW  THE  EXHIBITS 

SECTION  A 
State  Suite 

2:30  SURGICAL  SEMINAR 

H.  V.  Nuss,  M.D.,  Sutton,  Moderator 


2:30  “Peripheral  Vascular  Diseases” 

— OiTnand  Julian,  M.D.,  Professor  of  Sur- 
gery at  University  of  Illinois,  Chicago 


3:00  “Responsibility  to  the  Injured” 

— George  J.  Cuny,  M.D.,  Guest  Professor, 
Department  of  Surgery,  Wayne  Univer- 
sity Medical  School 


3:30  ORTHOPEDIC  SEMINAR 

B.  N.  Greenberg,  M.D.,  York,  Moderator 


3:30  “Surgery  of  the  Paralyzed  Hand” 

— Jacquelin  Perry,  M.D.,  Assistant  Clinical 
Pi’ofessor,  College  of  Medical  Evangelists, 
Los  Angeles 

4:00  “Finger  Amputations” 

— George  J.  Curiy,  M.D.,  Guest  Professor, 
Department  of  Surgery,  Wayne  University 
Medical  School 


4:30  VIEW  THE  EXHIBITS 


7:00  FUN  NIGHT 
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TUESDAY  AFTERNOON,  APRIL  26,  1960 
Noon  Luncheon 

12:30  John  Gedgoud,  M.D.,  Omaha,  Moderatoi- 
POLIO  PANEL 

Joseph  A.  Bell,  M.D.,  Bethesda,  Maryland 
Jacquelin  Perry,  M.D.,  Los  Angeles 
Ralph  E.  Worden,  M.D.,  Los  Angeles 


2:00  VIEW  THE  EXHIBITS 

SECTION  B 
Ballroom 

2:30  MEDICINE  SExMINAR 

Harold  Neu,  M.D.,  Omaha,  Moderator 

2:30  “The  Illness  and  Microbial  Experierrces  of 
An  Institutionalized  Nui’sery  Group” 

— Joseph  A.  Bell,  M.D.,  National  Institutes 
of  Health,  Bethesda,  Maryland 

3:00  “Some  Practical  Aspects  in  the  Rehabilita- 
tion of  Physical  Disabilities” 

— Ralph  E.  Worden,  M.D.,  Professor  and 
Chairman,  Department  of  Physical  Medi- 
cine and  Rehabilitation,  School  of  Medi- 
cine, University  of  California  at  Los  An- 
geles 

3:30  OBSTETRICS  AND  GYNECOLOGY  SEM- 
INAR 

R.  E.  Garlinghouse,  M.D.,  Lincoln,  Moder- 
ator 

“Fetal  Asphyxia — Perinatal  Mortality” 

3:30  W'illiam  F.  Mengei-t,  M.D.,  Professor  and 
Head  of  the  Depaidment  of  Obstetrics  and 
Gynecology,  University  of  Illinois,  College 
of  Medicine 

4:00  Willis  E.  Brown,  M.D.,  Professor  and  Head 
Department  of  Obstetrics  and  Gynecology, 
University  of  Arkansas  Medical  Center. 


4:30  VIEW  THE  EXHIBITS 


7:00  FUN  NIGHT 


WEDNESDAY  MORNING,  APRIL  27,  1960 
General  Sessions 

SECTION  A 
State  Suite 

8:30  Exhibits  Open 

L.  D.  Cherry,  M.D.,  Lincolrx,  Moderator 

9:00  “Poison  Control  in  Nebraska” 

— Matilda  Mclntire,  M.D.,  Omaha 

9:20  “Iron  Deficiency  Anemia  in  Infants  and 
Children,” 

— Warren  Bosley,  M.D.,  Grand  Island 

9:40  “Factor  VII  Deficiency  Traumatic  and  Op- 
erative Risk — Diagnosis  and  Treatment” 

— Jon  T.  Williams,  M.D.,  Lincoln 

10:00  VIEW  THE  EXHIBITS  " 

10:30  PEDIATRIC  SEMINAR 

R.  C.  Reeder,  M.D.,  Fremont,  Moderator 

10:30  “The  Physiologic  Difference  Between  In- 
fants and  Adults;  Their  Surgical  Signifi- 
cance” 

— Orwar  Swenson,  M.D.,  Professor  of  Pedi- 
atric Surgery,  Tufts  University  School  of 
Medicine,  Boston 

11:00  “Present  Day  Concepts  of  Rheumatic  Fever” 

— M.  Remsen  Behrer,  M.D.,  Assistant  Pro- 
fessor of  Pediatrics,  Washington  Univer- 
sity School  of  Medicine 

11:30  VIEW  THE  EXHIBITS 
Noon  Luncheon 

12:30  H.  D.  Runty,  M.D.,  DeWitt,  Presidirrg 

Under  the  Auspices  of  the  Nebraska  Chap- 
ter AAGP 

“Third  Party  Medicine” 

— Floyd  Bratt,  President  - elect  American 
Academy  of  General  Practice 
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WEDNESDAY  AFTERNOON,  APRIL  27,  1960  WEDNESDAY  MORNING,  APRIL  27,  1960 


General  Sessions 


General  Sessions 


SECTION  A 
State  Suite 

2:00  VIEW  THE  EXHIBITS 

2:30  OBSTETRICS  AND  GYNECOLOGY  SEM- 
INAR 

R.  J.  Morgan,  M.D.,  Alliance,  Moderator 

2:30  “OFFICE  GYNECOLOGY” 

— William  F.  Mengert,  M.D.,  Professor  and 
Head  of  the  Department  of  Obstetrics  and 
Gynecology,  University  of  Illinois  College 
of  Medicine 

3:00  Willis  E.  Brown,  M.D.,  Professor  and  Head, 
Department  of  Obsteti-ics  and  Gynecology, 
University  of  Arkansas  Medical  Center 


3:30  SURGERY  SEMINAR 

Max  Raines,  M.D.,  North  Platte,  Moderator 


3:30  “Pediatric  Vascular  Diseases” 

— Oi-mand  Julian,  M.D.,  Professor  of  Sur- 
gery, University  of  Illinois,  Chicago 


4:00  “Intestinal  Obsti-uction” 

— Oiwar  Swenson,  M.D.,  Professor  of  Pedi- 
atric Surgery,  Tufts  University  School  of 
Medicine,  Boston 


4:30  VIEW  THE  EXHIBITS 


6:00  Social  Hour — Honoring  the  President  and 
Pr-esident  of  the  Woman’s  Auxiliary — 
State  Suite,  Hotel  Cornhusker 


7:00  ANNUAL  BANQUET— Ballroom 
“Your  Medical  Hit  Parade” 


SECTION  B 
Ballroom 

8:30  Exhibits  Open 

Roberd  S.  Grant,  M.D.,  Lincoln,  Presiding 
9:00  “The  Physician’s  Role  in  Rabies  Control” 
— E.  D.  Lyman,  M.D.,  Omaha 
9:20  “Maternal-Fetal  ABO  Incompatibility” 

— Warren  H.  Pearse,  M.D.,  Omaha 
9:40  “Pulmonary  Crj-ptococcosis” 

— Gordon  Johnson,  M.D.,  Omaha 
10:00  VIEW  THE  EXHIBITS 
10:30  MINOR  SURGERY  SEMINAR 

Chas.  F.  Ashby,  M.D.,  Geneva,  Moderator 
10:30  “Recent  Experiences  in  U.S.  Air  Force  Bases 
in  Asia” 

— Elmer  Hess,  M.D.,  Past  President,  Ameri- 
can Medical  Association,  Erne,  Pennsyl- 
vania 

11:00  “The  Management  of  Burns” 

— Sidney  E.  Ziffren,  M.D.,  Professor  of  Sur- 
gery, State  University  of  Iowa  College  of 
Medicine,  Iowa  City 
11:30  VIEW  THE  EXHIBITS 
Noon  Luncheon 

12:30  H.  D.  Runty,  M.D.,  DeWitt,  Presiding 

Under  the  Auspices  of  the  Nebraska  Chap- 
ter AAGP 

“Third  Pardy  Medicine” 

— Floyd  Bratt,  M.D.,  Chairman,  Board  of 
Directors,  American  Academy  of  General 
Practice 

WEDNESDAY  AFTERNOON,  APRIL  27,  1960 
General  Sessiorrs 
SECTION  B 
Ballroom 

2:00  VIEW  THE  EXHIBITS 

2:30  PEDIATRIC  UROLOGY  SEMINAR 

R.  S.  Wycoff,  M.D.,  Lexingdon,  Moderator 
2:30  “Pediatric  Urology” 

— Elmer  Hess,  M.D.,  Past  President,  Ameri- 
can Medical  Association,  Erie,  Pennsyl- 
vania 

3:00  “Modern  Treatment  of  Congenital  Heart 
Disease” 

— M.  Remsen  Behrer,  M.D.,  Assistant  Pro- 
fessor of  Pediatrics,  Washington  Univer- 
sity School  of  Medicine 
3:30  INTERNAL  MEDICINE  SEMINAR 

0.  A.  Kostal,  M.D.,  Hastings,  Moderator 
3:30  “The  Natural  History  of  Arderiosclerosis 
Obliter-ans” 

— Edgar  V.  Allen,  M.D.,  Professor  of  Medi- 
cine, Mayo  Foundation,  Rochester 
4:00  “The  Coronary  Patient” 

—David  I.  Rutledge,  M.D.,  Consultant  in 
Internal  Medicine,  Lahey  Clinic,  Boston 
4:30  VIEW  THE  EXHIBITS 

6:00  Social  Hour^ — Honoring-  the  President  and 
President  of  the  Woman’s  Auxiliary — 
State  Suite,  Hotel  Cornhusker 
7:00  ANNUAL  BANQUET — Ballroom 
“Your  Medical  Hit  Parade” 
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THURSDAY  MORNING,  APRIL  28,  1960 


General  Sessions 
Ballroom 

Walter  Benthack,  M.D.,  Wayne,  Presiding 


9:00  Prize  Thesis — University  of  Nebraska  Col- 
lege of  Medicine 


9:20  Prize  Thesis- — Creighton  University  School 
of  Medicine 


9:40  “The  Facts  of  Life  in  the  Future  of  Ameri- 
can Medicine” 

— John  B.  Reckless,  M.B  , Ch.B.,  Duke  Uni- 
versity 


10:00  VIEW  THE  EXHIBITS 


10:30  Merle  M.  Musselman,  M.D.,  Omaha,  Presid- 
ing 

AEROSPACE  MEDICINE  PROGRAM 

Brigadier  General  T.  C.  Bedwell,  Jr.,  MC, 
Moderator 

Surgeon 

Headquarters  Strategic  Air  Command — 
USAF 

Offutt  Air  Force  Base,  Nebraska 

— Capt.  Alvin  S.  Hyde 
“Acceleration  in  Aerospace  Flight” 

“T  h e Mercury  Astronaut  Selection  Pro- 
gram” 

— Capt.  Myron  B.  Zinn 

“Human  and  Systems  Performance  During 
Zero  G” 

— Capt.  John  C.  Simmons 


12:30  Adjournment 


Scientific  Film  Program 

Room  901 

TUESDAY,  APRIL  26,  1960 
Morning  Program 

10:00  “The  Physician  and  Emotional  Disturbances” 
11:00  “Surgical  Treatment  of  Varicose  Veins” 

— Geza  de  Takats,  M.D. 

11:30  “Hospital  Sepsis — A Communicable  Disease” 
—Carl  Walter,  M.D. 

Afternoon  Program 
1:30  “Technique  of  Proctoscopy” 

—Raymond  J.  Jackman,  M.D.,  and  Edward 
R.  Morgan,  M.D. 

1:50  “Total  Hysterectomy” 

— Somers  H.  Sturgis,  M.D. 

2:15  “Treatment  of  Simple  Head  Injuries” 

— Loyal  Davis,  M.D. 

2:35  “Fire  and  Explosion  Hazards  from  Flamable 
Anesthetics” 

— ^George  J.  Thomas,  M.D. 

3:05  “Precautions  in  Resection  of  Color  for  Car- 
cinoma” 

— Warren  Cole,  M.D. 

3:40  “Clinical  Problems  in  Chest  Diseases” 
Upjohn  Grand  Rounds 

WEDNESDAY,  APRIL  27,  1960 
Morning  Program 

8:30  “Physical  Examination  of  Newborn” 

9:05  “Cystic  Fibrosis  of  the  Pancreas”  „ 

— Wynne  Sharpies,  M.D. 

9:30  “Duodenal  Obstniction  in  Infancy” 

— Rudolf  J.  Noer,  M.D.  and  Hugh  R.  Lynn, 
M.D. 

10:30  “Acute  Gall  Bladder  Disease” 

— Allen  M.  Boyden,  M.D. 

11:05  “Common  Duct  Stones” 

— Robert  M.  Moore,  M.D.  and  Albert  0. 
Singleton,  Jr.,  M.D. 

11:40  “A  Complete  Office  Gynecological  Examin- 
ation” 

— F.  J.  Hofmeister,  M.D. 

Afternoon  Program 

1:30  “Machine  Mimics  Man:  The  Artificial  Kid- 
ney” 

2:00  “Physical  Diagnosis,  Disorders  of  Motility” 
2:35  “Just  Four  Minutes” 

— Lenore  R.  Zohman,  M.D. 

3:00  Safe  and  Conseiwative  Treatment  of  Lesions 
of  Female  Breast” 

— W.  Emory  Burnett,  M.D. 

3:35  “Mouth  to  Mouth  Resuscitation  for  Respir- 
atory Emergencies” 

— Archer  S.  Gordon,  M.D. 

4:05  “Technics  of  Thyroid  Surgery” 

— George  Crile,  M.D. 

4:40  “Gastrectomy” 

— Digby  Chamberlain,  M.B. 

THURSDAY,  APRIL  28,  1960 
Morning  Program 
8:30  “No  Margin  for  En-or” 

American  Bar  Association 
9:00  “Acute  Abdominal  Injuries” 

— Frederick  E.  Kredel,  M.D. 

9:30  “Operative  Treatment  of  Chronic  Stasis 
Ulcers” 

— Carl  Moyer,  M.D. 
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Announcements 


Woman's  Auxiliary 


House  of  Delegates 

1st  Session:  Tuesday,  April  26,  1960,  8 a.m.,  '• 

Lancaster  Room 

2nd  Session:  Wednesday,  April  27,  1960,  8 a.m., 

Lancaster  Room 

3rd  Session:  Thursday,  April  28,  1960,  8 a.m., 
Lancaster  Room 

Board  of  Councilors 

1st  Session:  Tuesday,  April  26,  1960,  5 p.m., 

Lancaster  Room 

2nd  Session:  Wednesday,  April  27,  1960,  9 a.m., 

Lancaster  Room 

3rd  Session:  Thursday,  April  28,  1960,  9 a.m., 

Lancaster  Room 

Board  of  Trustees 

Wednesday,  April  27,  1960,  4 p.m.,  Lancaster  Room 


Technical  Exhibitors 


Abbott  Laboratories,  North  Chicago,  Illinois 
Blue  Cross-Blue  Shield,  Omaha,  Nebraska 

Ciba  PhaiTuaceutical  Products  Company,  Summit, 
New  Jersey 

Coca-Cola  Company,  The,  Atlanta,  Georgia 
Lincoln  Daily  Council,  The,  Lincoln,  Nebraska 
Doho  Chemical  Coi-poration,  New  York 
Donley  Medical  Supply  Company,  Lincoln,  Nebraska 
Eli  Lilly  and  Company,  Indianapolis,  Indiana 
Exon  Company,  J.  J.,  Lincoln,  Nebraska 
General  Electric  Company,  Des  Moines,  Iowa 
Lederle  Laboratories,  Pearl  River,  New  York 
Mead  Johnson  and  Company,  Evansville,  Indiana 

Medical  Protective  Company,  The,  Fort  Wayne,  In- 
diana 

Paul  Revere  Life  Insurance  Company,  The,  Omaha, 
Nebraska 

Physicians  and  Hospitals  Supply  Company,  Minne- 
apolis, Minnesota 

Picker  X-Ray  Coi-poration  of  Nebraska,  Omaha,  Ne- 
braska 

Professional  Credit  Protective  Bureau,  Lincoln,  Ne- 
braska 

Robins  Company,  A.  H.,  Richmond,  Virginia 
Roche  Laboratories,  Nutley,  New  Jersey 
Saunders,  W.  B.,  Philadelphia,  Pennsylvania 
Searle  and  Company,  G.  D.,  Chicago,  Illinois 
Seiler  Surgical  Company,  Omaha,  Nebraska 

Siegel  Office  Equipment  Company,  Lincoln,  Ne- 
braska 

Smith-Dorsey  Company,  Lincoln,  Nebraska 
S(]uibb  and  Sons,  E.  R.,  New  York,  New  York 
Stuart  Company,  The,  Pasadena,  Califoniia 
Ulmer  Pharmacal  Company,  Minneapolis,  Minnesota 
Warren-Teed  Products  Company,  Columbus,  Ohio 
Winthrop  Laboratories,  New  York,  New  York 

Woodmen  Accident  and  Life  Company,  Lincoln,  Ne- 
braska 


:MRS.  WAYNE  W. 
WADDELL 

Beatrice.  Nebraska 

President,  1960-1961 


MRS.  C.  H.  FARRELL 

Omaha,  Nebraska 

President,  1959-1960 


MRS.  FRANK 
GASTINEAU 

Indianapolis,  Indiana 

Honored  Guest  Speaker 
Woman’s  Auxiliary 

PRESIDENT 
Womans’  Auxiliary 
to  the 

American  Medical 
Association 
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Woman's  Auxiliary 


COXVEXTIOX  COMMITTEES 

General  Chaii-man Mrs.  L.  F.  Pfeifer 

Social  Chairmen Mrs.  E.  S.  Maness 

Mrs.  W.  Q.  Bradley 

Program  Chairman  and 

Style  Show Mrs.  Paul  L.  Peterson 

Registration Mrs.  K.  J.  Fijan 

Tickets  and  Finance Mrs.  0.  A.  Neely 

Hospitality Mrs.  Donald  F.  Puiwis 

Flowers Mrs.  Arthur  L.  Smith,  Jr. 

Transportation Mrs.  M.  P.  Brolsma 

Reseiwations Mrs.  H.  L.  Papenfuss 

Publicity Mrs.  George  Lewis,  Jr. 

Hostess  Auxiliary Lancaster  County 

Medical  Auxiliary 

A cordial  invitation  is  extended  to  all  doctors’ 
wives  of  Nebraska  whether  or  not  you  are  an 
Auxiliaiy  member 


AUXILIARY  PLEDGE 

I pledge  my  loyalty  to  the  Woman’s  Auxiliai-y  to 
the  Amertcan  Medical  Association.  I will  support 
its  acitvities,  protect  its  reputation,  and  ever  sus- 
tain its  high  ideals. 


WHO  IS  EXPECTED  TO  ATTEND 
Officers 

Chairmen  of  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 

New  officers  and  chairmen,  either  on  the  state 
or  local  levels,  ■will  benefit  from  attending  the  ses- 
sions. 


THIRTY-FIFTH  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  at  the  Hotel 
CoiTihusker  all  day'  Tuesday',  April  26  and  Wednes- 
day, Apial  27  until  12:30  p.m.  Registi'ation  will 
also  be  taken  at  the  Lincoln  Country  Club  preced- 
ing the  Wednesday  luncheon. 

PROGRAM 

TUESDAY,  APRIL  26,  1960 

8:45  Registration  and  Coffee 

9:00  Pi-e-Convention  Executive  Board  Meeting, 
State  Suite  1 and  2,  Cornhusker  Hotel 
Mrs.  C.  H.  Farrell,  Presiding 
Reports  of  Officers  and  State  Chaiimen 

12:00  Noon  Baoinch — Lancaster  Room 

Tickets  available  at  Registration  desk  and 
Lancaster  Room — Price  $2.00  inch  tip 

1:00  Annual  Business  Meeting — Lancaster  Room 
Mrs.  C.  H.  Farrell,  Presiding  " 

Report  of  County  Presidents 
Installation  of  New  Officers 

6:30  Fun  Night  — Skit  Presented  by  Lancaster 
County  Medical  Auxiliai'y 


WEDNESDAY,  APRIL  27,  1960 
Free  Morning 

All  those  desiring  transportation  to  the  Countiy 
Club  for  the  Wednesday  luncheon,  please  register 
with  the  Transportation  Chaiiman  at  the  registra- 
tion desk. 

1:00  Luncheon — Ballroom  of  the  Lincoln  Countiy 
Club.  Tickets  available  at  the  registra- 
tion desk  at  the  Conihusker  Hotel.  Price 
$2.50  inch  tip 

Mrs.  Frank  Gastineau,  President,  Woman’s 
Auxiliaiy  to  the  American  Medical  Asso- 
tion — “Your  Place  on  the  Medical  Team” 

Fashion  Show — Models  from  the  Lancaster 
County  Medical  Auxiliary 

7 :00  Banquet — Coimhusker  Hotel 

THURSDAY,  APRIL  28,  1960 
Morning  Program 

9:00  Post  Convention  Executive  Board  Meeting — 
State  Suite  1 and  2 
Mrs.  Way'ne  W.addell,  Presiding 
No  Host  Breakfast 
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Medicine  in  the  News 

From  the  Omaha  World-Herald — 

An  Omahan  was  one  of  two  North  Ameri- 
can physicians  invited  to  speak  to  the  Sec- 
ond National  Congi*ess  on  Obstetrics  and 
Gynecologj'  at  Caracas,  Venezuela. 

He  is  Dr.  Roy  G.  Holly,  Professor  and 
Chairman  of  the  Department  of  Obstetrics 
and  Gynecology  at  the  University  of  Ne- 
braska College  of  ^ledicine.  The  week-long 
congi’ess  was  held  in  February. 

Dr.  Holly  discussed  iron  metabolism  and 
anemia  in  pregnancy. 

The  other  North  American  at  the  con- 
gi’ess is  Dr.  Robert  Nesbitt,  Jr.,  Albany 
IMedical  College  in  New  York. 

Dr.  Holly  had  two  speaking  engagements 
on  his  return  trip.  They  were  at  the  Uni- 
versity of  Puerto  Rico  College  of  IMedicine 
and  at  the  Downstate  IMedical  Center  of  the 
State  University  of  New  York  where  he  was 
a visiting  professor  on  February  29  and 
March  1. 

From  the  Norfolk  News — 

IMr.  Arthur  L.  Coad  of  Omaha  has  been 
re-elected  president  of  the  Board  of  Direc- 
tors of  the  Nebraska  Blue  Cross. 

Also  re-elected  at  the  annual  meeting  held 
in  February  were  Joseph  0.  Burger,  execu- 
tive vice  president;  Leslie  E.  Martin,  rtce 
president;  Frank  C.  Heinisch,  secretary,  and 
Francis  J.  Bath,  treasurer. 

Reports  presented  at  the  meeting  showed 
that  as  of  January  1,  Nebraska  Blue  Cross 
membership  was  245,351  and  that  during 
the  last  year  98.67  per  cent  of  all  income 
was  paid  for  services  rendered  to  members. 
Hospital  care  paid  for  was  $618,719  more 
than  in  1958. 

From  the  Beaver  City  Times-Tribune — 

Dr.  H.  I.  Stearns,  Cambridge,  has  left 
this  community  and  has  moved  to  Water- 
ville,  Washington  where  he  will  be  associat- 
ed with  the  Stovall  Clinic.  Dr.  Stearns  had 
practiced  in  Cambridge  since  1945. 

Doctors  in  the  News 

Doctor  J.  C.  Gillispie  Looks  Back  at 
Half  a Century  of  Service — 

The  Falls  City  Journal  for  February  13, 
1960,  takes  a look  at  Doctor  J.  G.  Gillispie’s 


long  medical  career  in  that  community,  trac- 
ing his  work  from  the  “horse  and  bugg>'” 
days  to  the  present.  It  says  the  doctor’s 
tranquility  was  slightly  breached  by  the 
“surprise  recognition  last  night  by  the  Rich- 
ardson County  IMedical  Society.” 

The  account  goes  on  to  say  “Members  of 
the  association  and  their  wives,  the  nurses 
with  whom  he  had  worked  during  the  years 
and  others  from  the  Community  Hospital 
staff  gathered  at  Hotel  Stephanson  last 
night  to  honor  the  veteran  practitioner  who 
has  taken  care  of  literally  thousands  since 
he  first  entered  the  medical  field  back  in 
the  hoi-se  and  bugg>’  days. 

“The  dinner  was  at  7 o’clock.  Dr.  L.  V. 
Brennan,  president  of  the  county  medical 
gi’oup,  in  a short  talk  paid  tribute  to  Dr. 
Gillispie  and  Dr.  William  Glen,  secretary, 
reviewed  the  highlights  of  the  medical  man’s 
career.” 

The  medical  society  presented  Doctor  Gil- 
lispie a ‘beautiful  new  magnum  shotgun” 
and  the  nurses  gave  him  a case  for  it.  The 
presents,  evidently,  fitted  the  habits  of  the 
seventy -three-year-old  doctor  who  still  is  a 
gi’eat  hunter  of  waterfowl.  Bowling  equip- 
ment could  have  been  added,  because  he  is 
still  an  expert  bowler. 

We  hope  the  good  doctor  keeps  looking 
ahead.  If  so,  he  might  have  another  fifty 
years,  but  whatever  number  of  years  come 
to  him,  he  will  have  fun. 


News  and  Views 

History  of  Abdominal  Surgery  in  Nebraska — 

M'hile  Doctor  and  Mrs.  Kenneth  F.  i\Ic- 
Dermott  of  Grand  Island  were  attending  the 
Clinical  Congress  of  Abdominal  Surgeons 
held  at  IMiami  Beach,  Florida,  in  February, 
IMrs.  IMcDennott  was  appointed  the  Ne- 
braska representative  of  the  auxiliary.  This 
appointment  carried  with  it  a job.  The 
project  for  the  coming  year  is  to  complete 
the  history  of  abdominal  surgery  for  each 
state.  It  falls  to  the  lot  of  IMrs.  McDer- 
mott to  compile  such  a history  for  Nebraska. 
The  lady  will  be  very  grateful,  indeed,  to 
anyone  who  will  contribute  any  information 
bearing  on  the  history  of  abdominal  surgery 
in  our  State.  In  case  any  reader  wishes  to 
contribute,  contact  IMrs.  Kenneth  F.  !McDer- 
mott.  Grand  Island. 
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Easter  Seal  Foundation  Makes  Grants — 

Research  to  aid  children  and  adults  crip- 
pled by  cleft  palate,  speech  defects,  hearing 
losses,  brain  injury,  and  paralysis  will  be 
supported  by  grants  awarded  by  the  Easter 
Seal  Foundation.  Funds  amounting  to  $64,- 
788,  derived  from  the  annual  Easter  Seal 
Campaign  and  augmented  by  special  gifts 
and  bequests,  were  distributed,  as  grants  for 
this  research,  to  six  institutions,  and  four 
others  had  their  grants  renewed. 

Doctor  Gibbs  Named  to  National  Committee — 

Doctor  Gordon  Gibbs,  Professor  and 
Chairman  of  the  Department  of  Pediatrics 
at  the  University,  was  recently  named  a 
member  of  the  Medical  Education  Commit- 
tee of  the  National  Cystic  Fibrosis  Research 
Foundation. 

Research  Grants  by  National 
Institutes  of  Health — 

The  National  Institutes  of  Health,  the 
Public  Health  Service  research  center  at 
Bethesda,  Maryland,  recently  announced  the 
award  of  20  gi-ants,  totaling  $733,143,  to 
support  the  training  of  research  scientists 
in  basic  medical  and  health-related  sciences. 

Made  through  the  Division  of  General 
Medical  Sciences  at  the  National  Institutes 
of  Health  and  based  on  approval  recommen- 
dations of  the  National  Advisory  Health 
Council  at  its  meetings  in  June  and  Novem- 
ber 1959,  the  new  grants  bring  to  $12,773,- 
968  the  total  amount  expended  by  the  Divi- 
sion in  research  training  grants  and  experi- 
mental training  grants  during  Fiscal  Year 
1960.  This  amount  includes  funds  for  con- 
tinuation of  grants  previously  awarded. 

These  awards,  part  of  an  N.I.H.  effort  to 
stimulate  more  research  training  in  the  sci- 
entific fields  basic  to  medicine  and  public 
health,  were  made  to  20  institutions  and  uni- 
versities in  16  states  to  provide  support  for 
the  training  of  graduate  students  and  post- 
doctoral trainees  in  a number  of  basic  sci- 
ences, including  embryologj^  and  develop- 
ment, biochemistry,  physiology,  microbiol- 
ogy, medical  genetics,  anatomical  sciences, 
pharmacology,  basic  multidisciplinary  and 
cell  biology.  The  Division  of  General  Med- 
ical Sciences  is  administering  ten  programs 
to  support  graduate  training  in  particular 
areas  of  medicine  and  biology ; eight  of  these 
have  been  established  since  July  1958. 

These  programs  are  guided  by  training 


committees,  made  up  of  non-Federal  experts 
from  the  various  fields  involved,  which  re- 
view the  training  grant  applications.  The 
grants  are  approved  by  the  Surgeon  General 
on  the  basis  of  recommendations  made  by 
the  National  Advisory  Health  Council. 

“Immune  Milk”  No  Arthritis  Cure  Reports 
Arthritis  Foundation — 

“In  spite  of  all  the  claims  made  for  it, 
‘immune  milk’  is,  unfortunately,  just  the 
latest  of  hundreds  of  misrepresented  prod- 
ucts offered  to  cure  or  relieve  rheumatoid 
arthritis,”  the  national  medical  director  of 
the  Arthritis  and  Rheumatism  Foundation 
declared  in  New  York  on  March  4. 

Dr.  Ronald  W.  Lamont-Havers  said  the 
Foundation,  which  recently  completed  a six- 
month  survey  showing  that  $250,000,000  is 
spent  annually  on  such  misrepresented  prod- 
ucts, feels  it  has  “an  impoidant  responsibil- 
ity” to  provide  the  nation’s  11  million  ar- 
thritis victims  with  the  facts  on  this  prod- 
uct. 

Commenting  on  claims  made  for  the 
“milk”  in  recent  major  magazine  articles. 
Dr.  Lamont-Havers  explained  that  “scien- 
tifically-controlled studies  of  the  product 
show  it  has  absolutely  no  effect  on  the  dis- 
ease.” 

The  “immune  milk”  developed  by  Profes- 
sor William  E.  Peterson,  a specialist  in  dairy 
husbandry,  allegedly  gets  its  “immunity”  to 
rheumatoid  arthritis  from  antibodies  pro- 
duced in  the  udders  of  cows  injected  with 
streptococcus  and  staphylococcus  vaccines. 
The  victim  of  the  disease,  according  to  the 
theory,  then  gets  his  “immunity”  or  “cure” 
by  drinking  a quart  of  the  “milk”  a day. 
Sold  at  $1.10  a quart,  it  must  be  taken  every 
day  for  a “prolonged  period  to  terminate  the 
disease  entirely,”  claim  the  producers. 

Dr.  Lamont-Haver  pointed  out  that  there 
is  no  evidence  that  streptococci  or  any  other 
living  agent  directly  causes  rheumatoid  ar- 
thritis, and  that  treating  patients  by  inject- 
ing such  vaccines  was  tried  and  discarded  by 
physicians  more  than  20  years  ago.  Even  if 
these  antibodies  were  beneficial  to  suffer- 
ers, he  explained,  careful  studies  have 
shown  that  antibodies  in  milk  are  infre- 
quently absorbed  by  humans. 

The  Foundation's  medical  director  went 
on  to  emphasize  that  “widespread  circula- 
tion of  such  inadequately  documented 
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claims  not  only  raises  false  hopes  among 
the  nation’s  arthritis  victims,  but  produces 
public  pressure  to  devote  valuable  research 
time  to  testing  theories  which  show  mo 
promise  of  being  effective.” 

Blue  .Shield-Blue  Cross  Making 
Substantial  Gains — 

-More  than  44,700,000  persons  were  en- 
rolled in  the  various  Blue  Shield  Plans  locat- 
ed in  North  America  as  of  December  31, 
1959,  the  National  Association  of  Blue 
Shield  Plans  reported  recently  in  Chicago. 
Total  membership  in  the  Plans  reached  44,- 
792,923  at  the  end  of  the  past  year,  which 
represents  an  enrollment  of  24  per  cent  of 
the  total  United  States  population  and 
nearly  15  per  cent  of  the  total  Canadian 
population. 

“The  net  gain  in  membership  for  1959 
amounted  to  2,217,667,  which  is  significant 
improvement  over  the  1,096,203  gain  for  the 
year  1958,”  the  national  association  also  in- 
dicated in  its  year-end  report. 

Doctor  Heller  Speaker  at  Cancer  Luncheon — 

Ur.  John  R.  Heller,  Director  of  the  Na- 
tional Cancer  Institute,  was  the  principal 
speaker  at  the  American  Cancer  Society 
“Kickoff”  luncheon  for  the  1960  Nebraska 
Crusade  at  the  Cornhusker  Hotel  in  Lincoln, 
Friday,  April  1. 

As  director  of  the  huge  government  can- 
cer research  center.  Dr.  Heller  will  admin- 
ister an  estimated  $100  million  in  1960  in  a 
massive  research  attack  against  cancer. 
“The  Hope  in  Cancer  Research”  was  the 
subject  of  his  talk. 

Dr.  Heller  is  somewhat  more  than  able 
to  give  a rundown  on  the  whole  story  of  can- 
cer research. 

He  was  appointed  Director  of  N.C.I.  in 
1948  when  the  annual  budget  was  $14  mil- 
lion. His  budget  in  1959  had  expanded  to 
$75  million  to  meet  the  needs  of  an  ever 
broadening  circle  of  research  against  the 
disease,  cancer.  In  addition  to  this  qualifi- 
cation Dr.  Heller  is  a Member  of  the  Board 
of  Scientific  Consultants  for  the  Sloan-Ket- 
tering  Institute  and  Chairman  of  the  Com- 
mittee on  Cancer  Control  of  the  Interna- 
tional Union  Against  Cancer. 

Represented  at  the  noon  gathering  was  a 
large  i)oi1;ion  of  the  more  than  1200  year- 
round  American  Cancer  Society  \"olunteers 


in  Nebraska,  plus  physicians,  eductors,  and 
other  notables  from  the  state.  Included  on 
the  program  were  Nebraska’s  Governor  R. 
G.  Brooks  and  the  State  Crusade  Chairman 
for  the  American  Cancer  Society,  A.  Q. 
Schimmel. 

State  Crusade  Chairman  for  1960  Cancer  Crusade — 

Mr.  A.  Q.  Schimmel,  President  of  the 
Schimmel  Hotels  Company  of  Lincoln,  has 
accepted  the  job  as  1960-Crusade  Chairman 
for  the  Nebraska  Division,  American  Can- 
cer Society. 

A long  record  of  service  to  many  civic  and 
charitable  organizations,  including  member- 
ship on  the  Nebraska  Division  of  the  Amer- 
ican Cancer  Society’s  Board  of  Directors, 
gives  -Mr.  Schimmel  the  background  to  be  of 
tremendous  service  to  Nebraskans  in  the 
fight  against  cancer. 

The  emphasis  during  the  1960  campaign 
will  be  on  volunteer  involvement  in  the  total 
program  and  complete  distribution  of  in- 
formative literature  in  every  community. 

Nursing  Home  Standards — 

A move  to  raise  the  level  of  nursing-home 
care  in  M'isconsin  is  bearing  fruit  according 
to  the  Wisconsin  Medical  Journal.  On  the 
strength  of  the  Nursing  Home  Licensing 
and  Accrediting  Act  of  1951,  the  State 
Board  of  Health  has  developed  rules  affect- 
ing the  care,  treatment,  health,  safety,  wel- 
fare, and  comfort  of  patients  as  well  as  the 
construction  and  operation  of  nursing  homes 
and  homes  for  the  aged. 

Although  revised  three  times  since  1951, 
the  regulations  are  undergoing  still  further 
refinement.  Physicians  are  encouraged  to 
express  their  views  on  the  current  rules  so 
that  the  Board  may  determine  which  of  its 
rules  should  be  mandatory  and  which  vol- 
untary. 

Mandatory  Rules.  Among  the  rules  of 
particular  interest  to  physicians  at  the  pres- 
ent time  are  a number  in  the  mandatory 
category : 

1.  The  person  in  charge  of  a nursing 
home  shall  be  a “qualified  person  with 
sufficient  experience  to  be  responsible 
for  the  care  of  the  patients.”  The 
Board  recommends  that  the  person 
have  a minimum  of  four  years  of  high 
school  education  and  be  a registered 
n u r s e,  licensed  trained  practical 
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nurse,  or  someone  who  has  at  least 
three  years  of  responsible  practical 
nursing-care  experience.  The  Board 
is  currently  inquiring  whether  the 
recommendation  should  be  made  man- 
datory. 

2.  Employees  suspected  of  having  com- 
municable diseases  are  to  be  excluded 
from  work. 

3.  A night  attendant  must  be  provided 
who  is  at  least  18  years  old  and  capa- 
ble of  performing  certain  nursing 
duties. 

4.  Each  patient  or  his  guardian  shall 
designate  a personal  physician,  and 
all  personnel,  patients  and  residents 
in  a nursing  home  must  have  a com- 
plete physical  examination  by  a li- 
censed physician,  including  an  X ray 
of  the  chest,  within  60  days  from  be- 
ing admitted  or  beginning  work. 
Each  patient  and  employee  must  have 
an  annual  physical  examination  there- 
after. 

5.  A chart  containing  carefully  recorded 
nurses’  notes  pertaining  to  the  care 
and  treatment  rendered  shall  be  kept 
on  every  patient. 

6.  Every  accident  to  a patient  must  be 
reported  to  the  physician.  In  addi- 
tion, symptoms  and  complaints  in- 
cluding unusual  body  marks  and 
bruises  on  a person  being  cared  for 
must  be  observed,  recorded,  and  re- 
ported to  the  attending  physician  by 
the  person  in  charge,  nurses,  or  at- 
tendant. 

7.  In  the  event  of  apparent  acute  illness 
of  the  patient,  the  person  in  charge  of 
the  nursing  home  must  obtain  medical 
care  promptly. 

8.  Specific  and  detailed  requirements  on 
the  handling  of  medicine  and  drugs 
are  outlined  in  the  nursing  home 
rules. 

Some  rules  are  “recommended.”  A num- 
ber of  rules  are  only  “recommendations” 
and  compliance  is  not  required  for  licensure. 
Among  these : 

1.  The  services  of  a registered  nurse  be 
used  on  a consultation  basis  where 
skilled  nursing  devices  are  required. 

2.  Persons  performing  nursing  services 


attend  Red  Cross  nursing  classes  in 
order  to  become  more  familiar  with 
the  care  of  patients. 

3.  Only  those  persons  be  admitted  and 
retained  for  whom  the  nursing  home 
can  provide  adequate  care. 

Accreditation.  The  Board  of  Health  in 
Wisconsin  is  authorized  to  deny,  suspend,  or 
revoke  a license  in  any  case  in  which  it 
finds  there  has  been  substantial  failure  to 
comply  with  mandatory  rules.  At  the  same 
nursing  homes  which  substantially  meet  the 
“recommended”  rules  as  well  as  complying 
with  the  mandatory  may  be  regarded  as 
“accredited”  nursing  homes  by  the  State 
Board  of  Health.” 

No  More  Tablets  for  Goiter — 

News  that  the  State  Board  of  Health  for 
Wisconsin  has  urged  county  and  school 
health  committees  to  discontinue  the  use  of 
iodine  tablets  for  the  prevention  of  simple 
goiter  reveals  a quiet  but  dramatic  story  of 
public  health  conquest.  The  story  is  de- 
scribed in  the  Wisconsin  Medical  Journal. 

Physicians  who  practiced  in  the  1800’s 
and  early  1900’s  will  remember  the  startling 
incidence  of  goiter  and  the  frequent  surgical 
procedures  for  its  correction.  Wisconsin  is 
an  area  in  which  the  low  iodine  content  of 
the  water  supply  produces  a natural  inci- 
dence of  goiter. 

The  State  Medical  Society  Committee  on 
Goiter  under  the  chairmanship  of  Dr.  Arn- 
old S.  Jackson  and  the  State  Board  of 
Health  collaborated  to  develop  a program 
of  distributing  iodine  tablets  in  schools  to 
children  under  21  years  of  age. 

The  program  began  in  the  mid-20’s.  At 
the  time,  iodized  salt  was  on  the  market  but 
not  widely  used  and  there  was  considerable 
loss  in  storage  and  cookery. 

During  the  39’s  and  40’s  the  iodine  tab- 
let program  continued  to  reach  thousands 
of  youngsters.  The  incidence  of  simple  goi- 
ter fell  off  markedly.  The  Medical  Society 
of  Wisconsin  and  the  State  Board  of  Health 
encouraged  the  sale,  purchase,  and  consump- 
tion of  iodized  salt. 

In  January  of  1960,  the  State  Board  of 
Health  notified  all  public  health  services  and 
county  health  committees  that  they  should 
“discontinue  the  use  of  iodine  tablets  when 
their  present  supply  is  exhausted.” 
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The  health  board  said;  “Iodized  salt  is 
now  a reliable  source  of  iodine — the  iodine 
content  has  been  standardized  and  stabilized. 
It  is  available  in  all  food  markets  and  indi- 
cations are  that  it  is  being  used  by  approxi- 
mately 75  to  80  per  cent  of  the  families  in 
Wisconsin.” 

The  Board  pointed  out  that  iodine  supple- 
mentation is  needed  by  all  members  of  the 
family,  and  that  “iodized  salt  will  reach  all 
of  these  age  groups  whereas  the  tablet  pro- 
gram primarily  reached  children  in  elemen- 
tary grades.” 

Practitioners  and  Medical  Applicants — 

Practicing  physicians  were  urged  to  ac- 
cept the  challenge  to  help  solve  the  problem 
of  a decreasing  number  of  applicants  to 
medical  schools  in  the  President’s  Letter 
published  in  the  Cornhusker  G.  P. 

Rudy  Sievers,  M.D.,  urged  the  members 
of  the  Academy  to  favorably  assist  in  this 
recruitment  problem.  The  physician  is 
urged  to  think  of  his  own  formative  years 
and  remember  who  first  caught  his  interest 
in  medicine  — it  was  often  the  family  doc- 
tor. The  physician  is  now  in  a similar  po- 
sition and  has  the  responsibility  to  ferret  out 
good  candidates  for  medical  school. 

To  the  question  regarding  the  high  cost 
of  medical  education,  it  should  be  pointed 
out  that  all  education  is  expensive.  The 
length  of  time  is  long,  but  the  obtaining  of 
a complete  education  in  any  other  field  will 
also  take  a considerable  number  of  years. 

Physicians  were  also  urged,  when  partici- 
pating in  high  school  Career  Days,  to  dis- 
cuss with  students  the  potentialities  that 
exist  in  the  various  fields  of  medicine  and 
not  to  sell  short  the  opportunities  found  in 
general  practice. 

Illinois  ^Medical  Plan  for  Persons  Over  65 — 

The  Illinois  State  Medical  Society  has  an- 
nounced a low  cost  medical  plan  covering 
surgeiy  and  certain  in-hospital  medical  ex- 
penses for  people  65  and  over. 

Underwritten  by  the  Blue  Shield  plan  of 
the  Illinois  Medical  Service,  the  cost  will  be 
about  $1.65  a person  per  month.  The  bene- 
fits, as  described  in  the  Wall  Street  Journal, 
will  allow  up  to  $200  in  a 90-day  period  for 
certain  surgery.  The  plan  also  provides  30 
days  of  coverage  for  doctors’  visits  in  hos- 
pitals, allowing  $5  a visit  for  each  of  the 


first  five  days  and  $3  a visit  for  the  remain- 
der of  the  covered  period. 

Specified  allowances  are  provided  for  di- 
agnostic X-ray  service,  radiation  therapy, 
clinical  and  surgical  pathology,  anesthesia, 
shock  therapy,  and  diagnostic  skin  tests. 

The  plan  is  described  as  being  designed 
to  keep  costs  at  a level  that  low  income  per- 
sons could  afford.  The  schedules  reflect  the 
fees  which  are  usually  charged  by  a physi- 
cian for  patients  with  low  incomes. 

A Screening  Program  for  Glaucoma — 

Eighty  ophthalmologists  in  Allegheny 
County,  Pennsylvania,  participated  in  a 
mass  glaucoma  screening  program  and  on 
thi-ee  consecutive  evenings  examined  21,197 
individuals. 

The  program  for  this  survey,  described  by 
the  President  of  the  Pittsburgh  Ophthal- 
mological  Society  in  the  Pennsylvania  Med- 
ical Journal,  included  the  chief  of  the  eye 
service  of  the  24  hospitals  within  the  coun- 
ty. The  Pennsjdvania  Association  for  the 
Blind  arranged  all  publicity  contacts  and 
made  follow-up  plans. 

Following  radio,  TV,  and  newspaper  pub- 
licity, the  actual  examination  included  in 
addition  to  the  vital  statistics,  visual  acuity, 
tension  and  fundus  findings.  Also  recorded 
was  the  date  of  the  last  eye  examination, 
the  name  of  the  family  physician,  the  pres- 
ence or  absence  of  a family  history  of  glau- 
coma and  whether  or  not  the  eye  tension 
had  ever  been  taken  before.  All  referrals 
from  the  screening  program  were  to  the 
family  physician  except  in  those  instances 
in  which  the  patient  had  been  seen  previous- 
ly by  an  ophthalmologist. 

Of  the  total  screened,  1,112  patients  with 
elevated  tensions  and  486  with  lens  changes 
or  fundus  findings  were  recommended  for 
further  examination  or  follow-up.  A letter 
was  sent  to  each  person,  and  a letter  to  his 
physician  recommending  further  eye  care. 
With  the  letter  to  the  physician  went  an  ad- 
ditional card  for  his  notation  of  follow-up. 
If  a report  was  not  obtained,  a second  fol- 
low-up letter  was  sent  two  months  later. 
Telephone  calls  and  visits  to  the  homes  of 
persons  who  do  not  visit  their  physician  will 
be  made  with  the  help  of  visiting  nurses. 

The  ophthalmologists  commented  that 
while  the  obvious  purpose  of  this  screening 
program  was  to  detect  unknown  glaucoma, 
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the  program  must  be  carried  further  if  the 
ultimate  aim  is  to  be  achieved,  that  is,  to 
prevent  unnecessary  blindness.  In  a sense, 
the  ophthalmologist  who  contributed  his 
time  as  a public  service,  ended  his  respon- 
sibility when  the  patient  was  advised  to  con- 
sult his  family  physician. 

Apparently  the  patient  was  not  able  to 
assimilate  the  hastily  given  recommendation 
as  indicated  by  the  evidence  that  there  was 
a need  for  700  second  letters  and  at  present 
360  persons  will  be  approached  by  direct 
contact.  A problem  was  presented  by  a 
sizeable  segment  that  had  no  family  physi- 
cian. 

The  study  concludes  that  1.8  per  cent  of 
those  examined  exhibited  undetected  glau- 
coma, if  over  40  years  of  age. 

Cards  Fail  to  Identify  Diabetics — 

In  a letter  to  the  Editor  of  the  Pennsyl- 
vania State  Medical  Journal,  a layman  de- 
scribes his  experiences  as  a new  diabetic. 
Upon  learning  of  his  disease  he  subscribed 
to  the  publication  of  the  American  Diabetic 
Association,  noting  the  admonition  to  carry 
an  identification  card  in  his  wallet. 

Later  checking  with  the  Pennsylvania 
State  Police,  as  well  as  those  in  New  York 
City,  he  found  that  the  police  are  not  per- 
mitted to  examine  the  wallet  of  a person 
who  is  intoxicated,  in  shock,  or  in  coma,  as 
it  would  constitute  a violation  of  privacy. 
It  is  permitted  in  Boston. 

Corresponding  with  other  police  depart- 
ments throughout  the  country,  he  summar- 
ized the  consensus  of  the  replies  as  indicat- 
ing that  most  police  departments  believed  a 
standardized  form  of  identification  would  be 
most  helpful  to  them  and  that  they  would  be 
glad  to  cooperate. 

The  writer  suggests  a tag  of  durable  and 
non-irritating  material  which  can  be  worn 
about  the  neck  or  wrist  at  all  times.  This 
suggestion  is  designed  to  avoid  the  false 
sense  of  security  that  may  result  from  the 
carrying  of  a diabetic  identifictaion  card 
in  the  wallet. 

News  From  Our  Medical  Schools 

Selections  Made  for  A.O.A.  at  University — 

Twelve  students  and  two  physicians  have 
been  selected  for  membership  in  Alpha 
Chapter  of  Alpha  Omega  Alpha  at  the  Uni- 


versity of  Nebraska  College  of  Medicine  in 
Omaha. 

Those  chosen  for  1960  membership  in  the 
national  medical  college  honorary  are: 

Nicholas  C.  Bethlenfalvay,  Omaha;  Rex 
C.  Bosley,  Holdrege;  Joyce  Walla  Lynch, 
Fremont;  Richard  H.  Lynch,  Fairbury; 
James  D.  McGath,  Emerson;  Willis  P. 
Mundt,  Superior;  Gerald  W.  Rounsborg, 
Oshkosh;  Maurice  D.  Skeith,  Des  Moines, 
Iowa,  and  Philip  W.  Weingart,  Hastings. 
The  above  are  all  senior  medical  students. 

Juniors  chosen  for  the  honor  are;  Martin 
R.  Lohff,  Holstein,  Iowa;  James  W.  Peck, 
Minden.  and  Daniel  K.  Roberts,  Wahoo. 

Chosen  for  alumni  membership  was  John 
C.  Ivins,  M.D.,  a 1939  graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine, 
who  is  associated  with  the  Mayo  Clinic  in 
Rochester,  Minnesota. 

Francis  C.  Coleman,  M.D.  of  Des  Moines, 
Iowa,  was  selected  for  honoraiy  member- 
ship in  the  chapter.  Dr.  Coleman  is  a Uni- 
versity of  Nebraska  College  of  Medicine  fac- 
ulty member  with  the  rank  of  Clinical  "!A.s- 
sistant  Professor  of  Pathology.  Dr.  Cole- 
man is  a graduate  of  Tulane  University 
School  of  Medicine. 

Student  elections  are  made  from  those 
who  have  completed  at  least  nine  quarters 
of  the  four-year  curriculum  in  medicine,  and 
membership  is  based  on  the  unanimous  vote 
of  the  active  members  of  the  chapter. 

Those  who  have  been  asked  to  become 
members  were  chosen  on  the  basis  of  high 
scholarship  and  moral  qualifications. 

Alpha  Chapter  was  organized  on  the  Col- 
lege of  Medicine  campus  in  1914,  12  years 
after  the  founding  of  the  honorary  at  the 
University  of  Illinois. 

News  From  Nebraska  Heart 
Association 

N.H.A.’s  Annual  Meeting  and  Scientific 
Sessions  Scheduled — 

The  Nebraska  Heart  Association’s  1960 
Annual  Meeting  and  Scientific  Sessions  will 
be  held  in  Lincoln,  September  30th  - Octo- 
ber 1st.  The  Scientific  Sessions  are  sched- 
uled from  Friday,  September  30th  through 
Saturday  noon,  October  1st  at  the  Corn- 
husker  Hotel. 
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Heart  Research  Analyzed  by  Bio-Sciences 
Agency — 

To  make  possible  better  evaluation  by  the 
American  Heart  Association  of  its  total  re- 
search programs  and  stimulate  the  inter- 
change of  scientific  information,  the  Asso- 
ciation and  its  affiliates  and  chapters  now 
register  their  research  awards  with  the  Bio- 
Sciences  Infonnation  Exchange. 

B.S.I.E.  is  a unique  government-support- 
ed agency  which  functions  as  a clearing 
house  for  information  on  publicly-supported 
biological  and  medical  research.  Through 
summaries  of  active  research  projects  re- 
ceived from  supporting  government  and 
major  health  agencies,  B.S.I.E.  is  enabled 
to  provide  a means  of  rapid  communication 
and  exchange  of  information  between  scien- 
tists with  common  interests  and  thereby 
may  prevent  the  unnecessary  repetition  of 
negative  results. 


Human  Interest  Tales 

Dr.  R.  W.  Roach,  Crete,  has  been  appoint- 
ed county  physician  for  Saline  County. 

Dr.  and  IMrs.  C.  R.  Brott,  Beatrice,  took 
a motor  trip  to  Florida  and  points  South, 
during  February. 

Dr.  C.  E.  Rogers,  Osmond,  is  at  the  home 
of  his  son  in  San  Diego,  California,  for  an 
extended  rest. 

Dr.  E.  J.  Hinrichs,  Wahoo,  has  been  elect- 
ed president  of  the  Saunders  County  IMedical 
Society  for  the  coming  year. 

Dr.  R.  S.  Wycoff,  Lexington,  attended  a 
postgraduate  course  in  Psychology  at  Syra- 
cuse Institute,  in  January. 

Dr.  Keith  W.  Sehnert,  York,  has  been  ac- 
cepted as  a member  of  the  American  Society 
of  Anesthesiologists. 

Dr.  W.  C.  Ilieb,  Henderson,  has  been 
elected  president  of  the  Sixth  Councilor  Dis- 
trict iMedical  Society  for  the  coming  year. 

Dr.  T.  P.  Krush,  Omaha,  was  the  featured 
speaker  at  the  meeting  of  the  Y’  a y n e 
A.A.U.W.  held  in  IMarch. 

Dr.  Ben  C.  Bishop,  Crawford,  is  the  new- 
ly elected  president  of  the  Northwest  Ne- 
braska County  Medical  Society. 

Mrs.  G.  E.  Charlton  of  Norfolk,  wife  of 


Dr.  G.  E.  Charlton,  passed  away  unexpect- 
edly of  a heart  attack  on  February  29. 

Dr.  J.  Harry  iMurphy,  Omaha,  is  the  new 
president  of  the  medical  staff  at  the  Chil- 
drens ^Memorial  Hospital. 

Dr.  IMike  Sorrell,  a native  of  Syracuse, 
will  be  associated  with  Dr.  John  C.  Schutz 
of  Tecumseh  following  the  completion  of  his 
internship  in  July  of  this  year. 

Dr.  Royal  Jester,  Kearney,  was  a guest 
speaker  at  the  February  meeting  of  the 
Dawson  County  iMedical  Society,  held  in 
Gothenburg. 

Dr.  ]M.  D.  iMathews,  Omaha,  will  move  to 
St.  Paul  in  July  to  begin  the  practice  of 
medicine.  Dr.  ^lathews  is  presently  intern- 
ing at  an  Omaha  hospital. 

Dr.  H.  D.  Kuper,  Columbus,  was  the  prin- 
cipal speaker  at  a recent  meeting  of  the 
Junior  High  Parent-Teachers  Association  of 
Columbus. 

Dr.  John  Schenken,  Omaha,  discussed 
“Socialized  IMedicine”  at  a February  meet- 
ing of  the  Methodist  Hospital  Alumnae  As- 
sociation in  Omaha. 

Dr.  John  Aita,  Omaha,  addressed  the 
North  Omaha  Parent-Teachers  Association 
meeting  in  February.  His  subject  was 
“Your  Teen  Has  His  Problems  Too.” 

Dr.  ^"ictor  E.  Levine,  Omaha,  was  re- 
elected a Governor  of  the  American  Polar 
Society,  at  their  annual  meeting  in  New  York 
City  in  February. 

Dr.  Robert  J.  Benford,  native  of  Omaha, 
has  been  named  director  of  medical  relations 
for  the  Pharmaceutical  IManufacturers  Asso- 
ciation. 

Mrs.  C.  IM.  Hartmann,  Omaha,  was  the 
hostess  at  her  home  for  the  February  meet- 
ing of  the  Omaha-Douglas  County  l\Iedical 
Auxiliary. 

Dr.  Allan  C.  Landers,  Scottsbluff,  attend- 
ed a two-week  postgraduate  course  in  Dia- 
betes and  Related  ^Metabolic  Problems  held 
in  Los  Angeles,  in  January. 

Dr.  Burce  Claussen,  North  Platte,  attend- 
ed the  annual  meeting  of  the  American 
Academy  of  Orthopedic  Surgeons  held  in 
Chicago,  in  January. 

Dr.  George  Young,  Omaha,  spoke  at  a re- 
cent meeting  of  the  Bellevue  Mothers  Club 
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on  the  subject  of  “Keeping  in  Tune  with 
Teens.” 

Drs.  R.  H.  Kohtz  and  D.  J.  Nagengast, 
Bloomfield,  have  remodeled  their  offices. 
The  plans  call  for  a series  of  offices  and  con- 
sultation rooms  for  each  doctor. 

Mrs.  John  Baker  and  Mrs.  Harlan  Moore, 
Sutherland,  entertained  the  members  of  the 
Lincoln  County  Medical  Auxiliary  at  a 
luncheon  meeting  in  January. 

Dr.  Robert  Heins,  Falls  City,  was  the 
principal  speaker  at  a regular  meeting  of 
the  Junior  High  and  South  School  Parent- 
Teachers  Association  of  that  city. 

Dr.  George  Hoffmeister,  Hastings,  dis- 
cussed the  subject  “Pediatric  Emergencies” 
at  a recent  meeting  of  the  Lamplighters 
Class  at  the  Methodist  Church  in  Hastings. 

Dr.  and  Mrs.  John  Chapp,  Wichita,  Kan- 
sas, are  new  residents  of  Beatrice.  Dr. 
Chapp  is  associated  with  Dr.  William  T. 
Wildhaber. 

Dr.  and  Mrs.  Ben  Meckel,  Burwell,  were 
hosts  to  doctors  and  their  wives  at  the  Feb- 
ruary meeting  of  the  Four  County  Medical 
Society. 

Dr.  and  Mrs.  Carl  Barr,  Tilden,  traveled 
to  Los  Angeles,  California,  on  a two  week 
business  trip  in  February.  Dr.  Barr  at- 
tended a medical  meeting. 

Dr.  H.  S.  Eklund,  Osceola,  has  received 
recognition  from  the  President  for  his  15 
years  of  service  as  medical  advisor  to  the 
Selective  Service  Local  Board  of  Polk  Coun- 
ty. 

Dr.  Claude  H.  Organ,  Omaha,  has  been 
appointed  a medical  examiner  for  the  Metro- 
politan Life  Insurance  Company.  He  re- 
cently came  to  Omaha  after  serving  two 
years  with  the  Navy. 

Drs.  J.  J.  Borghoff,  S.  J.  Carnazzo,  H.  R. 
Elston,  B.  J.  Ewing,  and  A.  R.  Pantano, 
Omaha,  attended  the  Clinical  Congress  of 
Abdominal  Surgeons  in  Miami  Beach,  Flor- 
ida, in  Februaiy. 

Dr.  E.  Gordon  Margolin,  Cincinnati. 
Ohio,  addressed  a postgraduate  program  at 
the  University  of  Nebraska  College  of 
Medicine  in  February.  In  the  audience  was 
his  father,  Dr.  Morris  Margolin  of  Omaha. 

Dr.  and  Mrs.  A.  J.  Schwedhelm,  Norfolk, 
journeyed  to  New  Orleans  in  February 


where  Dr.  Schwedhelm  attended  a Post 
Graduate  Medical  Assembly  and  the  South 
East  Surgical  Association. 

The  Dawson  County  Medical  Society  Aux- 
iliary has  announced  the  availability  of  a 
small  scholarship  loan  fund  for  applicants 
interested  in  nursing  or  other  medically  al- 
lied careers,  such  as  laboratory  technician 
work. 

Drs.  Leroy  W.  Lee,  E.  M.  Malashock,  Neal 
Davis  and  R.  C.  Therien,  Omaha,  presented 
their  scientific  exhibit,  “Anilerdine  — Its 
Clinical  Use  as  an  Analgesic  and  Sedative,” 
at  the  meeting  of  the  Southeastern  Section 
of  the  American  Urological  Association  in 
Jacksonville,  Florida,  in  March. 

Twenty-five  premedical  students  from 
Chadron  State  College  were  guests  of  the 
Northwest  Nebraska  County  Medical  Soci- 
ety in  February.  Following  a dinner  a film 
on  heart  surgery  was  shown  and  then  the 
group  was  entertained  at  the  home  of  Dr. 
and  Mrs.  L.  H.  Hoevet  of  Chadron. 

Announcements  ./ 

Another  Cancer  Conference,  Denver,  July — 

The  14th  annual  Rocky  Mountain  Cancer 
Conference  will  be  held  in  the  beautiful  new 
Denver  Hilton  Hotel  in  Denver,  Colorado  on 
July  20-21,  1960.  Nearly  900  physicians 
from  all  over  the  nation  are  expected  to  at- 
tend the  two-day  scientific  session,  which  is 
worth  10  A.A.G.P.  Category  I Credits. 

The  regional  cancer-control  meeting  is 
jointly  sponsored  each  year  by  the  Colorado 
division  of  the  American  Cancer  Society  and 
the  Colorado  State  Medical  Society. 

Tentative  program  plans  call  for  a sym- 
posium on  “Skin  Cancer”  on  Wednesday 
morning,  July  20  and  a symposium  on  “Thy- 
roid Lumps”  on  the  following  morning. 
Afternoon  sessions  on  both  days  will  be  de- 
voted to  papers  on  cancer  detection  and 
treatment  by  six  outstanding  physicians. 

Symposium  participants  and  speakers 
are:  R.  Lee  Clark,  Jr.,  M.D.,  Houston,  Tex- 
as; A.  James  French,  M.D.,  Ann  Arbor, 
Michigan;  Roy  L.  Kile,  M.D.,  Cincinnati, 
Ohio;  Wendell  G.  Scott,  M.D.,  St.  Louis, 
Missouri;  H.  W.  Schmidt,  M.D.,  Rochester, 
Minnesota;  and  Willard  P.  VanderLaan, 
M.D.,  La  Jolla,  Califoniia. 

E.  Vincent  Askey,  M.D.,  of  Los  Angeles, 
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California,  President-Elect  of  the  American 
IMedical  Association  and  Warren  H.  Cole, 
i\I.D.,  of  Chicago,  Illinois,  President  of  the 
American  Cancer  Society,  will  also  partici- 
pate in  the  conference. 

The  new  $30-million  Denver  Hilton  Hotel, 
site  of  the  Cancer  Conference,  will  open  its 
doors  to  the  public  on  April  10  of  this  year. 
The  completely  air-conditioned  882-room 
hotel  is  one  of  the  most  modern  in  the  coun- 
try and  newest  in  the  extensive  Hilton 
chain. 

Duke  University  Offers  .5th  ^Medical 
Seminar  Cruise — 

The  Duke  University  School  of  Medicine 
is  again  offering  doctors  a chance  to  com- 
bine postgraduate  study  with  an  overseas 
vacation  by  sponsoring  its  fifth  medical 
seminar  cruise. 

This  year’s  Duke  cruise  will  take  doctors 
to  the  Baltic,  visiting  Le  Havre,  Cuxhaven, 
Leningrad,  Helsinki,  Stockholm,  Copenhag- 
en, and  Hamburg.  The  cruise  ship,  “T.  S. 
Ariadne,”  which  will  sail  from  Wilmington, 
North  Carolina  on  June  5 and  from  New 
York  City  on  June  8,  will  terminate  in  Ham- 
burg, Germany,  on  June  28.  Some  of  the 
doctors  will  remain  in  Europe  for  further 
vacationing,  while  others  will  return  imme- 
diately to  the  United  States  by  ship  or  air. 

Shipboard  lectures  will  be  given  on  vari- 
ous subjects  in  medicine,  pediatrics,  and 
thoracic  surgery.  The  faculty  will  be  com- 
posed of  members  of  the  Duke  staff,  all  out- 
standing in  their  fields  of  medical  teaching. 
The  medical  program  has  been  approved  by 
the  American  Academy  of  General  Practice 
for  Category  I Credit. 

Arrangements  are  also  being  made  for 
lectures  in  the  medical  centers  at  Leningrad, 
Helsinki,  Stockholm,  and  Copenhagen. 

Further  details  can  be  obtained  by  writing 
W.  M.  Nicholson,  iM.D.,  Professor  of  Medi- 
cine and  Assistant  Dean  in  Charge  of  Post- 
graduate Education,  Duke  University  Med- 
ical Center,  Durham,  North  Carolina. 

American  College  of  Obstetrician.s  and 
Gynecologists  to  Meet — 

The  American  College  of  Obstetricians 
and  Gjmecologists  will  hold  its  eighth  annual 
meeting  at  the  Netherland  Hilton  Hotel,  Cin- 
cinnati, April  3 to  6. 


International  Conference  on  Congenital 
Malformations — 

The  International  Conference  on  Con- 
genital IMalformations  will  be  held  in  Lon- 
don, July  18-22,  under  the  sponsorship  of 
the  National  Foundation.  The  meetings  will 
take  place  in  Church  House  and  the  head- 
quarters hotel  will  be  Grosvenor  House.  Fur- 
ther information  may  be  obtained  by  ad- 
dressing the  secretariat:  i\Ir.  Stanley  E. 
Henwood,  Executive  Secretary,  Internation- 
al IMedical  Congress,  Ltd.  120  Broadway, 
New  York,  N.Y. 

Dr.  F.  G.  Thompson,  Sr.  Memorial  Lecture — 

The  Thompson,  Brumm  & Knepper  Clinic 
announce  the  eleventh  annual  Dr.  F.  G. 
Thompson,  Sr.  IMemorial  Lecture  to  be  held 
on  Thursday  evening.  May  19,  1960  at  8:15 
in  the  Clinic  Building,  902  Edmond  Street, 
St.  Joseph,  Missouri. 

The  speaker  will  be  Dr.  L.  F.  Jourdonais, 
Associate  Professor  of  iMedicine  at  North- 
western University  School  of  IMedicine,  and 
Chairman  of  the  Department  of  Medicine  at 
the  Evanston  General  Hospital,  Evanston, 
Illinois. 

Law-Medicine  Institute  To  Be  Held — 

The  Western  Reseiwe  University  Law- 
Medicine  Center  in  Cleveland,  Ohio,  will  hold 
a two-day  Institute  in  May  (12th  and  13th) 
on  “Alcohol  Intoxication  and  Influence.” 
Civil  and  criminal  aspects  of  the  subject 
will  be  stressed,  but  the  physiological  ef- 
fects of  alcohol  on  the  human  body,  the  his- 
tory and  theory  of  chemical  tests,  and  the 
scientific  material  available  to  perform 
chemical  tests  will  be  discussed.  The  en- 
rollment fee  is  $25. 

Six  Ophthalmology  Residency  Fellowships 
Are  Announced — 

Six  additional  Fellowships  for  Residents 
in  Ophthalmology,  to  be  awarded  July  1, 
1960,  have  been  announced  by  the  Guild  of 
Prescription  Opticians  of  America,  Inc., 
through  its  President,  William  T.  Heimlich, 
of  Ithaca,  N.Y.  Applications  for  these  Fel- 
lowships must  be  received  by  May  15,  1960. 

Each  Fellowship  is  for  a total  of  $1,800, 
payable  in  monthly  stipends  over  the  period 
of  a three-year  Residency.  The  grants  are 
limited  to  Residencies  at  approved  institu- 
tions where  full  three-j’ear  Residencies  are 
offered,  but  residencies  which  begin  any- 
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time  during  the  calendar  year  are  eligible. 
Application  forms  and  covering  infonnation 
are  available  by  writing  to  Fellowships, 
Guild  of  Prescription  Opticians  of  America, 
Inc.,  110  East  23rd  Street,  New  York  10, 
N.Y. 

School  on  Tuberculosis  and  Other 
Chest  Diseases — 

The  Trudeau  School  of  Tuberculosis  and 
Other  Pulmonary  Diseases  provides  an 
unique  opportunity  for  training  in  the  field 
of  chest  diseases.  It  will  hold  its  Forty- 
fifth  Session  from  June  6th  to  24th,  1960. 
This  will  be  conducted  under  the  auspices  of 
the  Trudeau  Foundation,  as  usual. 

About  half  the  time  will  be  devoted  to  tu- 
berculosis. The  remainder  will  be  divided 
between  such  subjects  as  silicosis,  pulmon- 
ary fibrosis,  emphysema,  fungus  infection, 
sarcoidosis,  pneumonias,  and  intrathoracic 
tumors. 

Address  all  inquiries  to  Secretary,  Tru- 
deau School  of  Tuberculosis  and  Other  Pul- 
monary Diseases,  Box  500,  Saranac  Lake, 
New  York. 

Medical  Continuation  Courses  To  Be  Presented 
At  the  Center  for  Continuation  Study, 

University  of  Minnesota — 

May  2-6,  1960 — Intermediate  Electrocar- 
diography for  General  Physicians  and  Spe- 
cialists. 

May  9-11,  1960  — Cardivascular  Diseases 
for  General  Physicians  and  Specialists. 

May  16-18,  1960 — Psychiatiy  for  General 
Physicians. 

May  23-27,  1960 — Proctology  for  General 
Physicians. 

June  13-15,  1960  — Gynecology  for  Spe- 
cialists. 

For  further  information  concerning  the 
above  courses,  write  to  the  Director,  Depart- 
ment of  Continuation  Medical  Education, 
1342  Mayo  Memorial,  University  of  Minne- 
sota, Minneapolis  14. 

Color  Slides  Available  for  Lecture  on 
Accidental  Poisoning — 

“The  Problem  of  Accidental  Poisoning  in 
the  Home” — a dramatic  slide  talk  emphasiz- 
ing preventive  measures — is  now  available 
to  any  member  of  the  professional  health 


team,  exclusively  from  the  American  Phar- 
maceutical Association. 

The  series  of  29  color  slides  (35  mm) 
with  an  easily  adaptable  script  is  available 
on  loan,  with  payment  of  return  postage 
the  only  charge.  The  set  is  not  for  sale  and 
cannot  be  reproduced.  Wyeth  Laboratories 
of  Radnor,  Pennsylvania,  produced  the  slides 
and  script. 

Requests  for  the  slide  talk  should  indicate 
whether  individual  aluminum  slide  mounts 
or  Airequipt  slide  magazines  are  desired. 
These  requests  should  be  sent  to  the  Divi- 
sion of  Communications,  American  Phar- 
maceutical Association,  2215  Constitution 
Avenue,  N.W.,  Washington  7,  D.C. 

Cancer  Seminars  for  the  Coming  Year — 

We  want  you  to  plan  to  attend  any  or  all 
of  the  following  sessions  of  our  annual  can- 
cer seminar.  Dr.  Dan  Miller  of  Massachu- 
setts General  Hospital,  Boston,  Massachu- 
setts, and  Dr.  J.  Garrott  Allen  of  Stanford 
University,  Palo  Alto,  California,  will  be 
guest  lecturers.  m 

Agenda: 

April  12,  10:00  a.m. -12:00  Noon — Med- 
ical amphitheater,  University  of  Nebraska, 
Omaha,  Nebraska. 

April  12,  2 :00  p.m.  - 4 :00  p.m. — Creigh- 
ton University  School  of  Medicine. 

April  12,  5 :30  p.m.  — Douglas  County 
Medical  Society  Mbnthly  Meeting,  Omaha 
Athletic  Club;  5:30,  Cocktails;  6:30,  Din- 
ner; 7:30,  Cancer  Progi-am. 

April  13,  8 :00  a.m.  - 10 :00  a.m. — Lincoln 
General  Hospital,  Lincoln,  Nebraska,  Audi- 
torium. 

These  Cancer  Seminars  are  being  ar- 
ranged by  the  Cancer  Committee  of  the  Ne- 
braska State  Medical  Association  and  fi- 
nanced by  the  American  Cancer  Society,  Ne- 
braska Division. 

World  Medical  Association’s  XIVth 
General  Assembly — 

The  German  Medical  Association,  host  for 
the  XIVth  General  Assembly  of  the  World 
Medical  Association  in  Berlin,  September 
15-22,  1960,  extends  to  each  of  you  its  cor- 
dial invitation  to  attend  this  meeting.  In 
addition  to  the  regular  features  of  each  an- 
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nual  meeting,  an  International  Film  Pro- 
gi’am  is  scheduled  during  the  entire  period 
— its  theme:  Postgraduate  Education. 

The  Annual  Dinner  on  September  19th 
will  be  held  at  the  world  famous  “Palais  am 
Funkturm.”  The  excursion  on  September 
19th  will  include  a sight-seeing  tour  through 
the  East  Sector  of  Berlin  and  will  end  with 
a cruise  on  Havel  Lake. 

If  you  are  interested,  communicate  with 
The  World  IMedical  Association,  United 
States  Committee,  Inc.,  10  Columbus  Circle, 
New  York  19,  N.Y. 

National  Foundation  Fellowships  Available — 

Fellowships  in  several  categories  are 
available  from  the  National  Foundation. 
The  main  categories  are  Research  Fellow- 
ships and  Clinical  Fellowships. 

Under  Clinical  Fellowships,  subclasses 
are:  Arthritis  and  related  diseases;  ortho- 
pedics; preventive  medicine;  and  rehabili- 
tation. There  are  also  Research  and  Teach- 
ing Fellowships  to  be  had. 

For  further  information,  address  Profes- 
sional Education,  National  Foundation,  800 
Second  Avenue,  New  York  17,  N.Y. 

Fifty  Year  Club  of  A.M.A. — 

The  Fifty  Year  Club  of  the  American 
Medical  Association  is  being  formed  as  a 
social  function  for  physicians  who  have 
been  in  practice  for  Fifty  Years  or  more. 
There  will  be  no  dues.  It  is  planned  to  have 
a room  set  aside  at  each  Clinical  Meeting 
of  the  A.M.A.  for  members  to  meet.  A 
luncheon  or  breakfast  will  be  decided  upon 
at  each  meeting.  IMembers  will  be  given  a 
Fifty  Year  button.  Further  activities  will 
be  up  to  the  organization.  If  you  are  inter- 
ested, write  Dr.  J.  M.  McCurry,  Organizer, 
at  Cash,  Arkansas. 

Third  International  Congress  of 
Physical  Medicine — 

The  Third  International  Congress  of 
Physical  Medicine  will  be  held  August  21- 
26,  1960,  inclusive,  at  the  Mayflower  Hotel, 
Washington,  D.C.  A copy  of  the  prelim- 
inary program  may  be  had  by  writing: 
Dorothea  Augustin,  Executive  Secretary, 
Third  International  Congress  of  Physical 
Medicine,  30  North  Michigan  Avenue,  Chi- 
cago 2,  Illinois. 


The  Woman's  Auxiliary 

FINANCIAL  AID  TO  MEDICAL 
STUDENTS 

Do  You  Know — 

1.  That  the  average  cost  of  four  years 
of  medical  education  to  the  students 
in  the  1959  graduating  classes  of  med- 
ical schools  throughout  the  United 
State  was  $11,642? 

2.  That  52  per  cent  of  the  6799  medical 
students  who  were  graduated  in  1959 
had  gross  liabilities? 

3.  That  33  per  cent  of  these  6799  stu- 
dents had  loan  liabilities  directly  re- 
lated to  their  medical  education  which 
were  greater  than  their  total  assets? 

4.  That  the  average  indebtedness  (net 
liability)  per  student  of  this  group  of 
students  was  $4258? 

5.  That  the  fathers  of  66  per  cent  of 
these  students  had  an  income  level  of 
less  than  $10,000  per  year? 

6.  That  tuition  was  114  per  cent  great- 
er in  1958  than  in  1939? 

Some  of  the  above  statistics  were  noted 
in  “Datagrams”  (Vol.  1,  No.  9,  March  1960), 
an  official  publication  of  the  Association  of 
American  Medical  Colleges,  and  are  based  on 
reports  received  from  medical  school  deans 
at  the  time  the  study  on  medical  student  fi- 
nances was  made. 

These  few  figures  demonstrate  more 
clearly  than  many  words  how  great  is  the 
need  for  financial  aid  to  medical  students. 

Two  methods  of  granting  this  aid  are  by 
loans,  which  are  repayable,  and  by  scholar- 
ships. Needless  to  say,  money  available  at 
the  present  time  through  scholarships  is  not 
the  answer  to  the  immediate  needs  of  many 
of  our  medical  students.  NEBRASKA 
MEDICAL  FOUNDATION  fills  the  gap  to 
a degree  by  direct  loans  to  worthy  junior 
and  senior  medical  students  in  Creighton 
University  School  of  Medicine  and  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

Why  not  form  a habit  of  sending  a check 
to  the  Nebraska  IMedical  Foundation  Stu- 
dent Loan  Fund  for  memorials  for  relatives 
and  friends  or  by  direct  gift? 

Financial  Aid  to  ]Medical  Students — 

The  Southwestern  Nebraska  Medical  So- 
ciety made  a large  contribution  to  the  Stu- 
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dent  Loan  Fund  this  year  and  a check  has 
just  been  received  from  the  Woman’s  Aux- 
iliary to  the  Buffalo  County  Medical  Society. 
The  Lancaster  County  Medical  Auxiliary 
held  a Benefit  Bridge  and  Hobby  Sale  in 
November  and  contributed  a portion  of  the 
proceeds  to  the  Nebraska  Medical  Founda- 
tion. Recently  substantial  amounts  were 
received  from  Dr.  and  Mrs.  Travnicek  of 
Wilbur  as  an  individual  donation  and  from 
Dr.  and  Mrs.  Wilbur  K.  Bennett  of  Red 
Cloud  as  a memorial  for  Mr.  George  J.  Mar- 
shall. 

Dr.  Harold  S.  Morgan,  President  of  Ne- 
braska Medical  Foundation,  states  that  this 
year  has  seen  an  increase  in  receipts  for 
the  Student  Loan  Fund.  This  is  most  en- 
couraging and  it  is  hoped  that  by  the  end 
of  the  fiscal  year  the  respective  County  Med- 
ical Societies,  Woman’s  Auxiliaries,  as  well 
as  individual  physicians,  their  wives  and 
friends  will  see  their  way  clear  to  add  to 
the  total  money  available  for  student  loan 
purposes  through  the  Nebraska  Medical 
Foundation. 


Mrs.  J.  D.  McCarthy, 
Woman’s  Aux.  State  Chm., 
Nebr.  Med.  Foundation,  Inc. 


Know  Your 
Blue  Shield  Plan 


As  the  1960’s  Get  Underway,  it  is  cer- 
tainly appropriate  to  look  back  over  the  past 
ten  years  in  an  attempt  to  see  how  far  we 
have  come  and  where  we  stand  in  relation 
to  the  economic  and  social  developments  on 
the  horizon  ahead  of  us.  Here  are  the  high- 
lights of  the  Blue  Shield  record  in  the  dec- 
ade just  ended. 


Enrollment  and  Benefit  Payments:  From 
1950  to  1959  enrollment  in  Blue  Shield  Plans 
throughout  the  country  mushroomed  from 
16,000,0000  to  over  44,000,000  subscribers, 
and  payments  to  doctors  went  from  $115,- 
000,000  to  more  than  $650,000,000.  Such 
unbelievable  progress  in  but  ten  years  at- 
tests to  the  fact  that  Blue  Shield  has  sur- 
passed all  expectations  in  advancing  the 
cause  of  voluntary  health-care. 

Nongroup  Enrollment:  Dedicated  to  the 
goal  of  providing  universal  nongroup  cov- 
erage, and  unafraid  to  pioneer  in  this  im- 


portant area  of  protection.  Blue  Shield  con- 
tinued its  efforts  to  make  individual  enroll- 
ment available  during  the  1950’s.  Sixteen 
Plans  inaugurated  nongroup  coverage  leav- 
ing only  two  not  presently  providing  health 
benefits  on  a nongroup  basis. 

Blue  Shield  Benefits:  Endeavoring  to 

provide  its  subscribers  with  every  possible 
health  protection.  Blue  Shield  continued  to 
set  a rapid  pace  in  the  area  of  benefit  ex- 
tension during  the  past  decade  as  the  ma- 
jority of  Plans  expanded  their  coverage  by 
adding  such  benefits  as  dental  seiwices, 
therapeutic  X ray,  radium,  radium  ther- 
apy, anesthesia,  and  diagnostic  X ray,  to 
name  a few.  Likewise,  an  increasing  num- 
ber of  Plans  began  to  extend  their  coverage 
during  this  time  to  include  benefits  such  as 
major  medical  programs  and  catastrophic 
illness  endorsements. 

National  Advertising : Increasing  public 

understanding  of  Blue  Shield  among  the 
greatest  cross  section  of  the  population  and 
clarifying  the  basic  and  most  important 
differences  between  Blue  Shield  and  other 
forms  of  coverage  were  the  two  underlying 
reasons  for  inaugurating  a national  adver- 
tising program  during  1954-55.  Since  that 
time,  effective  messages  telling  our  story 
have  been  seen  and  heard  by  millions  of 
Americans  through  the  medium  of  their 
favorite  magazines. 

Federal  Employees:  Passage  of  the  Fed- 
eral Employees  Health  Benefit  Act,  in  late 
’59,  means  that  more  than  two  million  gov- 
ernment workers  will  soon  be  covered  by 
voluntary  health  coverage  programs  of  their 
own  choosing.  The  choice  will  be  between 
Blue  Cross-Blue  Shield  and  programs  un- 
denvi-itten  by  insurance  companies  and  oth- 
er organizations  including  Employee  Organ- 
ization Plans  and  Group  Practice  Prepay- 
ment Plans. 

National  Account  Contract:  To  meet  the 
challenge  of  national  accounts  and  provide 
a uniform  scope  of  benefits  in  its  dealings 
with  national  employers.  Blue  Shield  repre- 
sentatives developed  a National  Account 
Contract  in  1957.  In  a little  over  two  years, 
47  Plans  have  agreed  to  take  part  in  this 
contract,  demonstrating  the  awareness 
among  Plans  of  the  importance  attached  to 
needs  of  national  employers  for  a uniform 
program  of  health-care  benefits  for  em- 
ployees working  in  widely  dispersed  indus- 
trial and  business  installations. 
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Plans  for  the  Aged:  Solving  the  problem 
of  providing  adequate  health-care  for  our 
growing  elderly  population  was,  and  con- 
tinues to  be,  one  of  the  greatest  challenges 
ever  encountered  by  Blue  Shield.  In  order 
to  combat  Forand-type  legislation  and  all 
that  such  legislation  implies  from  the  stand- 
point of  government  involvement  in  medical 
care.  Blue  Shield  Plans  throughout  the  na- 
tion reacted  quickly,  purposefully,  and  ef- 
fectively to  the  American  Medical  Associa- 
tion’s resolution  calling  for  the  development 
of  medical  care  coverage  for  the  aged  by 
voluntary  means. 

Cooperation  With  the  A.M.A.:  Through- 
out the  past  decade.  Blue  Shield  has  con- 
tinued to  cooperate  with  the  American  Med- 
ical Association  in  order  to  advance  the 
cause  of  prepayment  and  help  preserve  the 
private  practice  of  medicine. 

The  Next  Decade  may  well  prove  the  most 
eventful  in  the  history  of  Blue  Shield. 
Legislation  affecting  the  health-care  of  mil- 
lions of  our  citizens  will  certainly  make  re- 
peated appearances  in  Congress.  The  de- 
cision taken  on  such  measures  could  serious- 
ly affect  the  future  of  both  the  voluntary 
health-care  system  and,  ultimately,  private 
medicine. 

(Reprinted  from  the  January',  1960  Newsletter  of  the  Blue 
Shield  Medical  Care  Plans,  Chicago,  Illinois.) 
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(Continued  from  page  160) 
service  men  at  the  base  is  6167,  and  the 
usual  number  lies  between  6000  and  7000. 
Civilian  employees  number  312,  and  depend- 
ents of  service  men  total  between  16,000  and 
17,000. 


Inasmuch  as  hospital  requirements  are  for 
service  personnel,  this  inexcusable  error  as 
to  the  numbers  in  various  categories  does 
not  materially  alter  the  sense  of  the  editorial 
nor  change  the  opinions  expressed. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  Tlie  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


PROCEEDINGS  OF 
BOARD  OF  COUNCILORS 

Nebraska  State  Medical  Association 

February  21,  1960 

The  annual  mid-winter  meeting  of  the  Board 
of  Councilors  was  held  at  the  Hotel  CoiTihusker, 
Lincoln,  Nebraska,  Febi-uai-y  21,  1960.  The  meet- 
ing was  called  to  oi-der  by  Dr.  Fritz  Teal,  Tempor- 
ary ChaiiTnan. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  Harvey  Runty,  Walter  Benthack,  R. 
C.  Reedei-,  H.  V.  Nuss,  Wilber  E.  Johnson,  Ray  S. 
Wycoff,  O.  A.  Kostal,  R.  J.  Morgan;  E.  E.  Koebbe, 
President,  Fritz  Teal,  President-elect,  and  Fay 
Smith,  Immediate  Past  President;  and  J.  B.  Christ- 
ensen, Speaker,  House  of  Delegates. 

Others  present  were  Drs.  R.  B.  Adams,  C.  N. 
Sorensen,  A.  A.  Ashby,  M.  E.  Grier,  J.  M.  Wood- 
ward, K.  S.  J.  Hohlen,  George  W.  Covey,  Harold 
S.  Morgan,  E.  B.  Reed,  John  McGreer,  and  Mr. 
M.  C.  Smith,  Executive  Secretary. 

A quorum  was  declared  present. 

Nominations  for  Chaii-man  were  called  for,  and 
Dr.  Harold  Neu  was  nominated.  Motion  was  made 
that  the  nominations  be  closed  and  the  unanimous 
ballot  be  cast  for  Dr.  Neu  as  Chairman.  The  mo- 
tion was  seconded  and  carried. 

Ml-.  M.  C.  Smith,  Executive  Secretai'y,  announced 
the  resignation  of  Mrs.  Ruth  Mui-phy,  and  intro- 
duced Mrs.  Mai-y  Churchill,  who  had  been  appointed 
to  take  her  place.  Mr.  Smith  also  introduced  Miss 
Audrey  Wheeler,  who  was  to  assist  in  taking  the 
minutes  of  the  meeting. 

Nominations  for  Secretai-y  were  called  for,  and 
Dr.  Haiwey  Runty  was  nominated.  It  was  moved 
and  seconded  that  the  nominations  be  closed  and 
the  unanimous  ballot  be  cast  for  Dr.  Runty  as 
Secretary.  The  motion  was  carried. 

Motion  was  made  and  duly  seconded  that  the 
minutes  of  the  previous  meeting  be  adopted  as 
published.  Motion  carried. 

Motion  was  made  and  duly  seconded  that  the 
audit  be  accepted.  Motion  carried. 

Motion  was  made  and  duly  seconded  that  the 
report  of  the  Executive  Secretai-y  be  accepted. 
Motion  carried. 

Motion  was  made  and  duly  seconded  that  the 
report  of  the  Board  of  Tnastees  be  accepted.  Mo- 
tion carrit^. 

Dr.  K.  S.  J.  Hohlen  not  being  present,  the  re- 
port of  the  Council  on  Professional  Ethics  was 
held  over  until  Dr.  Hohlen  could  be  present. 

Motion  was  made  and  duly  seconded  that  the 
report  of  Dr.  J.  D.  McCarthy,  Delegate,  A.M.A. 
Clinical  Meeting  be  accepted.  Motion  carried. 

Motion  was  made  and  duly  seconded  that  the 
report  of  Dr.  A.  J.  Offennan,  Delegate,  North 
Central  Medical  Conference  be  accepted.  Motion 
carried. 

Motion  was  made  and  duly  seconded  that  the 
repoi-t  of  Dr.  E.  E.  Koebbe,  Chaii-man  of  the  Policy 
Committee,  be  accepted.  Motion  carried. 

Motion  was  made  and  duly  seconded  that  the 
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report  of  Dr.  Theo.  A.  Peterson,  on  the  Nebraska 
Traffic  Foundation,  be  accepted.  Motion  carried. 

Dr.  Geo.  W.  Covey,  Editor,  Nebraska  State  Medi- 
cal Journal,  stated  that  he  would  like  to  add  some- 
thing- to  his  written  report.  He  recommended  that 
the  subscription  rate  for  the  Journal  be  raised  to 
$5.00.  Discussion  was  had  regarding  this  raise. 

Motion  was  made  and  duly  seconded  that  the 
report  of  the  Editor  be  accepted.  Motion  carried. 

Following  further  discussion,  it  was  moved  and 
duly  seconded  that  the  subscription  rate  for  the 
Journal  be  increased  to  $5.00.  Motion  carried. 

Following  further  discussion,  motion  was  made 
and  duly  seconded,  that  recommendation  be  made 
to  the  Board  of  Trustees  that  the  subscription 
rate  of  the  Joumal  be  increased  to  $5.00.  Motion 
earned. 

Motion  was  made  and  duly  seconded  that  the 
report  of  the  Civil  Defense  Conference,  A.M.A. 
be  accepted.  Motion  carried. 

The  report  of  the  Seventh  Conference  on  Physi- 
cians and  Schools  was  to  be  read.  Following  dis- 
cussion it  was  moved  and  duly  seconded  that  the 
report  be  placed  on  the  agenda  for  the  next  council 
meeting.  Motion  carried. 

It  was  moved  and  duly  seconded  that  copies 
of  all  delayed  reports  be  mailed  to  the  members 
before  the  next  meeting.  Motion  carried. 

A motion  was  made  by  Dr.  Walter  Benthack, 
and  seconded  by  Dr.  R.  J.  Morgan,  that  the  report 
of  the  Committee  on  Aging  be  accepted.  Motion 
carried. 

A motion  was  made  by  Dr.  Ray  Wycoff,  and 
seconded  by  Dr.  H.  V.  Nuss,  that  the  Allied  Pro- 
fessions Committee  report  be  accepted.  Motion 
canned. 

There  was  no  report  from  the  Committee  on 
Blood  and  Blood  Products. 

A motion  was  made  by  Dr.  Fay  Smith,  and 
Seconded  by  Dr.  R.  J.  Morgan,  that  the  report 
of  the  Civil  Defense  and  Disaster  Committee  be 
accepted.  Motion  carried. 

Dr.  Wycoff  was  asked  if  he  had  any  further 
comments  on  the  report  of  the  Constitution  and 
By-Laws  Committee.  He  suggested  one  small 
change,  that  is,  that  the  Councilors  be  not  required 
to  report  the  deaths  of  members  in  their  district 
at  the  annual  meeting.  He  said  such  a change 
would  be  presented  to  the  House  of  Delegates  meet- 
ing. Following  discussion,  it  was  moved  by  Dr. 
H.  V.  Nuss,  and  seconded  by  Di\  R.  E.  Garling- 
house,  that  the  report  of  the  Constitution  and  By- 
Laws  Committee  be  accepted.  Motion  carried. 

The  report  of  the  Continuing  Committee  on  Med- 
ical Practice  was  discussed,  specifically  the  recom- 
mendation that  this  committee  be  discontinued. 
It  was  moved  by  Dr.  R.  J.  Morgan,  and  seconded 
by  Dr.  H.  V.  Nuss,  that  the  repoif  not  be  accepted. 
Following  fui-ther  discussion,  the  motion  was 
amended  to  accept  the  report  of  the  committee, 
but  not  to  approve  the  discontinuance  of  the  com- 
mittee. Motion  carried. 

Following  considerable  discussion  regarding  the 
report  of  the  Hospital  and  Professional  Relations 
Committee,  it  was  moved  by  Dr.  Benthack,  and 
seconded  by  Dr.  Fritz  Teal,  that  the  report  be 
accepted,  but  not  published  in  the  Joumal.  Motion 
carried. 


Motion  was  made  by  Dr.  H.  V.  Nuss,  and  sec- 
onded by  Dr.  R.  J.  Morgan,  that  the  report  of  the 
Insurance  Committee  be  accepted.  Motion  car- 
r-ied. 

There  was  no  report  from  the  Joumal  and  Pub- 
lications Committee. 

Motion  was  made  by  Dr.  Fay  Smith,  and  sec- 
onded by  Dr.  Walter  Benthack,  that  the  reporf  of 
the  Medical  Education  Committee  be  adopted.  Mo- 
tion carr-ied. 

In  the  absence  of  Dr-.  E.  B.  Reed,  Chair-man 
of  the  Medical  Ser-vice  Committee,  no  repor-t  w-as 
given. 

In  the  absence  of  Dr.  J.  P.  Gilligan,  Chair*man 
of  the  Medicolegal  Advice  Committee,  no  report 
was  given. 

There  was  no  report  from  the  Planrring  Com- 
mittee. 

Motion  was  made  by  Dr.  Walter  Benthack,  and 
duly  seconded,  that  the  report  of  the  Prepayment 
Medical  Care  Committee  be  accepted.  Motion  car- 
ried. 

Motion  was  made  by  Dr.  Ray  S.  Wycoff,  and 
seconded  by  Dr.  Walter  Benthack,  that  the  report 
of  the  Public  Relations  Committee  be  accepted. 
Motion  carr-ied. 

Following  discussion,  it  was  moved  and  duly 
seconded  that  the  report  of  the  Rural  Medical 
Ser-vice  Committee  be  accepted.  Motion  carr-ied. 

Following  discussion,  it  was  moved  by  Dr.  R.  E. 
Garlinghouse  and  seconded  by  Dr-.  Ray  S.  Wycoff, 
that  the  report  of  the  Unifor-m  Fee  Schedule  and 
Advisor-y  to  Governmental  Agencies  Committee  be 
accepted.  Motion  carried. 

The  report  of  the  Veterans  Committee  was  read 
by  Dr.  Harvey  Runty.  Following  discussion,  it 
was  moved  by  Dr.  O.  A.  Kostal  and  seconded  by 
Dr.  Ray  S.  Wycoff,  that  the  report  of  the  Veterans 
Committee  be  accepted.  Motion  carried. 

There  was  no  report  from  the  Voluntary  Health 
Agency  Committee. 

A motion  was  made  by  Dr.  Fay  Smith,  and 
seconded  by  Dr.  Walter  Benthack,  that  the  repor-t 
of  the  Cancer  Committee  be  accepted.  Motion 
carr-ied. 

Motion  was  made  by  Dr.  Walter  Benthack,  and 
seconded  by  Dr.  Ray  S.  Wycoff,  that  the  repor-t  of 
the  Cardiovascular  Committee  be  accepted.  Motion 
can-ied. 

A motion  was  made  by  Dr.  Walter-  Benthack, 
and  duly  seconded,  that  the  repor-t  of  the  Diabetes 
Committee  be  accepted.  Motion  carr-ied. 

A motion  was  made  by  Dr.  R.  J.  Morgan,  and 
seconded  by  Dr.  H.  V.  Nuss,  that  the  repor-t  of 
the  Industr-ial  Health  Committee  be  accepted.  Mo- 
tion carried. 

A motion  was  made  by  Dr.  0.  A.  Kostal,  and 
seconded  by  Dr.  H.  V.  Nuss,  that  the  report  of 
the  Joint  Commission  for  Improvement  of  Care 
of  Patients,  be  accepted.  Motion  carr-ied. 

There  was  no  repor-t  from  the  Psychiatry  Com- 
mittee. 

There  was  no  report  from  the  Public  Health 
Committee. 

A motion  was  made  by  Dr.  Benthack,  and  sec- 
onded by  Dr.  H.  V.  Nuss,  that  the  repor-t  of  the 
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Rehabilitation  Committee  be  accepted.  Motion  car- 
ried. 

Dr.  Harold  Xeu  announced  that  the  sug-gestion 
carried  in  the  I’eport  had  been  called  to  the  atten- 
tion of  the  Editor,  and  that  Dr.  Wm.  Schmidt 
should  be  invited  to  write  an  article  describing 
the  Rehabilitation  Center,  its  functions  and  goals. 

A 7iiotion  was  made,  and  duly  seconded,  that 
the  report  of  the  Tuberculosis  Committee  be  ac- 
cepted. Motion  carried. 

Motion  was  made  by  Dr.  H.  V.  Xuss,  and  sec- 
onded by  Dr.  Walter  Benthack,  that  the  report  of 
the  Veiiereal  Disease  Committee  be  accepted.  Mo- 
tion carried. 

Dr.  E.  E.  Koebbe,  presented  the  question  of 
the  advisability  of  fonning  an  interprofessional 
council.  Following  discussion,  it  was  moved  by 
Dr.  Koebbe  that  the  X'ebraska  State  Medical  Asso- 
ciation endorse  the  idea  of  an  Inteiprofessional 
Council  consisting  of  the  Phannaceutical  Associa- 
tion, the  IMedical  Association,  the  Dental  Associa- 
tion, the  Veterinarian  Association,  the  Dietetics 
Association,  and  State  Bar  Association.  Follow- 
ing further  discussion,  it  was  suggested  by  Dr. 
O.  A.  Kostal  that  the  State  Bar  Association  not 
be  included  in  the  group,  and  it  was  further  sug- 
gested by  Dr.  Fay  Smith  that  the  President, 
President-elect,  and  the  Executive  Secretary  repre- 
sent the  Board  of  Councilors  on  such  an  Inteiyro- 
fessional  Council.  Dr.  E.  E.  Koebbe  accepted  the 
amendments  to  his  motion,  and  it  was  then  sec- 
onded by  Dr.  0.  A.  Kostal.  Motion  cainaed. 

An  oral  report  was  given  by  Dr.  K.  S.  J.  Hohlen, 
Chairman  of  the  Council  orr  Professional  Ethics. 
Motion  was  made  by  Dr.  Walter  Benthack,  and 
seconded  by  Dr.  Fay  Sirrith,  that  the  report  of 
the  Council  on  Professional  Ethics  be  accepted. 
Motion  carried. 

It  was  rrroved  by  Dr.  Harold  X’eu,  and  seconded 
by  Dr.  Walter  Benthack,  that  copies  of  the  editor- 
ial written  by  the  Council  on  professional  ethics 
be  sent  to  the  seniors  of  each  of  the  two  medical 
schools  in  Xebraska.  Motion  can-ied. 

Dr.  John  T.  McGreer,  Chairmran  of  the  Pr-epay- 
ment  Medical  Care  Committee,  rrrade  the  following 
adderrdum  report: 

“For  the  first  time  the  Boar-d  of  Directors  of 
Blue  Shield  voted  that  physician  members  may 
request  reimbursemeirt  for  time  loss  froirr  their 
practices  on  Blue  Shield  business.  Compensation 
is  allowable  only  for  required  attendance  on  special 
business.  Regular  and  special  board  meetings  and 
the  annual  conference  of  Blue  Shield  Medical  Care 
Plans  are  to  be  excluded  fi'om  such  reimbursement. 

“A  minority  of  members,  recognizing  that  the 
president  has  devoted  at  least  50%  of  his  time 
during  the  past  fifteen  year's  to  Blue  Shield, 
believed  that  he  should  receive  an  annual  salary. 
At  Dr.  Offer-man’s  request  no  action  was  taken  on 
compensation  for  the  president.  While  this  is  a 
depar-tur-e  fr-om  past  ideas  it  must  be  recognized 
that  Boar'd  members  have  given  much  productive 
time  from  their  practices  on  behalf  of  Blue  Shield. 
Therefore  they  ar-e  deseiwing  of  some  reimburse- 
ment under  special  circumstances.  The  commit- 
tee is  in  agreement  and  recommends  that  the  so- 
ciety accept  this  new  principal.” 

Following  discussion,  it  was  moved  by  Dr'.  R.  E. 
Garlinghouse,  and  seconded  by  Dr.  Ray  S.  Wycoff 


that  the  recommendations  made  by  Dr.  John  T. 
McGreer,  be  adopted.  Motion  carried. 

Dr.  E.  B.  Reed,  Chaii-man  of  the  Medical  Sei'\'ice 
Committee  gave  an  oral  report. 

Following  discussion,  it  was  moved  by  Dr.  0.  A. 
Kostal  and  seconded  by  Dr.  H.  V.  Nuss  that  the 
problem  of  background  infonnation  for  the  Medi- 
cal Sei'\'lce  Committee  be  referred  to  the  House 
of  Delegates,  with  the  request  that  they  solve 
this  by  either  utilizing  the  Policy  Committee  in 
conjunction  with  the  Medical  Seiwice  Committee, 
or  such  other  plans  as  they  may  devise.  Motion 
cari'ied. 

It  was  then  moved  by  Dr.  Harvey  Runty,  and 
seconded  by  Dr.  Walter  Benthack,  that  the  oral 
report  of  Dr.  E.  B.  Reed,  Chair-man  of  the  Medical 
Ser-\'ice  Committee  be  accepted.  Motion  can-ied. 

Dr.  Fr-itz  Teal  read  his  committee  nominations 
for  the  year  1960-1961. 

It  was  moved  by  Dr.  Fay  Smith,  and  seconded 
by  Dr.  R.  J.  Morgan,  that  the  recommended  com- 
rrrittee  appointmerrts  by  the  President-elect,  be  ac- 
cepted. Motion  can-ied. 

Requests  for  Life  Memberships  were  read  as 
follows  : Dr.  C.  C.  Hardy,  Omaha;  Dr.  Nelson  S. 
Mercer,  Orrraha;  Dr.  Glenn  D.  Whitcomb,  Omaha; 
Dr.  J.  T.  Stanard,  Seward;  and  Dr.  Joseph  Kuncl, 
Alliance. 

It  was  rrroved  by  Dr.  0.  A.  Kostal,  and  seconded 
by  Dr-.  R.  E.  Garlinghouse  that  such  life  mem- 
berships be  granted.  Motion  carried. 

There  being  no  fur-ther  new  or  old  business,  on 
rrrotion  of  Dr.  Walter  Benthack,  the  meeting  was 
adjour-ned  at  12:30  p.m. 
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February  28,  I960 

Attendance 

ADAMS 

C.  Landgrraf.  M.D..  Hastings  (D) P 

G.  P.  Charlton.  M.D..  Hastings  (A) 

BOONE— 

Robert  H.  Westfall,  M.D.,  Albion  (D> 

Wm.  Reeder.  M.D..  Cedar  Rapids  (-■\) 

BOX  BUTTE — 

W.  L.  Howell.  M.D.,  Hyannis  (D1 

T.  D.  Fitzgerald,  M.D..  Alliance  (A) 

BUFFALO- 

HURT— 

R.  H.  Tibbels.  M.D..  Oakland  (D) 

I.  I.ukens,  M.D.,  Tekamah  (A) P 

BUTLER— 

L.  J.  Ekeler,  M.D..  David  City 

W.  C.  Niehaus,  M.D.,  David  City  (Al 

CASS— 

R.  R.  Andersen,  M.D.,  Nehawka  (D) P 

R.  Brendel,  M.D.,  Plattsmouth  (Al 

FIVE  COUNTY  (CEDAR.  DIXON,  DAKOTA, 

THURSTON  AND  WAYNE  (31- 
CHEYENNE.  KIMBALL  AND  DEULEL— 

Hull  Cook.  M.D..  Sidney  (D| 

Joe  Pankau.  M.D..  Shelton  (A) 

CLAY 

H.  V.  Nuss.  M.D.,  Sutton  (D) P 

R.  G.  Gelwick,  M.D..  Sutton  (A) 

COLFAX 

John  O’Neal.  M.D.,  Clarkson  (D) 

H.  Dey  Myers,  M.D..  Schuyler  (A» 

CUSTER 

Theo.  Koefoot,  Jr..  M.D.,  Broken  Bow P 

R.  L.  Blair.  M.D..  Broken  Bow  (A) 

DAWSON— 

A.  W.  Anderson.  M.D..  Le.vington  (D) 

B.  W.  Pyle.  M.D.,  Gothenburg  (A) 
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DODGE— 

D.  B.  Wengert.  M.D.,  Fremont  (D) P 

Robert  Sorenson,  M.D.,  Fremont  (A) 

FILLMORE— 

A.  A.  Ashby.  M.D.,  Geneva  (D) P 

C.  F.  Ashby,  M.D.,  Geneva  (A) 

FRANKLIN— 

L.  S.  McNeill.  M.D..  Campbell  (D) P 

W.  A.  Doering,  M.D.,  Franklin  (A) 

FOUR  COUNTY— 

Roy  Cram,  M.D.,  Burwell  (D) P 

GAGE— 

C.  T.  Frerichs,  M.D.,  Beatrice  (D) P 


C.  R.  Brott,  M.D.,  Beatrice  (A)_ 
GARDEN.  KEITH.  PERKINS— 

E.  E.  Colglazier.  M.D.,  Grant  (D) 

D.  E.  Eberle,  M.D.,  Ogallala  (A)_ 
HALL— 


Warren  Bosley.  M.D..  Grand  Island  (D) P 

Pierce  Sloss,  M.D.,  Grand  Island  (A) 

HAMILTON— 

D.  B.  Steenburg,  M.D..  Aurora  ID) P 


J.  M.  Woodard.  M.D.,  Aurora  (A) 

HARLAN— 

H.  R.  Walker,  M.D.,  Alma  (D) 

K.  C.  McGrew.  M.D.,  Orleans  (A)- 

HOLT  AND  NORTHWEST— 

Rex  Wilson.  M.D..  O’Neill  (D) 

L.  E.  Alkii-e.  M.D.,  Ainsworth  (A) 

HOWARD— 

J.  Y.  Racines.  M.D..  Palmer  (D) 

R.  W.  Hanisch.  M.D.,  St.  Paul  (A) 

JEFFERSON— 

W.  P.  Yoachim,  M.D.,  Fairbury  (D) 

K.  J.  Kenney,  M.D.,  Fairbury  (A) 

JOHNSON-- 

Ralph  Paul,  M.D.,  Sterling  ID) 

John  Schutz,  M.D..  Tecumseh  I A) 

LANCASTER— 


John  T.  McGreer,  924  Sharp  Bldg.  ID) P 

Donald  F.  Purvis,  800  So.  13th  (A) 

Robert  Stein.  430  Stuart  Bldg.  (D) 

Bernard  F.  Wendt,  735  So.  56th  I A) 

Horace  V,  Munger,  140  So.  27th  ID) P 

Orvis  A.  Neely,  924  Sharp  Bldg.  lA) 

Maurice  D.  Frazer,  3145  O St.  (D) P 

George  Place,  4825  St.  Paul  (A) 

LINCOLN— 

Bruce  Claussen,  M.D.,  North  Platte  ID) P 

Bernie  Taylor.  M.D.,  North  Platte  (A) 

MADISON  SIX— 

W.  E.  Wright,  M.D.,  Creighton  ID) P 

R.  L.  Tollefson,  M.D.,  Wausa  lA) 

F.  C.  McClanahan.  M.D.,  Neligh  (D) 

D.  J.  Peetz.  M.D.,  Neligh  I A) P 

H.  S.  Tennant,  M.D.,  Stanton  (D) 

W.  D.  Hansen.  M.D.,  Wisner  (D) 

Robert  Scherer,  M.D.,  West  Point  I A) 


W,  I.  Devers.  M.D.,  Pierce  lA) 

G.  B.  Salter.  M.D.,  Norfolk  (D) P 


J.  H.  Dunlap,  M.D.,  Norfolk  (A) 

MERRICK— 

NANCE— 

Kenneth  A,  Dalton.  M.D.,  Genoa  ID) 

J.  C.  Maly,  M.D.,  Fullerton  lA) 

NEMAHA— 

John  Thompson,  M.D.,  Auburn  ID) P 

F.  M.  Tushla,  M.D.,  Auburn  (A) 

NORTHWEST  NEBRASKA— 

S.  Rathbun.  M.D.,  Crawford  ID) 

Frank  Wanek,  M.D.,  Gordon  lA) 

NUCKOLLS— 

D.  R.  Marples,  M.D.,  Nelson  ID) 

S.  L.  Larson,  M.D.,  Superior  lA) 


OMAHA-DOUGLAS— 

G.  B.  McMurtrey,  M.D.,  627  Med.  Arts  (D) 

D.  W.  Burney,  M.D.,  609  Doctors  Bldg.  (A) P 

A.  J.  Offerman.  M.D.,  4805Vj  So.  24th  (D) P 

Arnold  Lempka,  M.D.,  502  Med.  Arts  Bldg.  lA) 

R.  L.  Egan.  M.D.,  Creighton  Univ.  ID) P 

W.  E.  Kelley.  M.D.,  1319  Med.  Arts  lA) 

J.  R.  Schenken.  M.D.,  Methodist  Hosp.  (D) P 

R.  D.  Smith.  M.D.,  111  Doctors  Bldg.  lA) 

D.  J.  Bucholz.  M.D.,  3610  Dodge  (D) P 

A.  W.  Abts.  7906  Dodge  lA) 

J.  D.  Coe.  M.D.,  409  Doctors  Bldg.  ID) P 

C.  A.  McWhorter,  M.D.,  701  Doctors  Bldg.  lA) 

T.  J.  Gumett,  M.D..  527  Med.  Arts  ID) 

W.  W.  Jurgensen,  M.D.,  617  Med.  Arts  lA) 


E.  K.  Connors,  M.D.,  1607  Med.  Arts  ID) 

W.  J.  Reedy,  M.D.,  324  City  Natl.  Bank  (A) 


Harry  McFadden,  M.D..  Univ.  of  Neb.  (D) P 

G.  C.  Schreiner.  M.D.,  125  No.  38th  (A) 

OTOE— 

T.  L.  Weekes,  M.D.,  Nebraska  City  (D) P 

W.  C.  Kenner,  M.D.,  Nebraska  City  (A) 


PAWNEE— 

H.  C.  Stewart.  M.D.,  Pawnee  City  ID) P 

A.  B.  Anderson,  M.D.,  Pawnee  City  (A) 

PHELPS— 

H.  A.  McConahay.  M.D.,  Holdrege  (D) P 

Walter  Reiner,  M.D..  Holdrege  (A) 

PLA'rTE— 

E.  E.  Koebbe,  M.D..  Columbus  (D) P 

E.  G.  Bnllhart.  M.D.,  Columbus  I A) 

POLK  ~ 

RICHARDSON- 

A.  P.  Stappenbeck,  M.D.,  Humboldt  (D) P 


L.  V.  Brennan.  M.D.,  Falls  City  (A) 

SALINE— 

L.  W.  Forney.  M.D..  Crete  ID) 

R.  W.  Homan,  M.D.,  Crete  I A) 

SAUNDERS— 

E.  J.  Hinrichs.  M.D.,  Wahoo  ID) 

I.  M.  French,  M.D.,  Wahoo  (A) 

SCOTTS  BLUFF— 

E.  J.  Loeffel,  M.D.,  Mitchell  ID) P 

C.  L.  Frank,  M.D.,  Scottsbluff  (A) 

SEWARD— 

W.  Ray  Hill.  M.D.,  Seward  ID) 

Robert  Herpolsheimer,  M.D.,  Staplehurst  (A) 

SOUTHWEST  NEBRASKA— 

John  Batty,  M.D.,  McCook  (D) 

THAYER— 

L.  G.  Bunting.  M.D.,  Hebron  ID) 

R.  E.  Penry,  M.D.,  Hebron  I A) 

WASHINGTON— 

Rudolph  Sievers,  M.D..  Blair  ID) 

Leslie  Grace,  M.D.,  Blair  I A) 

YORK— 

R.  E.  Harry,  M.D.,  York  (D) P 

Harold  Friesen,  M.D.,  Henderson  (A) 


The  Session 

The  Interim  Session  of  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  was 
held  in  the  Lincoln  Room,  Hotel  Comhusker,  Lin- 
coln, Nebraska,  at  10:00  a.m.,  Febniai-y  28,  1960. 

The  meeting  was  called  to  order  by  Dr.  J.  B. 
Christensen,  Speaker.  Roll  call  showed  34  dele- 
gates present. 

A quoiaim  was  declared  present. 

Dr.  J.  B.  Christensen,  Speaker,  announced  his 
Reference  Committee  appointments. 

Motion  was  made  by  Dr.  E.  E.  Koebbe,  and 
seconded  by  Dr.  Horace  V.  Munger,  that  the  min- 
utes of  the  preceding  meeting,  as  published  in 
the  July,  1959  Journal,  pp.  359-374,  be  approved. 
Motion  carried. 

Motion  was  made  by  Dr.  J.  R.  Schenken,  and 
seconded  by  Dr.  Harry  McFadden,  that  the  rules 
be  suspended,  and  that  Dr.  Roy  Cram,  Burwell, 
be  seated  as  a Delegate  for  Four  County.  Motion 
can-ied. 

Agenda  Introduced  by  Mr.  Smith 
—The  Foundation. 

— Proposed  imles  and  regulations  governing  med- 
ication in  nursing  homes  and  homes  for  the  aged 
and  infirm. 

— Letter  from  Mr.  John  Sargeant,  Baltimore,  Md., 
regarding  Veterans,  Veterans  Hospitals  and  seiw- 
ice-connected  disabilities.  This  matter  was  re- 
feired  to  a Reference  Committee. 

— Letter  from  American  Association  of  Medical 
Assistants. 

— Letter  from  the  Nebraska  Pharmaceutical  As- 
sociation. 

— Letter  regarding  Code  of  Understanding  by  Iowa 
State  Medical  Society  and  Iowa  Pharmaceutical 
Association. 

— Proposal  made  by  Dr.  E.  E.  Koebbe  to  the  Board 
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of  Councilors,  regarding  an  Intei'professional 
Council,  and  the  action  taken  thereon.  This  mat- 
ter was  referred  to  Reference  Committee  No.  5 
— Planning. 

— American  Cancer  Society,  Nebraska  Division — 
Approval  of  Teen-age  Program  on  Cigarettes, 
etc. 

— Mr.  Smith  reported  that  at  the  last  Interim 
Meeting  of  the  House  of  Delegates,  a Resolu- 
tion was  presented  that  had  originated  previously 
in  the  Board  of  Councilors  regarding  Hospital- 
ization; that  such  Resolution  had  been  passed 
and  a request  made  of  the  Health  Department 
that  it  become  a part  of  the  niles  and  regula- 
tions. Following  discussion,  the  Speaker  lailed 
this  matter  would  be  refen-ed  to  Reference  Com- 
mittee No.  6 — Public  Health. 

— Letter  from  Dr.  Harley  E.  Andereon,  Omaha. 
— Report  on  Forand  Bill. 

— Report  on  Health  Insurance  Council. 

At  this  time  Mr.  Smith  introduced  Mi’.  H.  Martin 
Baker,  Consultant,  Dirision  of  Field  Sei'V’ice,  Amer- 
ican Medical  Association. 

Mr.  Baker  stated  he  wished  other  states  had 
been  working  half  as  well  as  Nebraska;  that  the 
only  thing  he  was  afraid  of  was  that  the  mem- 
bers would  become  too  relaxed  in  their  efforts  to 
defeat  the  Forand  bill.  He  stated  that  the  Sen- 
atoi-s  and  Representatives  from  Nebraska  had  all 
been  contacted,  and  were  against  the  bill,  but  that 
they  should  be  contacted  as  to  the  feeling  of  indi- 
vidual members,  and  their  relatives  and  friends. 
He  urged  the  members  of  the  House  of  Delegates 
to  write  letters,  and  contact  others  in  their  com- 
munity to  write  letters  against  the  passage  of 
the  Forand  bill.  He  said  this  was  most  important, 
and  should  be  done  immediately;  that  the  Sen- 
ators and  Representatives  had  already  received 
much  correspondence  and  many  telegrams  from  peo- 
ple who  were  for  the  passage  of  the  bill,  and  it 
was  necessary  that  the  members  register  their 
disapproval,  and  do  it  immediately.  He  explained 
some  of  the  objectionable  pai’ts  of  the  bill,  and 
said  a program  of  education  of  the  public  was 
necessary,  as  he  had  found  the  majority  of  people 
did  not  understand  what  the  bill  provided.  He  said 
material  along  this  line  was  available,  and  he 
again  urged  all  the  members  to  start  immediately, 
both  to  educate  the  public  regarding  the  bill,  and 
get  letters  written  to  Washington  expressing  dis- 
approval of  the  bill,  and  urging  its  defeat. 

Mr.  Smith  then  introduced  Mrs.  Mary  Churchill, 
who  has  replaced  Mrs.  Ruth  Mui’phy,  who  left  to 
be  married.  Mr.  Smith  also  introduced  Audrey 
Wheeler,  who  was  assisting  in  the  taking  of  the 
minutes  of  the  meeting. 

Life  Memberships 

Mr.  Smith  announced  receipt  of  requests  for  Life 
Memberships  as  follows: 

Box  Butte  County.. Joseph  Kuncl,  M.D.,  Alliance 
Omaha- 

Douglas  County.-  C.  C.  Hardy,  M.D.,  Omaha 
N.  S.  Mercer,  M.D.,  Omaha 
Glenn  D.  Whitcomb,  M.D., 
Omaha 

Seward  County J.  T.  Stanard,  M.D.,  Seward 


Mr.  Smith  stated  that  he  had  aiso  received  a 
letter  from  Dr.  J.  C.  Maly,  Fullerton,  requesting 
that  the  name  of  Dr.  C.  D.  Williams  of  Genoa 
be  placed  on  the  Life  Membership  list,  and  although 
the  name  of  Dr.  Williams  had  not  been  approved 
by  the  Council,  that  it  could  be  referred  to  the 
regular  committee  of  the  House  of  Delegates  and 
be  approved  without  Council  approval. 

Fifty-Year  Practitioners 

Mr.  Smith  announced  the  list  of  50-Year  Prac- 
titioners to  be  appi’oved  by  the  House  of  Delegates, 
as  follows: 

Cass  County O.  E.  Liston,  M.D.,  Elmwood 

Cheyenne-Kimball- 

Deuel  County W.  T.  Sloan,  M.D.,  Potter 

Gage  County J.  C.  Waddell,  M.D.,  Beatrice 

Lancaster  County R.  O.  Hummel,  M.D.,  Lincoln 

T.  F.  McCarthy,  M.D., 
Lincoln 

Nance  County C.  D.  Williams,  M.D.,  Genoa 

Omaha- 

Douglas  County T.  T.  Harris,  M.D.,  Omaha 

N.  S.  Mercer,  M.D.,  Omaha 
J.  M.  Shramek,  M.D., 

Long  Beach,  California 
R.  J.  Steams,  M.D.,  Omaha 

Richardson  County James  C.  Gillispie,  M.D., 

Falls  City 

The  Speaker  mled  the  Life  Memberships  and 
50-Yeai’  Practitioners  would  be  referred  to  Refer- 
ence Committee  No.  2 ■ — Council. 

Resolutions  Introduced 

Dr.  Warren  Bosley  was  given  permission  of 
the  floor,  and  announced  that  Hall  County  Medical 
Society  had  passed  a Resolution  concerning  the 
investigation  of  the  possibility  of  relocating  the 
State  Health  Department  facilities  in  Omaha. 

Dr.  R.  L.  Egan  was  given  pei-mission  of  the  floor, 
and  presented  the  following  Resolutions: 

RESOLUTION  I 

WHEREAS,  There  are  many  fees  in  the  Unifoi-m 
Fee  Schedule  for  Governmental  Agencies  (Work- 
mens Compensation  Fee  Schedule)  that  have  not 
been  changed  since  1948,  and 

WHEREAS,  The  Uniform  Fee  Schedule  and  Ad- 
visory to  Governmental  Agencies  Committee, 
chaired  by  Dr.  Paul  Maxwell,  is  working  upon  a 
completely  new  “Relative  Value  Study”  at  the 
present  time,  and 

WHEREAS,  Any  change  in  the  Fee  Schedule 
for  Governmental  Agencies  must  be  approved  by 
the  Nebraska  Compensation  Court,  for  use  in  Com- 
pensation cases. 

THEREFORE,  BE  IT  RESOLVED:  That  it 
would  be  unwise  to  approach  the  Compensation 
Court  with  a change  of  one  item,  and  it  is  hoped 
that  the  Unifomi  Fee  Schedule  Committee’s  “Rela- 
tive Value  Study”  will  result  in  a practical  guide 
from  which  a fee  schedule  can  be  developed,  and 
can  be  presented  to  the  Compensation  Court  for 
approval,  and 

BE  IT  FURTHER  RESOLVED:  That  a new 

Unifoi-m  Fee  Schedule  for  Governmental  Agencies 
be  developed  as  soon  as  the  “Relative  Value  Study” 
is  completed  and  approved  by  the  House  of  Dele- 
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gates  of  the  Nebraska  State  Medical  Association. 
That  the  general  format  of  the  California  “Relative 
Value  Study”  of  November  10,  1957,  Second  Edi- 
tion, be  followed,  and  that  the  “Relative  Value 
Study”  be  used  as  a guide  in  developing  the  new 
Uniform  Fee  Schedule  for  Governmental  Agencies. 

RESOLUTION  II 

WHEREAS,  universally,  the  medical  profession 
stands  fii-mly  on  the  premise  that  abortions  and 
sterilizations  for  control  of  population,  are  immoral, 
unethical,  and  criminal,  and 

WHEREAS,  it  has  been  brought  to  the  attention 
of  the  doctors  of  America  that  in  some  areas  such 
as  Hungary  “abortion  Committees”  to  authorize 
abortions  to  hold  down  an  increase  in  population 
have  been  formed. 

The  people  of  this  country  (Hungaiy)  are  en- 
couraged to  follow  these  dictates  of  their  leaders 
and  are  advised  there  will  be  better  housing,  schools, 
jobs  and  communities  in  genei-al  with  this  popula- 
tion control,  and 

WHEREAS,  such  practices  are  unequivocally  in 
opposition  to  the  dictates  of  God  and  the  ethics  of 
the  medical  profession. 

THEREFORE,  BE  IT  RESOLVED  that  the 
Omaha-Douglas  County  Medical  Society  go  on  rec- 
ord as  decrying  the  practice  of  population  control 
by  sterilization  and  abortion,  and 

BE  IT  FURTHER  RESOLVED  that  these  resolu- 
tions be  approved  by  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  and  for- 
warded to  the  House  of  Delegates  of  the  American 
Medical  Association  to  be  presented  at  their  meet- 
ing in  June,  1960. 

RESOLUTION  III 

WHEREAS,  legislation  to  provide  medical,  surgi- 
cal and  hospital  care  for  recipients  of  social  security 
benefits  has  been  proposed  in  a number  of  bills, 
and 

WHEREAS,  such  legislation  would  deprive  the 
individual  of  free  choice  of  insurance  carrier  and 
the  benefits  he  would  receive  and  the  premiums 
he  would  pay,  and 

WHEREAS,  the  present  tax  to  support  social 
security  is  already  scheduled  to  go  to  9%  and 
further  extension  of  this  tax  would  be  fiscal  suicide 
for  the  nation,  and 

WHEREAS,  programs  of  this  type  have  proven 
to  cost  several  times  more  than  the  amount  antici- 
pated and  would  increase  the  already  tremendous 
burden  imposed  on  this  and  future  generations,  and, 

WHEREAS,  surveys  to  determine  the  needs  of 
the  aged  have  been  incomplete,  inadequate  and 
proven  non-factual,  and 

WHEREAS,  present  studies  of  the  problems  of 
the  aged  that  are  underway,  are  nationwide  and 
will  extend  over  many  months  and  will  be  reported 
to  the  White  House  Conference  on  the  Aged  in 
January,  1961,  and 

WHEREAS,  the  present  pre-paid  health  insur- 
ance plans  have  shown  a phenomenal  gi-owth  and 
already  cover  45%  of  the  population  65  and  over 
and  by  1965  will  cover  approximately  60%,  and 

WHEREAS,  voluntaiy  health  insurance  is  the 
American  way  of  providing  for  one’s  future  health 
needs,  and 


WHEREAS,  those  who  are  medical  indigents  are 
a local  responsibility  and  not  the  responsibility  of 
the  Federal  Government,  and 

WHEREAS,  the  Forand  type  of  legislation  would 
produce  a type  of  “Political  Medicine”  which  would 
not  provide  good  medical  care  as  we  know  it  in 
this  country, 

BE  IT  THEREFORE  RESOLVED  that  the  Oma- 
ha-Douglas County  Medical  Society  does  strongly 
oppose  Forand-type  legislation  in  all  forms,  and 

BE  IT  FURTHER  RESOLVED  that  these  Reso- 
lutions be  approved  by  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association,  February 
28,  1960,  and  presented  to  the  American  Medical 
Association  House  of  Delegates  at  their  meeting 
in  June,  1960,  and  sent  to  all  State  Medical  Asso- 
ciations; to  the  Nebraska  Congressmen  and  Sen- 
ators; to  all  members  of  the  House  Ways  and 
Means  Committee;  to  Vice  President  Nixon  and  to 
President  Eisenhower. 

Following  discussion,  the  Speaker  iniled  the  Reso- 
lution w'ould  be  referred  to  the  proper  Reference 
Committees. 

Further  discussion  was  had  regarding  the  Forand 
bill. 

Dr.  J.  R.  Schenken  was  given  permission  of  the 
floor,  and  moved  that  some  positive  program  be 
set  up  that  all  the  members  could  use  a road-map 
to  carry  out  this  program  in  its  broadest  possible 
aspects.  Following  further  discussion.  Dr.  J.  R. 
Schenken  further  moved  that  the  Chair,  or  Pres- 
ident, or  somebody  appoint  some  soi't  of  special 
committee  to  draw  up  a blueprint. 

The  Speaker  announced  that  he  would  appoint 
Dr.  J.  R.  Schenken  as  Chairman  of  such  a special 
committee;  Dr.  Schenken  to  choose  the  other  mem- 
bers of  his  committee. 

Dr.  Horace  V.  Munger  was  given  pennission 
of  the  floor,  and  presented  the  following  Resolu- 
tion: 

WHEREAS,  Our  American  system  of  free  com- 
petitive entei’prise  has  produced  the  highest  stand- 
ards of  health,  high  quality  medical  care  and  edu- 
cational facilities,  and 

WHEREAS,  National  compulsoi-y  health  insur- 
ance would  constitute  a distinct  and  radical  de- 
parture from  that  system;  therefore  be  it 

RESOLVED,  That  the  Nebraska  State  Medical 
Association  does  hereby  go  on  record  against  any 
Forand-type  of  legislation  (HR  4700)  that  would 
amend  Title  II  of  the  Social  Security  Act  by  in- 
troducing a hospital  and  medical  benefit  thereby 
establishing  a national  system  of  compulsoiy  health 
insurance;  and  be  it  further 

RESOLVED,  that  this  resolution  be  presented 
to  the  House  of  Delegates  of  the  American  Medical 
Association;  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be 
fonvarded  to  our  senators  and  congressmen  in 
Washington. 

The  Speaker  announced  the  various  Reference 
Committees,  the  work  they  were  to  do,  and  the 
places  of  their  meetings. 

Dr.  K.  S.  J.  Hohlen  reported  on  the  Council 
of  Professional  Ethics. 

Dr.  Don  Steenbui-g  introduced  Mr.  Jack  Ryons 
of  the  A.M.E.F.  who  spoke  regarding  the  Foun- 
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dation,  and  the  medical  profession’s  efforts  to  pro- 
vide medical  education.  He  stated  that  during-  the 
year  1958,  approximately  25%  of  the  physicians  in 
the  State  had  contributed  an  average  of  $38.00 
to  Medical  Education  through  the  Foundation.  He 
stated  he  did  not  have  the  figure  for  1959  that 
was  contributed  direct  to  the  Medical  Education 
Foundation  from  the  doctors  in  Nebraska,  but  in 
1958  it  amounted  to  an  additional  $53,000.00,  which 
would  make  approximately  $65,000.00  fi’om  the 
physicians  in  the  state.  He  stated  the  total  amount 
received  from  Nebraska  was  $12,124.00;  that  they 
had  detennined  the  two  schools  in  the  State  would 
receive  approximately  $15,000.00  to  Creighton  and 
approximately  the  same  amount  to  the  University 
of  Nebraska.  He  suggested  that  in  some  states 
the  contributions  to  the  Foundation  were  added  on- 
to the  dues  which  the  doctors  paid  for  their  mem- 
bei’ship,  and  in  this  way  100%  of  the  doctors  con- 
tributed. This  however,  was  not  considered  a vol- 
untary conti'ibution,  as  it  was  more  in  the  sense 
of  an  assessment,  and  some  objections  had  been 
voiced  to  this  procedure.  He  stated  that  the  Foun- 
dation in  no  way  pi'ohibits  schools  fi'om  soliciting 
funds  directly  from  their  alumni.  He  stated  that 
the  dues  increase  program  was  a good  program, 
and  raised  a lot  of  money  for  Medical  Education, 
and  that  the  pui*pose  of  the  Foundation  was  to 
support  medical  education  with  cash.  He  also  stat- 
ed that  in  many  states  the  doctors  who  contributed 
could  designate  the  school  to  which  they  wished 
their  contribution  to  be  refen-ed. 

Mr.  M.  C.  Smith  announced  that  he  had  a sup- 
plementary Resolution  that  had  been  handed  him 
from  the  American  Academy  of  General  Practice. 
Nebraska  Chapter,  as  follows: 

RESOLUTION 

“This  resolution  concerns  the  woi'ding  of  the 
regulation  concerning  two  physicians  required  to 
scnab  for  surgery  which  will  become  effective  July 
1,  1960.  Be  it  resolved  that  the  wording  of  this 
regulation  be  changed  from  surgery  to  elective 
surgery. 

“It  was  the  opinion  of  the  Board  of  Directors 
that  the  Resolution  was  well  founded  and  its  pur- 
pose for  the  protection  of  the  physician  and  the 
patient  likely  needed.  It  was  the  opinion  of  the 
group  that  there  are  certain  instances  where  an 
emergency  would  arise  where  one  physician  would 
be  required  to  take  care  of  the  situation  in  which 
there  would  be  a marked  hazard  in  delay  in  pro- 
curing a second  physician  and  that  in  such  an  emer- 
gency no  provision  is  made  in  this  regulation,  al- 
though it  may  be  implied,  the  wording  is  inexact. 
Any  surgery  scheduled  in  advance  is  presumed  to 
be  elective  surgery  and  not  on  the  basis  of  an  emer- 
gency.” 

The  Speaker  imled  this  Resolution  would  be  re- 
ferred to  Reference  Committee  No_  6 — Public 
Health. 

At  this  point  the  meeting  was  adjourned  for 
lunch  and  committee  meetings,  and  the  Speaker 
announced  the  general  meeting  would  be  recon- 
vened at  2:45  p.m. 

At  2:45  p.m.,  the  meeting  was  again  called  to 
order  hy  Dr.  J.  B.  Chi'istensen,  Speaker. 

Remarks  Re  State  Board  of  Health 

Dr.  Maurice  D.  Frazer  was  given  permission  of 


the  floor,  and  stated  he  would  like  to  make  a short 
report  on  the  Stewardship  of  the  Board  of  Health. 
He  stated  that  at  the  present  time  the  State  Board 
of  Health  was  already  preparing  for  the  new  ses- 
sion of  the  Legislature,  and  he  asked  that  all  mem- 
bers, when  they  go  home,  vei-y  carefully  visit  with 
their  prospective  candidates  regarding  all  matters 
of  medicine.  He  stated  that  at  the  present  time  they 
were  making  a study  in  the  Department  of  Health, 
as  to  what  they  might  do  in  order  to  improve  its 
seiwices  to  the  public,  and  to  the  members  as  physi- 
cians; That  this  study  was  being  made  in  two 
ways:  (1)  They  were  cari-ying  on  a study,  or  the 
U.S.  Public  Health  Seiwice  was  carrying  on  a study, 
by  reviewing  the  workings  of  the  Department  of 
Health.  He  stated  this  had  been  done  in  other 
states  recently;  that  certain  recommendations  were 
made  as  a result  of  this  study  and  are  now  being 
put  in  operation,  to  improve  the  services  of  the 
State  Department  of  Health  to  the  members  of  the 
profession;  (2)  the  State  Department  of  Health 
is  also  making  a study  to  work  out  ways  to  im- 
prove its  seiwices,  and  they  need  infonnation  to 
cany  out  this  work.  He  stated  it  was  their  desire 
to  make  reports  on  their  progress,  and  suggested 
they  be  given  an  opportunity  to  do  this  at  the  next 
state  meeting. 

Reports  of  Reference  Committees 

The  Speaker  announced  that  all  the  Reference 
Committees  had  not  returned  to  the  general  meet- 
ing, but  if  there  was  no  objection,  he  would  go  ahead 
with  the  reference  committee  reports. 

Report  of  Reference  Committee  No.  1 — Officers, 
was  called  for,  and  Dr.  Richard  Egan,  Chainnan, 
gave  the  following  report: 

The  report  of  the  Delegate  to  the  North  Central 
Medical  Confei’ence  has  been  re-viewed,  and  we 
recommend  approval  of  this  report,  and  I so  move. 

Motion  duly  seconded,  and  carried. 

The  feport  of  the  Editor,  as  printed,  and  as 
amended  in  the  minutes  of  the  Board  of  Councilors, 
was  considered,  and  the  amendment  providing  for 
an  increase  in  the  subscription  rate  of  the  Jounial 
to  $5.00  per  year  was  considered.  We  recommend 
approval  of  this  report,  and  its  amendment,  and  I 
so  move.  I also  wish  to  commend  the  Editor  for 
his  continuing  improvement  in  the  Joumal. 

The  motion  was  seconded  by  Dr.  Maui-ice  D. 
Frazer,  and  carried. 

The  report  of  the  Executive  Secretaiy  was  con- 
sidered, and  we  recommend  its  approval,  and  I 
so  move.  I also  wish  to  commend  the  Executive 
Secretary  for  his  efforts. 

The  motion  w'as  seconded  by  Dr.  D.  B.  Steen- 
burg,  and  carried. 

The  report  of  the  Veterans  Committee  has  been 
reviewed,  and  we  recommend  approval  of  the  report, 
which  is  as  follows: 

“1.  A survey  of  physicians  in  central  Nebraska 
revealed  that  12.2  patients  per  M.D.  per  year  were 
admitted  to  Veterans  Hospitals  for  non-seiwice 
connected  disabilities.  Veiy  few  of  these  were  in- 
digent and  many  had  hospital  insurance. 

“2.  About  857c  of  patients  admitted  to  Veter- 
ans Hospitals  are  non-service  connected  disabilities. 
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“3.  Staffing  of  Veterans  Hospitals  has  helped 
create  a shortage  of  nurses  in  Private  Hospitals. 

“4.  The  ciy  for  more  M.D.’s  in  private  prac- 
tice, etc.,  could,  to  some  extent  be  relieved  by  re- 
habilitating these  staffs. 

“In  view  of  these  facts,  we  of  the  Veterans  Com- 
mittee would  like  to  present  the  following  resolu- 
tion for  your  consideration: 

WHEREAS  more  than  85%  of  the  patients  in 
Veterans  Hospitals  are  non-service  connected  dis- 
abilities; and 

WHEREAS  the  claim  that  these  are  indigent  pa- 
tients is  mere  fiction;  and 

WHEREAS  these  sei'vdces  cost  the  Federal  Gov- 
ernment about  a billion  dollars  annually;  and 

WHEREAS  the  doctors  and  nui’ses  employed  by 
these  facilities  are  needed  in  private  practice,  local 
hospitals,  and  industiy: 

We,  the  members  of  the  Veterans  Committee,  go 
on  record  as  desiring  a congressional  investiga- 
tion so  that  these  abuses  can  be  aired  before  all 
of  our  citizens.” 

Motion  was  then  made  by  Dr.  Egan  for  the  ac- 
ceptance of  this  report. 

Following  discussion.  Dr.  Egan  stated  that  actu- 
ally what  the  Reference  Committee  recommends  is 
that  the  report  of  the  Veterans  Committee  be  ap- 
proved by  the  House  of  Delegates;  that  if  this  is 
approved  here,  then  the  next  item  from  the  Refer- 
ence Committee  would  be  that  the  Maiyland  So- 
ciety be  infoiTned  of  this  action. 

The  motion  for  approval  of  the  report  was  sec- 
onded by  Dr.  D.  B.  Wengert,  and  carried. 

Dr.  R.  L.  Egan  then  reported  that  the  reference 
committee  had  considered  the  letter  from  Mary- 
land Society,  and  since  the  immediately  pi’eceding 
report  had  been  approved,  the  reference  commit- 
tee recommended  that  the  Maryland  Society  be 
so  notified,  and  he  so  moved.  The  motion  was  sec- 
onded by  Dr.  R.  R.  Andersen,  and  carried. 

The  report  of  the  Council  on.  Professional  Ethics 
as  given  by  Dr.  K.  S.  J.  Hohlen,  had  been  consid- 
ered, and  the  committee  recommended  its  approval, 
and  it  was  so  moved.  The  motion  was  seconded  by 
Dr.  L.  S.  McNeill,  and  carried. 

Motion  was  made  by  Dr.  R.  L.  Egan,  and  sec- 
onded by  Dr.  D.  J.  Bucholz,  that  the  report  of  the 
Reference  Committee  No.  1 be  approved.  Motion 
carried. 

Report  of  Reference  Committee  No.  2 — Council, 
was  called  for,  and  Dr.  L.  S.  McNeill,  Chaiirnan, 
made  the  following  repoiT: 

We  were  asked  to  consider  the  Annual  Audit, 
Pages  3 to  13  of  the  brochure,  and  we  have  re- 
viewed this  audit  and  recommend  that  you  ac- 
cept the  audit  for  the  year,  and  I so  move.  The 
motion  was  seconded  by  Dr.  John  T.  McGreer,  and 
carried. 

The  repoil  of  the  Board  of  Ti-ustees,  on  Page  14 
of  the  brochure  has  been  reviewed,  and  we  recom- 
mend that  this  report  be  accepted,  and  I so  move. 
The  motion  was  seconded  by  Dr.  Maurice  D.  Frazer, 
and  carried. 

The  report  of  the  Hospital  and  Professional  Re- 
lations Committee,  Page  44  of  the  brochure,  has 


been  reviewed,  and  we  recommend  the  report  as 
printed  be  accepted,  and  I so  move.  Motion  was 
seconded,  and  carried. 

The  report  of  the  Delegate  to  the  A.M.A.  This 
is  a veiy  excellent  report,  and  you  should  all  read 
it,  and  the  recommendations  therein.  This  report 
is  veiy  worthwhile,  and  is  can-ied  on  Pages  23  to 
27  of  the  brochure.  Your  reference  committee 
would  like  to  recommend  this  report  be  accepted, 
and  I so  move,  unless  Dr.  McCarthy  has  something 
he  wants  to  say. 

Dr.  J.  D.  McCarthy  was  given  permission  of  the 
floor,  and  suggested  that  eveiyone  read  the  report; 
that  he  would  be  happy  to  try  to  answer  any  ques- 
tions regarding  it;  that  this  matter  had  been  some- 
thing that  had  been  skimmed  over  in  the  past; 
that  nobody  seemed  interested  in  reading  it,  or  ask- 
ing any  questions  about  it;  and  that  the  recom- 
mendations contained  in  the  report  were  from  the 
A.M.A. 

The  motion  for  acceptance  of  the  report  was  sec- 
onded by  Dr.  D.  J.  Bucholz,  and  carried. 

Dr.  McNeill  reported  on  the  Life  Memberships 
and  50-Year  Practitioners,  as  follows:  You  will 

recall  this  moming  the  imles  were  suspended,  and 
the  recommendation  of  the  Nance  County  Society 
that  Dr.  C.  D.  Williams  of  Genoa  be  added  to  the 
list  of  Life  Memberships  and  50-Year  Practitioners, 
and  therefore  we  have  included  his  name  on  the  list. 

I move  the  acceptance  of  the  report  on  Life  M^em- 
berships  as  follows: 

Box  Butte  County:  Joseph  Kuncl,  Alliance. 

Omaha  - Douglas  County  Society:  Dr.  C.  C. 

Hardy,  Omaha;  Dr.  Nelson  S.  Mercer,  Omaha;  Dr. 
Glenn  D.  Whitcomb,  Omaha. 

Sewai-d  County  Society:  Dr.  J.  T.  Stanard,  Sew- 

ard. 

Nance  County  Society:  Dr.  C.  D.  Williams, 

Genoa. 

The  motion  that  life  memberships  be  granted 
to  the  above  named  doctors  was  seconded  by  Dr. 
R.  E.  Harry,  and  carried. 

I move  the  acceptance  of  the  report  on,  50-Year 
Practitioners  as  follows: 

Cass  County  Society:  Dr.  0.  E.  Liston,  Elmwood. 

Cheyenne-Kimball-Deuel  County  Society:  Dr.  W. 

T.  Sloan,  Potter. 

Gage  County  Society:  Di’.  J.  C.  Waddell,  Be- 

atrice. 

Lancaster  County  Society:  Dr.  R.  O.  Hummel; 

Dr.  T.  F.  McCarthy,  both  of  Lincoln. 

Nance  County  Society:  Dr.  C.  D.  Williams, 

Genoa. 

Omaha-Douglas  County  Society:  Dr.  T.  T.  Har- 

ris, Omaha;  Dr.  Nelson  Mercer,  Omaha;  Dr.  J.  M. 
Shramek,  Long  Beach,  Calif oiTiia;  and  Dr.  R.  J. 
Steams,  Omaha. 

Richardson  County  Society:  Dr.  James  C.  Gillis- 

pie.  Falls  City. 

The  motion  that  50-Year  Practitioner  pins  be 
granted  to  the  above  named  doctors  was  seconded 
by  Dr.  D.  J.  Bucholz,  and  can-ied. 

Motion  was  made  by  Dr.  McNeill,  and  seconded 
by  Dr.  D.  J.  Bucholz  that  the  report  of  the  Refer- 


April,  I960 


217 


ence  Committee  No.  2 as  a whole,  be  accepted.  Mo- 
tion carried. 

Report  of  Reference  Committee  No.  3 — Constitu- 
tion and  By-Laws,  was  called  for,  and  Dr.  R.  E. 
Harry,  Chainnan,  made  the  following-  report: 

We  have  considered  the  report  of  the  Committee 
on  Constitution  and  By-Laws,  as  contained  on  Page 
41  of  the  brochure,  and  there  is  an  addition  to  that 
which  is  mentioned  in  the  brochure. 

Since  the  annual  meeting  in  Lincoln  there  had 
been  only  one  meeting.  This  meeting  was  felt  neces- 
sarj’  because  of  the  fact  we  have  had  several  minor 
questions  raised.  One  of  these  was  conceming  Chap- 
ter II,  Section  5,  in  the  third  paragraph,  where  it 
is  stated  that  the  Councilor  should  report  to  the 
Executive  Secretaiy  of  the  State,  the  names  of  all 
deaths  in  his  district,  occuring  during  the  preced- 
ing year;  and  that  this  report  be  in  the  hands  of 
the  Secretaiy  at  Lincoln  ten  days  before  the  An- 
nual Session.  This  is  a duplication  of  the  work 
included  in  the  duties  of  the  Secretary,  and  the 
committee  feels  it  would  be  wise  to  eliminate  that 
requirement  from  the  third  paragrraph  of  Section 
5,  Chapter  II,  and  we  recommend  the  adoption 
of  the  reports  as  published,  with  the  addition  I 
have  indicated,  and  I so  move.  The  motion  was 
seconded  by  Dr.  Walter  Benthack,  and  carried. 

Report  of  Reference  Committee  No.  4 — Volun- 
taiy  Prepayment,  was  called  for,  and  Dr.  John  T. 
McGreer,  Chairman,  made  the  following  report: 

Your  Reference  Committee  No.  4 moves  the  ac- 
ceptance of  the  Insurance  Committee  report  on  Page 
55.  Motion  seconded  by  Dr.  Maurice  D.  Frazer, 
and  carried. 

Motion  was  made  by  Dr.  John  T.  McGreer,  that 
the  Medical  Education  Committee  Report  on  Pages 
48  through  51  in  the  Annual  Audit  be  accepted. 
Motion  seconded  by  Dr.  Wanen  Bosley,  and  car- 
ried. 

Motion  was  made  by  Dr.  John  T.  McGreer  that 
$20.00  be  added  to  the  annual  dues  of  the  Nebraska 
Medical  Association  for  A.M.E.F.,  and  that  proper 
forms  be  supplied  to  membei's  to  designate  the 
school  to  which  contributions  are  to  be  made.  Mo- 
tion seconded  by  Dr.  WaiTen  Bosley. 

Following  considerable  discussion,  it  was  moved 
by  Dr.  J.  R.  Schenken,  and  seconded  by  Dr.  R.  E. 
Hariy,  that  the  assessment,  or  raise  in  dues  portion 
of  the  report  be  tabled  and  referred  to  Legal  Coun- 
sel of  the  Nebraska  State  Medical  Association  for 
their  opinion  as  to  whether  or  not  the  Association 
can  act  in  this  manner  under  the  Charter.  Motion 
carried. 

Motion  was  made  by  Dr.  John  T.  McGreer,  and 
seconded  by  Dr.  A.  J.  Offemian  that  the  Medical 
Education  Committee  Report  as  printed  on  Pages 
48  through  51,  be  accepted.  Motion  earned. 

Motion  was  made  by  Dr.  John  T.  McGreer,  and 
seconded  by  Dr.  D.  J.  Bucholz,  that  the  report  of 
the  Policy  Committee  on  Page  52,  be  accepted  as 
printed.  Motion  earned. 

Motion  was  made  by  Dr.  John  T.  McGreer,  and 
seconded  by  Dr.  R.  R.  Andersen,  that  the  Prepay- 
ment Medical  Care  Committee  report  on  Pages  53 
through  55,  be  accepted.  Motion  carried. 


Dr.  McGreer  further  i-eported  that  an  Addendum 
Report  was  also  submitted  to  this  report,  which 
is  as  follows: 

“For  the  first  time  the  Boai’d  of  Directors  of 
Blue  Shield  voted  that  Physician  members  may 
request  reimbui’sement  for  time  loss  from  their 
practice  on  Blue  Shield  business.  Compensation 
is  allowable  only  for  required  attendance  on  special 
business.  Regular  and  special  board  meetings  and 
the  annual  conference  of  Blue  Shield  Medical  Care 
Plans  are  to  be  excluded  from  such  reimbursement. 

“A  minority  of  members,  recognizing  that  the 
president  has  devoted  at  least  509f  of  his  time  dur- 
ing the  past  fifteen  years  to  Blue  Shield,  believed 
that  he  should  receive  an  annual  salaiy.  At  Dr. 
OffeiTnan’s  request  no  action  was  taken  on  com- 
pensation for  the  president. 

“While  this  is  a departure  from  past  ideas  it 
must  be  recognized  that  Board  members  have  given 
much  productive  time  from  their  practices  on  behalf 
of  Blue  Shield.  Therefore  they  are  desening  of 
some  reimbursement  under  special  circumstances. 
The  committee  is  in  agi'eement  and  recommends 
that  the  Society  accept  this  new  principal.” 

This  was  presented  before  the  council,  and  was 
accepted,  and  I now  move  its  acceptance  here.  The 
motion  was  seconded  by  Dr.  Horace  V.  Munger, 
and  carried. 

Motion  was  made  by  Dr.  John  T.  McGreer,  that 
the  report  of  the  Rural  Medical  Seiwice  Committee, 
printed  on  Pages  57  and  58  be  approved  and  ac- 
cepted. The  motion  was  seconded  by  Dr.  Warren 
Bosley,  and  carried. 

Motion  was  made  by  Di\  John  T.  McGreer,  that 
the  report  of  the  Uniform  Fee  Schedule  and  Ad- 
visoiy  to  Governmental  Agencies  report,  contained 
on  Pages  61  and  62  of  the  brochure,  be  approved 
and  accepted.  Motion  was  seconded  by  Dr.  Warren 
Bosley,  and  earned. 

Dr.  A,  J.  Offerman  was  gi-anted  permission  of 
the  floor,  and  said  he  noticed  the  report  refeired 
to  a relative  value  schedule,  and  he  thought  the 
proper  terminology  would  be  relative  value  study, 
and  that  he  would  like  to  amend  the  report  by 
changing  the  word  “schedule”  to  “study”  wherever 
it  appears  as  relative  value  schedule. 

Following  discussion,  it  was  moved  by  Dr.  A. 
J.  Offerman,  and  seconded  by  Dr.  Warren  Bosley, 
that  the  repoi-t  be  amended  to  substitute  the  word 
“study”  for  the  word  “schedule”  in  the  report; 
that  wherever  it  appeal's  as  “relative  value  sched- 
ule” it  should  read  “relative  value  study.”  Motion 
carried. 

The  motion  made  by  Dr.  McGreer  and  seconded 
by  Dr.  Bosley,  for  acceptance  of  the  report,  carried. 

Dr.  McGreer  reported  that  his  committee  was 
given  a resolution  in  reference  to  the  fee  schedule 
study  from  the  Executive  Board  of  the  Omaha- 
Douglas  County  Society,  and  he  moved  its  accept- 
ance as  read.  The  motion  was  seconded  by  Dr.  J. 
R.  Schenken,  and  carried. 

Dr.  McGreer  reported  that  his  reference  com- 
mittee recommends  that  the  relative  value  study, 
as  published  in  December,  1959,  and  in  Febi-uary, 
1960,  be  available  for  study  by  the  Unifoi-m  Fee 
Schedule  Committee  in  its  future  meetings.  The 
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motion  was  seconded  by  Dr.  Horace  V.  Hunger,  and 
carried. 

It  was  moved  by  Dr.  John  T.  McGreer,  and  sec- 
onded by  Dr.  H.  V.  Nuss,  that  the  report  of  Ref- 
erence Committee  No.  4,  in  its  entirety,  be  approved 
and  accepted.  Motion  carried. 

Report  of  Reference  Committee  No.  5 — Planning, 
was  called  for,  and  Dr.  R.  R.  Andersen,  Chairman, 
made  the  following  report: 

Committee  No.  5 discussed  the  report  of  the 
Committee  on  Aging,  and  recommends  its  accept- 
ance, and  I so  move.  Motion  seconded  by  Dr.  E. 
J.  Loeffel,  and  carried. 

We  also  considered  the  report  of  the  Committee 
on  Allied  Professions,  on  Page  33,  and  recommend 
its  acceptance,  and  I so  move.  Motion  seconded 
by  Dr.  E.  J.  Loeffel,  and  carried. 

The  report  of  the  Public  Relations  Committee  on 
Page  56  was  considered  by  the  reference  committee, 
and  I move  its  acceptance.  Motion  seconded  by 
Dr.  E.  J.  Loeffel,  and  carried. 

The  report  of  the  Advisory  Committee  to  M.C.H. 
was  considered,  and  I move  its  acceptance.  Motion 
seconded  by  Dr.  E.  J.  Loeffel,  and  carried. 

The  report  of  the  Maternal  and  Child  Health 
Committee,  on  Page  47,  was  considered  by  the 
Reference  Committee,  and  I move  its  acceptance. 
Motion  seconded  by  Dr.  E.  J.  Loeffel,  and  carried. 

The  report  of  the  Advisory  to  Auxiliary  Commit- 
tee, on  Page  33,  was  considered  by  the  Reference 
Committee,  and  I move  its  acceptance.  Motion 
seconded  by  Dr.  E.  J.  Loeffel,  and  carried. 

Reference  Committee  No.  5 was  given  the  Hall 
County  Resolution,  which  was  considered  very  care- 
fully, and  I would  like  to  read  it  to  you  again: 

BE  IT  RESOLVED  — That  the  Hall  County 
Medical  Society  hereby  instruct  its  delegate.  Dr. 
Warren  G.  Bosley,  to  investigate  the  possibility  of 
re-locating  the  State  Health  Department  facilities 
to  Omaha;  of  securing  the  integi’ation  of  these  fa- 
cilities with  the  University  of  Nebraska  College  of 
Medicine;  and  of  securing  supervision  of  these  fa- 
ficilities  by  a faculty  member  with  academic  re- 
quirement indicating  proficiency  in  Pathology,  Pub- 
lic Health  and  Hygiene,  or  Internal  Medicine. 

The  Committee  felt  it  was  due  to  some  mis- 
understanding in  the  wording  that  there  was  some 
objection.  We  wish  to  point  out  that  the  Commit- 
tee, after  due  study,  felt  they  should  only  recom- 
mend that  this  he  investigated,  and  not  that  the 
facilities  be  moved  to  Omaha,  but  that  the  matter 
be  investigated,  and  with  that  in  mind,  we  move 
its  acceptance.  Motion  seconded  by  Dr.  Warren 
Bosley. 

Dr.  Rogers  of  the  State  Department  of  Health 
was  granted  pel-mission  of  the  floor,  and  discussed 
this  matter  very  thoroughly. 

Following  considerable  discussion,  the  motion 
was  earned. 

The  Reference  Committee  also  considered  the  mo- 
tion of  Dr.  E.  E.  Koebbe,  relative  to  the  Intei-pro- 
fessional  Council,  and  presented  to  the  Council 


last  week,  and  the  House  of  Delegates  this  morn- 
ing, and  move  its  acceptance,  and  I so  move. 

At  the  request  of  Dr.  J.  R.  Schenken,  the  motion 
of  Dr.  E.  E.  Koebbe  was  read. 

Following  considerable  discussion,  it  was  moved 
by  Dr.  E.  E.  Koebbe  that  the  report  be  amended 
to  include  Podiatrists  and  strike  out  the  word 
“Dietetics.” 

Following  further  discussion,  the  motion  was 
lost. 

Motion  was  made  by  Dr.  J.  R.  Schenken,  and 
seconded  by  Dr.  R.  L.  Egan,  to  strike  the  word 
“Dietetics”  from  the  previous  motion.  Motion  car- 
ried. 

Motion  was  then  made  by  Dr.  R.  R.  Andersen, 
and  seconded  by  Dr.  E.  E.  Loeffel,  that  the  report 
as  amended,  be  accepted  and  approved.  Motion 
carried. 

Motion  was  made  by  Dr.  R.  R.  Andersen,  and 
seconded  by  Dr.  E.  E.  Loeffel,  that  the  report  of 
Reference  Committee  No.  5,  be  accepted.  Motion 
carried. 

Report  of  Reference  Committee  No.  6 — Public 
Health,  was  called  for,  and  Dr.  George  Salter, 
Chairman,  made  the  following  report: 

Reference  Committee  No.  6 considered  first  the 
report  of  the  Cardiovascular  Committee,  which  had 
no  report. 

Secondly,  we  considered  the  report  of  the  Con- 
tinuing Committee  on  Medical  Practice,  and  this 
committee  had  no  report.  However,  there  w,as  a 
recommendation  that  the  committee  be  discontinued. 
We  felt,  however,  the  committee  should  be  con- 
tinued, and  I so  move.  Motion  seconded  by  Dr.  H. 
V.  Nuss,  and  carried. 

Our  third  consideration  concerned  the  Committee 
on  Diabetes,  and  I move  the  acceptance  of  this  re- 
port as  published,  and  further  suggest  that  an  ef- 
fort be  made  for  a pilot  program  for  screening  of 
blood  sugar,  and  on  the  county  level,  or  some  sim- 
ilar areas,  a program  similar  to  that  carried  out 
at  the  State  Fair,  and  I so  move.  The  motion  was 
seconded  by  Dr.  H.  V.  Nuss. 

Following  considerable  discussion,  the  motion 
made  by  Dr.  Salter  regarding  a pilot  program, 
was  lost. 

Motion  was  made  by  Dr.  George  Salter,  and  sec- 
onded by  Dr.  H.  V.  Nuss,  for  acceptance  of  the 
Diabetes  Committee  Report,  was  can-ied. 

The  report  of  Dr.  McArdle,  Chairman  of  the  In- 
dustrial Health  Committee,  was  considered.  I move 
this  report  he  accepted  as  published,  and  we  sug- 
gest that  the  committee  proceed  with  the  steps 
necessary  to  provide  for  an  industrial  hygiene  pro- 
gram. Motion  was  seconded  by  Dr.  H.  V.  Nuss, 
and  canied. 

Motion  was  made  by  Dr.  George  Salter,  and  sec- 
onded by  Dr.  H.  V.  Nuss  that  the  report  of  the 
Joint  Committee  for  the  Improvement  of  the  Care 
of  the  Patient,  be  accepted  as  published.  Motion 
carried. 

Motion  was  made  by  Dr.  George  Salter,  and  sec- 
onded by  Dr.  D.  J.  Bucholz,  that  the  report  of  the 
Rehabilitation  Committee  be  accepted.  Motion  car- 
ried. 


April,  1960 


219 


Motion  was  made  by  Dr.  George  Salter,  and  sec- 
onded by  Dr.  D.  J.  Bucholz,  that  the  report  of  the 
Committee  on  Tuberculosis  be  accepted  as  pub- 
lished. Motion  carried. 

Motion  was  made  by  Dr.  George  Salter,  and  sec- 
onded by  Dr.  D.  J.  Bucholz,  that  the  report  of  the 
Committee  on  Venereal  Diseases  be  accepted.  It 
was  further  moved  by  Dr.  Salter,  and  seconded  by 
Dr.  Bucholz,  that  all  physicians  cooperate  in  re- 
porting cases  of  venereal  disease  to  the  Health  De- 
partment. Motion  carried. 

Motion  was  made  by  Dr.  George  Salter,  and  sec- 
onded by  Dr.  H.  V.  Nuss,  that  the  Resolution  of 
the  American  Cancer  Society  be  accepted.  Motion 
carried. 

RESOLUTION 

BE  IT  RESOLVED  THAT  THE  HOUSE  OF 
DELEGATES  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  APPRO\'U  THE  TEEN- 
AGE PROGRAM  ON  CIGARETTES  AND  LUNG 
CANCER  OF  THE  AMERICAN  CANCER  SOCI- 
ETY, NEBRASKA  DIVISION. 

THE  PROGRAM 

1.  Why  the  Society  is  concerned  with  cigarette 

smoking. 

Most  lung  cancer  patients  are  cigarette  smok- 
ers. 

Studies  show  that  10  times  as  many  cigarette 
smokers  as  nonsmokers  die  of  lung  cancer. 

The  lung  cancer  death  rate  has  gone  up  with 
alaiTning  rapidity  in  the  past  30  years  — an 
increase  of  953%. 

The  American  Public  Health  Association  esti- 
mates that  if  current  lung  cancer  death  rates 
continue,  more  than  a million  of  today’s  school 
children  will  die  of  lung  cancer  before  they 
reach  the  age  of  70. 

2.  Why  the  Society  addresses  teenagers. 

In  view  of  the  risks  of  cigarette  smoking,  the 
Society  believes  teenagers  should  have  an 
appreciation  of  the  hazards  involved  before 
potential  smokers  among  them  can  establish 
the  habit. 

3.  Why  the  program  will  be  centered  in  schools. 

Since  programs  of  health  education  are  well- 

established  in  the  schools,  the  Society  looks 
to  the  schools  for  leadership  and  cooperation 
in  developing  the  best  ways  of  presenting  the 
facts. 

4.  How  the  program  will  be  conducted. 

The  aim  of  the  program  is  to  teach  not  to 
preach.  A one-year  pilot  program  conducted 
by  the  Society  among  22,000  students  in  Port- 
land, Oregon,  high  schools  showed  that  teen- 
agers prefer  to  draw  their  owm,  conclusions 
based  on  rational  presentation  of  facts.  Least 
effective  as  an  educational  approach  was  an 
authoritarian  approach.  The  pilot  study  also 
showed  that  a rational  educational  program 
among  teenagers  actually  does  reduce  the 
number  of  new  smokers.  Although  the  effect 
in  one  school  year  is  small,  it  could  over  a 
foui’-year  period  amount  to  as  much  as  20% 
of  the  high  school  students.  A broad  com- 
munity program  wdth  strong  pai’ental  support 
could  well  yield  much  greater  impact. 


The  program  is  built  around  a color-sound  film- 
sti-ip  produced  by  the  American  Cancer  So- 
ciety. The  filmsti’ip  reviews  the  eridence 
linking  cigarette  smoking  with  lung  cancer 
and  examines  the  effects  of  chemical  com- 
pounds in  cigarette  tobacco  on  the  lung. 

A brief  questionnaire  will  be  available  for  use 
in  schools  to  record  smoking  levels  among 
students  before  the  program  is  launched  and 
when  it  is  completed. 

Other  materials  for  the  progi-am  include  a 
Teacher’s  Guide  with  references  and  sugges- 
tions, a leaflet  for  students  summarizing  the 
material  in  the  filmstrip,  and  a bulletin  board 
poster. 

5.  Why  the  Society  needs  parental  support. 

The  Portland  study  revealed  that  children’s 
smoking  behavior  is  significantly  related  to 
the  smoking  habits  of  their  parents.  The 
more  parents  smoke,  the  more  their  children 
are  likely  to  smoke.  The  study  suggested 
that  the  single  most  important  fact  in  chil- 
dren taking  up  smoking  is  their  parents’ 
smoking. 

The  Portland  study  found  that  about  % of  boys 
and  more  than  % of  girls  smoked  regularly 
and  most  of  them  smoked  eveiy  day.  Fur- 
ther, each  successive  school  grade  had  a high- 
er percentage  of  smokers. 

(From  the  Cancer  Committee  of  the  Nebraska 
State  Medical  Association.  Dr.  Earl  A.  Connolly, 
ChaiiTnan). 

Motion  was  made  by  Dr.  George  Salter,  and  sec- 
onded by  Di'.  H.  V.  Nuss,  that  the  Resolution  of 
the  American  Cancer  Society  be  accepted.  Motion 
carried. 

Motion  was  made  by  Di-.  George  Salter,  and  sec- 
onded by  Dr.  D.  J.  Bucholz,  that  the  report  of  the 
Committee  on  Proposed  Rules  and  Regulations  gov- 
erning medication  in  nursing  homes  and  homes  for 
the  aged  and  infirm,  be  accepted.  Motion  car- 
ried. 

Considerable  discussion  was  had  conceming  the 
proposed  Resolution  from  the  American  Academy 
of  General  Practice  concerning  two  physicians  be- 
ing present  during  surgery. 

Motion  was  made  by  Dr.  D.  J.  Bucholz,  and 
seconded  by  Dr.  J.  R.  Schenken,  that  this  matter 
be  tabled  temporarily  and  refemed  to  the  approp- 
riate standing  committee,  to  be  reported  at  the 
regpilar  Annual  Meeting  in  1960.  Motion  earned. 

Dr.  Salter  announced  that  he  had  made  an  er- 
ror in  reading  the  recommendations  of  the  Ref- 
erence Committee  on  the  report  of  the  Committee 
on  Proposed  Rules  and  Regulations  governing 
medication  in  nursing  homes  and  homes  for  the 
aged  and  infinn,  and  that  the  action  taken  on  that 
motion  should  be  reconsidered. 

Motion  was  then  made  by  Dr.  George  Salter, 
and  seconded  by  Dr.  John  Thompson,  that  the  re- 
port be  given  to  the  Committee  on  Aging  for  fur- 
ther study.  Motion  camied. 

Motion  was  made  by  Dr.  George  Salter,  and 
seconded  by  Dr.  D.  J.  Bucholz,  that  the  report  of 
the  Reference  Committee  No.  6 be  accepted.  Mo- 
tion carried. 
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Report  of  Reference  Committee  No.  7 — Miscel- 
laneous, was  called  for,  and  Dr.  T.  L.  Weekes 
made  the  following-  report: 

Motion  was  made  by  Dr.  T.  L.  Weekes  that  the 
Civil  Defense  Conference  Report  of  A.M.A.  be 
adopted  as  published  in  the  report.  The  motion 
was  seconded  by  Dr.  D.  J.  Bucholz,  and  carried. 

Motion  was  made  by  Dr.  T.  L.  Weeks,  and  sec- 
onded by  Dr.  J.  D.  Coe,  that  the  report  of  the 
Cancer  Committee  be  accepted.  Motion  carried. 

Motion  was  made  by  Dr.  T.  L.  Weekes  that 

the  report  of  the  Civil  Defense  and  Disaster  Com- 
mittee be  accepted  and  approved.  The  motion  was 
seconded  by  Dr.  J.  D.  Coe,  and  canned. 

Motion  was  made  by  Dr.  T.  L.  Weekes,  and 

seconded  by  Dr.  D.  J.  Bucholz,  that  the  report  of 
the  Nebraska  Traffic  Foundation  be  accepted.  Mo- 
tion carried. 

Motion  was  made  by  Dr.  T.  L.  Weekes,  and 

seconded  by  Dr.  D.  J.  Bucholz,  that  the  matter 
concerning  Medical  Assistants  be  tabled  and  re- 
fened  to  the  Standing  Policy  Committee.  Motion 
carried. 

Motion  was  made  by  Dr.  T.  L.  Weekes,  and 

duly  seconded,  that  the  recommendation  of  the 
U.  S.  Pharmacopoeial  Convention  be  adopted.  Mo- 
tion carried. 

Motion  was  made  by  Dr.  T.  L.  Weekes,  and  sec- 
onded by  Dr.  D.  J.  Bucholz,  that  the  resolution 
of  the  Omaha-Douglas  County  Medical  Society  re- 
garding abortions  and  sterilization,  be  accepted. 
Motion  carried. 

Motion  was  made  by  Dr.  T.  L.  Weekes,  and  sec- 
onded by  Dr.  J.  D.  Coe,  that  the  proceedings  of 
the  Board  of  Councilors  be  accepted.  Motion  car- 
ried. 

Motion  was  made  by  Dr.  T.  L.  Weekes,  and  sec- 
onded by  Dr.  D.  J.  Bucholz,  that  the  recommenda- 
tions of  Reference  Committee  No.  7 be  approved. 
Motion  carried. 

Report  of  Special  Reference  Committee  No.  8 
was  called  for,  and  Dr.  J.  R.  Schenken  made  the 
following  report: 

“Mr.  Chairman  and  Members  of  the  House  of 
Delegates. 

“You  open  your  big  fat  mouth,  and  you  have  got 
a job,  and  here  I am.  But  it  is  something  that  we 
are  all  concerned  about,  and  about  which  much 
has  already  been  done,  even  on  the  State  Level. 
Dr.  Monger’s  committee  has  already  seen  to  it  that 
a good  deal  of  information  has  been  sent  out  to 
eveiy  County  unit  in  the  State,  the  purpose  of 
which  was  to  infoiTn  the  physicians  as  to  the 
complications  of  the  enactment  of  any  type  of 
Forand  legislation,  which  is  before  Congress  today. 
In  each  county  there  was  a request  that  one  or 
two  key  legislative  men  be  appointed  to  spearhead 
the  attack  on  this  type  of  legislation.  And  in 
some  counties  there  was  action,  and  in  some  coun- 
ties there  was  no  action,  which  also  includes  Omaha- 
Douglas  County  Medical  Society. 

“This,  I think,  serves  to  notify  all  of  us  that  if 
our  physicians  are  not  personally  aware  of  the 
implications  of  this  legislation,  let  alone  being 
fully  aware  of  the  complications  of  compulsory 


paying,  included  in  the  Social  Security  Act,  how 
can  the  average  guy  on  the  street  know  anything 
about  it,  and  therefore  this  was  the  pui-pose  of  our 
association.  There  were  several  members  who  came 
to  our  meeting  separately,  stayed  a little  while, 
and  contributed  w'hatever  they  could,  and  left. 
We  were  tiying  to  formulate  some  sort  of  crash 
program,  within  the  limited  time  we  had.  We  are 
well  a-ware  this  is  not  a completed  and  even  well 
worked  out  program,  but  it  might  have  some  sug- 
gestions that  can  be  cairied  out. 

1.  We  feel  that  there  is  a need  for  continuing 
physician  education.  It  is  amazing  to  all  of  us 
how  often  you  meet  a physician  who  is  unaware 
of  the  provisions  of  this  type  of  legislation,  or 
of  the  background,  and  of  what  it  might  lead  to 
in  the  immediate  future.  So  that  would  be  num- 
ber one. 

2.  We  feel  this  is  peculiarly  a county  level  re- 
sponsibility, because  this  will  go  hand  in  hand  with 
the  program  that  is  being  carried  out  and  pro- 
moted by  the  A.M.A. 

3.  We  recommend  an  immediate  red  letter  be 
sent  out  from  the  state  office  to  all  members  of 
the  Nebraska  State  Medical  Association,  outlining 
in  one,  two  and  three  form,  these  things  we  are 
attempting  to  adopt  today,  whatever  they  might 
be,  in  order  to  initiate  this  program,  and  get  the 
information  out  to  the  public  as  to  what  it  means 
to  them. 

4.  We  believe  that  there  should  be  an  emer- 
gency meeting  held  of  the  County  Societies  imme- 
diately; not  at  the  earliest  possible  moment,  "but 
immediately.  We  found  out  from  people  coming 
into  our  committee  meeting  that  some  County  So- 
cieties may  not  have  only  one,  two  or  three  meet- 
ings, and  it  may  be  much  too  late. 

5.  We  believe  the  delegates  here  should  be  the 
indi-viduals  who  are  responsible  to  take  this  mes- 
sage right  back  to  tbeir  County  Society  Secretaries, 
or  Presidents,  or  somebody  who  is  responsible  in 
that  society,  and  say,  this  is  the  program  that  has 
to  be  carried  out,  and  has  to  be  carried  out  now. 

6.  The  next  suggestion  is  that  we  urge  the  Coun- 
ty Societies  to  promote  a public  discussion  of  this 
matter.  We  suggest  they  invite  civic  leaders,  stu- 
dents, teachers,  religious  leaders,  members  of  in- 
dusti-y  and  business  men,  and  so  on,  to  a panel 
discussion.  We  have  physicians  who  have  taken 
the  time  to  study  this  matter,  and  would  be  glad 
to  speak  on  it.  An  insurance  man  also  would  be 
very  helpful,  because  most  of  them  have  also 
studied  this  mattez’,  and  know  all  about  it.  This 
panel  could  consist  of  a religious  leader,  a teacher, 
and  somebody  else  who  obviously  has  no  vested 
interest  at  all,  and  they  can  speak  much  more  free- 
ly and  effectively  on  this  than  a doctor,  although 
the  doctor  certainly  should  be  there  and  be  ready 
to  talk  or  answer  questions,  but  this  is  a peculiarly 
delicate  situation  and  should  be  handled  cax-efully. 

7.  We  feel  the  physicians  in  each  of  the  coun- 
ties should  be  urged  to  include  this  small  pamphlet, 
w'hich  has  been  published,  and  w'hich  gives  us  a 
very  valuable  resume  of  the  information  about 
the  Forand  bill,  and  this  should  be  included  in  the 
doctor’s  billing  immediately.  It  should  also  be 
handed  out  to  patients  personally,  with  the  explan- 
ation that  it  is  an  important  thing  for  them  to 
know  and  do,  if  they  want  you  to  remain  as  their 
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physician,  and  for  them  to  write  their  congress- 
men immediately;  that  they  don’t  have  to  write  a 
lot,  or  write  a lot  of  falderal,  but  just  tell  them 
to  write  one  or  two  things,  in  their  very  own  words, 
and  simply,  as  to  what  is  bad  about  this  legislation. 

8.  We  feel  you  physicians  should  appear  be- 
fore your  Hospital  Boards,  because  your  Hospital 
Boards  are  composed  of  your  business  and  civic 
leaders  in  your  community.  These  people  are  dedi- 
cated. Many  of  them  give  of  their  time  and  energy' 
to  see  that  money  is  raised  to  see  that  their  budget 
is  balanced  for  that  particular  hospital.  They  have 
great  influence  on  the  County  Boards,  and  many 
of  them  do  not  know  anything  about  this  bill.  I 
tried  it  out  on  my  own  Board  in  our  hospital,  and 
they'  didn’t  know  a damed  thing  about  it;  noth- 
ing about  its  implications.  Not  even  about  the 
tax  burden  it  is  going  to  impose,  which  might  even- 
tually' affect  the  hospital  itself. 

9.  We  should  appear  before  the  Hospital  Aux- 
iliaries of  our  hospitals,  and  the  Physicians’  Aux- 
iliaiy.  This  is  another  objective.  The  Auxiliary  of 
the  Hospital.  These  women  are  the  wives  of  the 
boai’d  members  and  are  interested  individuals  in 
that  particular  hospital,  and  they  should  attend  all 
the  meetings  of  the  P.T.A.  and  so  on  and  so  forth. 
Get  them  interested  in  this  program,  and  give 
them  infoiTnation,  and  be  sure  it  is  infonnation 
they'  can  use. 

10.  You  should  have  a suiwey'  of  your  sei'vice 
clubs  in  y'our  particular  community.  Find  out  who 
their  officers  are;  what  physicians  are  members 
of  such  clubs;  and  get  the  infoi'mation  out  to  them 
also.  That  is  your  Kiwanis  Club,  Rotary,  Opti- 
mists, Lions,  and  so  on  and  so  forth.  Find  out 
if  they'  know  about  this  Forand  Type  of  legislation, 
and  talk  about  it.  If  they  don’t  know  about  it. 
see  that  they  have  the  infoi'mation,  and  talk  about 
it,  and  give  the  infoi'mation  to  their  members.  This 
is  particularly  trae  of  your  local  Chambers  of  Com- 
merce. 

11.  We  talked  at  some  length  about  what  we 
should  do  about  the  nurses.  'Their  Association,  on 
the  National  Level,  has  voted  endorsement  of  the 
Forand  type  of  legislation.  Individual  nurses  know 
very  little  about  it.  The  ones  I talked  with  were 
shocked  when  they'  found  out  the  National  Organ- 
ization had  voted  for  this,  because  they  knew  noth- 
ing about  it.  We  would  suggest  that  be  a part  of 
your  county  program;  that  doctors  and  individual 
hospitals  be  designated  to  get  nursing  groups  to- 
gether and  tell  them  about  this  thing.  They  are 
vitally'  interested.  Tell  them  about  the  tax  poten- 
tial. We  must  intensify'  their  interest  in  this  mat- 
ter. We  can’t  just  assume  any'thing. 

12.  It  was  suggested  the  Nebraska  State  Med- 
ical Association  contact  our  state  and  national  com- 
mitteemen, both  Republican  and  Democratic.  As 
Nixon  announced  just  a short  time  ago,  we  can’t  af- 
ford to  be  partisan  any  moi-e,  except  to  one  thing, 
the  United  States  of  America.  That  is  the  only' 
thing  we  can  be  partisan  to.  We  must  inform  all 
these  people,  before  the  national  conventions,  how 
we  feel. 

13.  We  further  think  that  at  the  local  levels 
the  medical  groups  would  do  well  to  employ  some- 
body for  a period  of  six  weeks,  or  whatever  time 
is  necessary,  full  time,  to  activate  this  thing;  to 
appear  before  P.T.A.  members,  and  other  groups; 
to  get  this  infoi’mation  to  them.  We  do  not  have 


the  time,  and  we  need  persons  who  can  devote  their 
time  to  it.  Somebody'  has  to  do  the  spade  work. 
We  do  not  have  the  time,  but  we  do  have  a little 
money  to  hire  somebody  to  take  the  time,  once  we 
build  this  roadmap.  We  feel  if  the  insurance  peo- 
ple, and  the  Bar  Association,  and  others,  are  will- 
ing to  take  hold  of  this  thing,  we  want  to  help 
support  the  financing  of  such  an  endeavor. 

14.  We  should  have  periodical  and  frequent  test 
analy’sis  from  the  Nebraska  State  Medical  Asso- 
ciation offices.  I gave  Dr.  Offeiman  a whole  set 
of  test  analy'ses  which  I got  from  some  other  med- 
ical society.  These  are  just  one  little  small  page 
of  question  and  answer;  question  and  answer;  ques- 
tion and  answer.  It  will  be  interesting.  If  you 
send  them  out  y'ou  will  find  probably'  50%  of  them 
will  go  in  the  circular  file,  but  at  least  50%  will 
be  read. 

15.  If  there  is  a community  in  which  it  would 
be  appropriate  for  an  ad  to  appear  in  a newspaper, 
we  think  the  county  society  should  take  a look  and 
see  if  there  could  be  some  public  assistance,  on  the 
basis  of  information.  I don’t  think  we  could  make 
this  as  a blanket  recommendation,  for  all  county 
societies.  For  example,  I don’t  see  how  it  could 
go  in  Omaha,  with  the  tremendous  amount  of  labor 
trouble  we  have  there  now,  especially  since  this 
Wilson  strike  started.  And,  actually,  it  isn’t  settled 
y'et  by  a long  ways.  In  other  communities,  how- 
ever, an  ad  in.  the  newspaper  might  be  an  effective 
program. 

16.  And,  lastly,  we  want  to  remind  you  again, 
each  physician  must  be  inforaied,  and  must  get  the 
infoi'mation  and  material,  and  see  that  it  gets  to 
the  general  public.  You  can  get  reams  of  this  in- 
foi’mation. You  can  get  it  from  Mutual  of  Omaha; 
from  Woodmen  Accident;  from  the  A.M.A.;  and 
from  many  other  sources.  All  kinds  of  material 
is  available  to  you. 

Every'  member  here  in  this  House  of  Delegates 
should  appoint  himself  as  a local  representative 
and  go  back  and  cai’i'y  the  message  to  his  ow’ti 
community.  I said  this  matter  is  awfully  im- 
portant, and  I say  it  again.  Because  of  this  action 
here  today',  y'ou  will  be  an  official  representative 
of  the  Nebraska  State  Medical  Association,  to  see 
that  this  program  is  carried  out.” 

Following  discussion,  it  was  moved  by  Dr.  J.  R. 
Schenken,  and  seconded  by  Dr.  D.  J.  Bucholz  that 
the  plans  be  carried  out  as  outlined.  Motion  car- 
ried. 

Motion  was  made  by  Dr.  Schenken,  and  second- 
ed by  Dr.  Bucholz,  that  the  action  taken  at  the 
previous  meeting  on  the  fonner  Resolution  regard- 
ing the  Forand  bill,  be  reaffii’ined.  Motion  carried. 

Motion  was  made  by  Dr.  Schenken,  and  second- 
ed by  Dr.  Bucholz,  that  the  Resolution  of  the 
Omaha-Douglas  County'  Society  regarding’  the  For- 
and ty'pe  of  legislation,  be  adopted,  w’ith  special 
emphasis  that  its  suggestions  be  can'ied  out  im- 
mediately, so  that  it  can  be  distributed  immedi- 
ately. Motion  carried. 

Motion  was  made  by  Dr.  Schenken,  and  seconded 
by  Dr.  Bucholz,  that  the  report  of  Special  Refer- 
ence Committee  No.  8,  be  adopted  in  its  entirety. 
Motion  carried. 

Following  further  discussion,  there  being  no  fur- 
ther business  before  the  House,  the  meeting  was 
adjourned  at  5 o’clock  p.m. 
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Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1959,  and  submit  herewith  our  report.  Included  in 
the  report  are  the  following  exhibits  and  schedules: 

Exhibit  A — Analysis  of  Fund  Balances  — Year 
1959. 

Exhibit  B — Statement  of  Receipts  and  Disburse- 
ments — Year  1959. 

Schedule  B-1 — Statement  of  Receipts  and 
Disbursements — Annual  Session  — Year 
1959. 

Schedule  B-2 — Comparison  of  General  Ex- 
pense with  Budget  — Year  1959. 

Schedule  B-3 — Statement  of  Receipts  and 
Disbursements — Hall  of  Health  — Year 
1959. 

Exhibit  C — Statement  of  Investments  — Year 
1959. 

Schedule  C-1 — Statement  of  Investment 
Balances. 

Exhibit  D — Joumal  Accounts  Receivable  — De- 
cember 31,  1959. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1959  there  was  an  increase  in,  the 
balances  amounting  to  $6,112.18.  The  total  fund 
balance  on  December  31,  1959  was  $92,847.57,  and 
was  represented  by  cash  in  the  regular  account  at 
the  National  Bank  of  Commerce,  Lincoln,  Nebraska, 
of  $8,379.17,  cash  in  the  Investment  Account  at 
the  First  Tnast  Company,  Lincoln,  Nebraska  of 
$336.70  and  investments  of  $84,131.70. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this 
statement  the  incomes  and  expenses  have  been 
divided  into  three  classifications.  Under  the  head- 
ing of  General  Income,  the  principal  items  are  mem- 
bership dues  of  $41,615.00,  interest  collected  of 
$473.90,  Tnist  Account  income  of  $1,510.10,  and 
income  from  the  annual  session  of  $5,717.50.  The 
chief  items  of  income  for  the  Journal  during  the 
year  were  advertising  in  the  amount  of  $46,910.87 
and  subscriptions  of  $442.25. 

Other  receipts  include  cash  received  for  the 
American  Medical  Association  dues  of  $28,875.00, 
which  was  remitted  to  that  Association  as  shown 
under  Other  Disbursements  in  this  statement.  Unit- 
ed States  Savings  Bonds  in  the  amount  of  $3,500.00 
matured  during  the  year  and  were  cashed. 

The  disbursements  of  the  Association  are  divided 
into  the  same  classifications  as  the  receipts.  The 
total  amount  of  general  disbursements  was  $43,- 
278.09.  A comparison  of  these  items  with  the 


budget  items  approved  for  1959  is  shown  in  Sched- 
ule B-2.  Journal  expenses  for  the  year  totaled 
$41,216.17,  and  other  disbursements  were  $60,297.31. 
This  amount  included  American  Medical  Associa- 
tion dues  of  $28,875.00  and  the  purchase  of  United 
States  Savings  Bonds,  Series  H,  at  an  issue  price 
of  $3,500.00.  Additional  funds  of  $19,922.31  were 
placed  in  the  Trust  Fund,  $5,000.00  was  advanced 
to  the  Nebraska  Medical  Foundation,  and  a film  on 
“Safety”  was  purchased  at  a cost  of  $3,000.00.  The 
total  disbursements  during  the  year  were  $144,- 
791.57.  The  excess  of  disbursements  over  receipts 
for  1959  operations  amounted  to  $14,921.46. 

EXHIBIT  C 

The  changes  that  occurred  in  the  Investment  Ac- 
count during  the  year  are  shown  in  Exhibit  C. 
The  total  amount  of  the  investments  at  the  begin- 
ning of  the  year  was  $63,098.06.  Trust  Account  in- 
vestments were  increased  during  the  year  1959  in 
the  amount  of  $20,719.14.  This  increase  resulted 
from  a net  gain  of  $796.83  on  the  sale  of  securities 
and  the  investment  of  additional  funds  amounting 
to  $19,922.31.  The  net  increase  in  United  States 
Government  Bonds  held  by  the  Association  was 
$87.09.  Increases  in  the  savings  accounts  consisted 
of  1959  income  credited  to  principal  and  amounted 
to  $227.41.  The  total  of  the  increases  in  invest- 
ments was  $21,033.64,  and  the  total  amount  of  the 
investments  at  December  31,  1959  was  $84,131.70. 
A detailed  list  of  the  investments  at  the  beginning 
and  close  of  the  year  is  showm  in  Schedule  C-1. 

EXHIBIT  D " 

Exhibit  D is  a list  of  the  Journal  accounts  re- 
ceivable. Our  examination  of  the  accounts  receiv- 
able record  indicated  that  these  accounts  are 
amounts  receivable  for  advertising  during  the 
months  of  November  and  December,  1959.  This 
record  also  indicated  that  these  accounts  are  be- 
ing paid  currently.  As  the  Association  operates  on 
the  cash  basis,  these  items  are  not  taken  into  in- 
come until  cash  is  received.  We  did  not  confirm 
the  balances  of  these  accounts  by  independent  cor- 
respondence. 

SCOPE  OF  EXAMINATION  AND 
GENERAL  COMMENTS 

Receipts  for  the  year  were  traced  thi’ough  the 
books  and  into  the  bank  account.  In  addition,  tests 
were  made  of  letters  of  transmittal  tracing  the 
items  to  the  individual  members’  accounts.  An 
inspection  of  the  members’  cards  in  connection  with 
our  examination  of  the  receipts  indicated  that  all 
cards  issued  to  members  during  the  year  were  ac- 
counted for  on  the  books  of  the  Association.  The 
records  also  indicate  that  during  the  year  1959 
cards  were  issued  to  85  life  members,  for  which 
no  dues  w'ere  collected. 

Cancelled  checks  for  the  year  were  inspected 
and  compared  to  the  items  in  the  check  register. 
Invoices  and  creditors’  statements  were  examined 
covering  a selected  portion  of  the  disbursements. 
Minutes  of  the  trustees’  meetings  during  the  year 
were  examined  in  regard  to  authorization  of  sal- 
aries, budgets  and  other  disbursements.  The  bal- 
ances shown  as  cash  in  bank  were  confirmed  by 
direct  coirespondence  with  the  depositoi’y. 

Our  audit  also  included  an  inspection  of  securities 
owned  by  the  Association  at  the  close  of  the  year. 
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Balances  in  savings  and  loan  and  investment  ac- 
counts were  confirmed  by  correspondence. 

Subject  to  the  foregoing  comments,  it  is  our 
opinion  that  the  attached  statements  present  fairly 
the  financial  position  of  the  Nebraska  State  Medical 
Association  at  December  31,  1959,  and  the  results 
of  its  operations  for  the  year  then  ended.  Should 
any  additional  information  be  desired  conceming 
matters  which  fall  ^\^thin  the  scope  of  our  exam- 
ination, we  shall  be  pleased  to  supply  it  upon  re- 
quest. 

DANA  F.  COLE  AND  COMPANY. 


EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 


Year  1959 

Total  Fund  Balance.  Januarj-  1.  1959 $86,735.39 

Represented  by  : 

Cash — National  Bank  of  Commerce — 

General  Fund  $23,637.33 

Investments  — Exhibit  C 63.098.06 


$86,735.39 

Add : Net  Increase  in  Investments — 

Exhibit  C $21,033.64 

E.xcess  of  Disbursements  over 

Receipts  — Exhibit  B 14,921.46  6,112.18 


Total  Fund  Balances,  December  31.  1959 $92,847.57 

Represented  by : 

Cash — National  Bank  of  Commerce — 

General  Fund  $ 8,379.17 

Cash — First  Trust  Company — Investment  Fund 336.70 

Investments  — Exhibit  C 84.131.70 


Senior  Medical  Day 

Audit  Expense  

Attomej's’  Fees  

Office  Equipment  

Civilian  Defense 
and  Disaster  


516.00 

300.00 
10.00 

186.30 

196.30  43,278.09 


Journal : 

Salaries  13.674.72 

Publication  Expense 14,652.45 

Press  Clipping  Expense-  246.70 

Color  8.811.75 

Inserts  1,654.80 

Reprints  17.09 

Cuts,  Engraving  and 

Art  Work  393.21 

Cartoons  308.00 

Single  Wrapping  95.15 

Expenses  — Editor 833.20 

Cover  443.90 

Postage  54.00 

Medical  Specialists — 

Directories  31.20 


41.216.17 


Other  Disbursements  : 

A.M.A.  Dues  28.875.00 

U.S.  Treasury  Bonds 

Purchased.  Series  H 3.500.00 

Additional  Trust  Fund 

Investment  19.922.31 

Loan  tn  Nebraska  Medi- 

ical  Foundation  5.000.00 

Safety  Film  3,000.00  60.297.31 

TOTAL  DISBURSEMENTS $144,791.57 

EXCESS  OF  DISBURSEMENTS  OVER 
RECEIPTS  — YEAR  1959  $ 14.921.46 

CASH  BALANCE,  December  31,  1959 8,715.87 

Represented  by : 

Cash  in  National  Bank  of  Commerce. 

Lincoln.  Nebraska  $ 8.379.17 

Cash  in  First  Trust  Company.  Lincoln.  Nebraska.  336.70 


$92,847.57 


$ 8,715.87 


EXHIBIT  B: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year  1959 

Cash  Balance,  National  Bank  of  Commerce, 

Lincoln.  Nebraska.  Januarj-  1,  1959 $ 23.637.33 

RECEIPTS : 

General : 

Membership  Dues  $41,615.00 

Interest  Collected  473.90 

Trust  Account  Income 1,510.10 

Annual  Session- 

Schedule  B-1  5,717.50 

A.M..\.  Membership  Ex- 
pense Rebate  289.24  $ 49.605.74 


Journal : 

Advertising  46,910.87 

Subscriptions  442.25 

Copies  Sold  7.60  47,360.72 

Other  Receipts : 

A.M.A.  Dues  28,875.00 

Sale  or  Redemption 

of  Securities  3,500.00 

Formulary  — Sale  of 

Copies 3.00 

Reimbursement  for  Mem- 
bers' Travel  Expense-  525.65  32,903.65 


TOTAL  RECEIPTS  $129,870.11 

DISBURSEMENTS: 

General : 

Salaries  and  Soc. 


Sec.  Taxes  _ 

$19,449.58 

Travel 

1.387.83 

Office  Expense: 

Rent 

2.925.42 

Mimeopraph  

486.20 

Printins?  

719.23 

Postage  

1,468.93 

Telephone  and 

Telegraph  

1.436.55 

Miscellaneous  

1.021.67 

Councilor  Expense 

76.70 

Annual  Session  (Sched- 

ule  B-1)  

5,706.20 

Committee  Expense — 

Regular  

2,904.38 

Expendable  Supplies 

125.25 

Delegate.  A.M.A.,  and 

Hdqts.,  A.M.A.  

1,820.79 

Miscellaneous  Dues 

and  Travel  

1,235.33 

President’s  Expense 

1,305.43 
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SCHEDULE  B-1: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  ANT)  DISBURSEMENTS 
ANNUAL  SESSION 
Year  1959 

RECEIPTS : 

Exhibits  $4,700.00 

Banquet  1.012.50 

Registration  Fee  5.00 


Total  Receipts  $5,717.50 


DISBURSEMENTS: 


Printing  _ _ . 

Badges' 

Exhibitors'  Party 

.8  559.16 
61.75 
264.55 
509.75 

Refund  to  Exhibitor 
Reporter 

50.00 

279.45 

24.79 

858.00 

Guest  Speakers 
Auxiliary’  Expense 
Employees’  Expense 
Past  Presidents’  Breakfast 
Entertainment  and  Gratuities 

1,417.78 

35.00 

265.03 

13.80 

260.00 

279.83 

Sportsmen  Dav 
50-Year  Pins  _ _ 

President’s  Reception 
President’s  Award  - Plaque 
Suggestion  Award  — - Robert 

Grissom 

59.55 

36.56 

313.00 
16.20 

402.00 

Total  Disbursements  $5,706.20 

EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS— $ 11.30 

SCHEDULE  B-2: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 
Year  1959 

Actual  Unexpended 


Budget 

Expense 

Balance 

Salaries  and  Social  Security 

Taxes  

—$20,000.00 

$19,449.58 

$ 550.42 

Travel  - _ 

1,500.00 

1,387.83 

112.17 

Office  Expense: 

Rent  _ _ - 

- 2,930.00 

2,925.42 

4.58 

Mimeograph  . _ _ _ _ 

500.00 

486.20 

13.80 

Printing  - 

750.00 

719.23 

30.77 

Postage  

— 1.475.00 

1.468.93 

6.07 

Telephone  

— 1.440.00 

1,436.55 

3.45 

Miscellaneous 

1,025.00 

1,021.67 

3.33 

Council  EIxpense  

300.00 

76.70 

223.30 

Annual  Session  

— 6,000.00 

5.706.20 

293.80* 

Nebraska  S.  M.  J. 


Audit  Expense  

Attorneys’  Fees  

Office  Equipment  

President’s  Expense  

Committee  Expense  

Miscellaneous.  Dues,  Travel 

Delegrate  A.M.A.  

Senior  Medical  Day  

Civil  Defense  and  Disaster 

Expendable  Supplies  

Reappropriation  


.300.00 

300.00 

500.00 

10.00 

490.00 

200.00 

186.30 

13.70 

1,310.00 

1,305.43 

4.57 

2.905.00 

2,904.38 

.62 

1.240.00 

1,235.33 

4.67 

1.825.00 

1,820.79 

4.21 

520.00 

516.00 

4.00 

300.00 

196.30 

103.70 

500.00 

125.25 

374.75 

. 1,830.00 

1,830.00 

$47,350.00 

$43,278.29 

$ 4,071.91 

SCHEDULE  B-3  : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
HALL  OF  HEALTH 
Year  1959 

UNEXPENDED  BALANCE.  Bank  Balance. 

National  Bank  of  Commerce,  Lincoln,  Nebraska, 


January  1,  1959  $ 663.48 

RECEIPTS: 

Nebraska  Pharmaceutical  Association  $100.00 

Nebraska  State  Nurses  Association 100.00 

Nebraska  Heart  Association  100.00 

Nebraska  State  Radiological  Society 100.00 

Nebraska  Division  American 

Cancer  Society  100.00 

Nebraska  Tuberculosis  Association  100.00 

Nebraska  Blue  Cross  - Blue  Shield 100.00 

Nebraska  Society  for  Crippled  Children 100.00 

Nebraska  State  Medical  Association  300.00 

Nebraska  State  Dental  A.ssociation  100.00 

Nebraska  State  Department  of  Health 600.00 

Nebraska  Psychiatric  Institute  100.00 

Nebraska  Civil  Defense  Agency 100.00 

The  National  Foundation  100.00 

University  of  Nebraska  College 
of  Medicine  100.00  2,200.00 


$2,863.48 

DISBURSEMENTS : 

Exhibit  Space.  Nebraska  State  Fair $600.00 

Signs,  Decorations  and  Supplies 722.25 

Air  Conditioning,  Electricity  and 

Wiring  Supplies  87.76 

Clocking  190.00 

Advertising  71.00 

Freight  17.50 

Miscellaneous  102.36  1,790.87 


UNEXPENDED  BALANCE.  Bank  Balance. 

National  Bank  of  Commerce,  Lincoln, 

Nebraska.  December  31,  1959 $1,072.61 


NOTE : 

The  Hall  of  Health  is  jointly  sponsored  by  the  above  organ- 
izations and  the  records  are  kept  by  the  Nebraska  State 
Medical  Association.  However,  the  funds  for  this  project  are 
not  properly  a part  of  the  Association  funds,  and  are  kept 
in  a separate  bank  account. 

EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
Year  1959 

Total  Investments,  January  1,  1959  Schedule  (C-1)- $63,098.06 

INCREASES  IN  TRUST  ACCOUNT: 

Securities  Sold : 

100  sh.  Mission 

Corp.  $3,507.77 

Less  : Cost  of 
Mission  Corp. 

Stock  2,710.94 

Gain  on  Sale  $ 796.83 

Additional  Funds  Invested 19,922.31 


Net  Increase  in  Trust  Account $20,719.14 

INCREASES  IN  U.S.  GOVERNMENT  BONDS: 
Increase  in  Value: 

U.S.  Savings  Bonds, 

Series  J $ 87.09 

Bond  Transactions: 

U.S.  Savings  Bonds, 

Series  G.  Mat.  _ 3,500.00 
U.S.  Savings  Bonds, 

Series  H.  Pur.  _ 3.500.00 


Net  Increase  in  U.S. 

Government  Bonds  87.09 

INCREASES  IN  SAVINGS  ACCOUNTS: 


Omaha  Loan  and  Bldg.  Assn.__  92.21 
Conservative  Savings  and 

Loan  Assn.  75.14 

Nebraska  Central  Building  and 

Loan  Assn.  59.06 

Postal  Savings  1.00  227.41 


Net  Increases  in  Investments — Year  1959 $21,033.64 

TOTAL  INVESTMENTS,  December  31,  1959 $84,131.70 


SCHEDULE  C-1: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENT  BALANCES 


December  31,  1958  and  December  31,  1959 

TRUST  ACCOUNT:  (Stocks  and  Bonds 
at  cost  Value  in  Hands  of 
First  Trust  Company) 

Central  & Southwest  Corporation, 

100  Sh.  Common  

General  Electric  Company, 

120  Sh.  Common  

Houston  Lighting  & Power  Co., 

121  Sh.  Common  

Mission  Corp., 

100  Sh.  Common  

Standard  Oil  Co.  (New  Jersey), 

100  Sh.  Common  

Union  Carbide  Corp., 

40  Sh.  Common  

Outboard  Marine, 

100  Sh.  Common  

U.  S.  Steel, 

60  sh.  Common  

Sears  Roebuck  & Co.  Bonds, 

4%%  due  1983  

U.S.  Steel,  4%,  due  1983 

U.S.  Treasury  Bonds, 

2i/4^r,  due  6-15-62  

U.S.  Treasury  Notes, 

5%,  due  8-15-64  

TOTAL  TRUST  ACCOUNT 

U.S.  GOVERAMENT  BONDS: 

U.S.  Treasury  Bonds,  Maturity 

Value  $4,500  at  cost 

U.S.  Savings  Bonds.  Series  G 

U.S.  Savings  Bonds,  Series  H 

U.S.  Savings  Bonds,  Series  J (Cost 
$4,122.00,  Maturity  Value  $5,725.00)- 

at  Redemption  Value 

U.S.  Savings  Bonds.  Series  K 

TOTAL  U.S.  GOVERNMENT  BONDS 

SAVINGS  ACCOUNTS: 

Omaha  Loan  & Bldg.  Assn. 

Conservative  Savings  and  Loan  Assn. 

Nebraska  Central  Bldg.  C Loan  Assn._ 

Postal  Savings  Certificate  (Cost 
Value  $50.00)  

TOTAL  SAVINGS  ACCOUNTS  ___ 

TOTAL  TRUST  ACCOUNT  

TOTAL  U.S.  GOVERNMENT  BONDS 
TOTAL  SAVINGS  ACCOUNT 

GRAND  TOTAL  


12-31-1958 

12-31-1959 

..$  2,716.87 

$ 2,716.87 

..  3,623.35 

3,623.35 

3.898.08 

3,898.08 

2,710.94 

6,441.40 

6,441.40 

. 3.045.48 

3,045.48 

3,184.75 

6,118.08 

5,212.50 

5,212.50 

4.962.50 

4,962.50 

1,961.25 

1,961.25 

14,127.25 

..$34,572.37 

$55,291.51 

._$  4,402.14 

$ 4,402.14 

8,000.00 

4,500.00 

3,000.00 

6,500.00 

4,215.41 

4,302.50 

3.000.00 

3,000.00 

..$22,617.55 

$22,704.64 

. $ 2.436.71 

$ 2.528.92 

..  1,985.42 

2,060.56 

..  1,417.01 

1,476.07 

69.00 

70.00 

._$  5,908.14 

6,135.55 

. $34,572.37 

$55,291.51 

._  22,617.55 

22,704.64 

5,908.14 

6,135.55 

. $63,098.06 

$84,131.70 

EXHIBIT  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 


December  31,  1959 

Hotel  Paxton  $ 26.50 

H.  J.  Stoehr  22.00 

State  Medical  Journal  Advertising  Bureau 10,210.80 

Pogzeba  Art  Galleries  19.75 


$10,279.05 

REPORT  OF  BOARD  OF  TRUSTEES 

C.  N.  Sorensen,  M.D.,  Chairman.  Scottsbluff  ; A.  A.  Ashby, 
M.D.,  Geneva;  J.  M.  Woodward.  M.D.,  Lincoln;  M.  E.  Grier, 
M.D.,  Omaha ; R.  B.  Adams,  M.D,  Lincoln 

The  Board  of  Tmstees  met  during  the  interim 
session  in  Febi-uary,  during  the  Annual  Session  in 
April,  in  Septemher  and  in  December  for  purposes 
of  conducting  the  regular  business  and  special  busi- 
ness which  came  before  this  board. 

During  the  meeting  at  the  Annual  Session  in  April, 
C.  N.  Sorensen,  M.D.,  was  elected  as  chairman  of 
this  Board  of  Trustees. 

In  addition  to  supervising  the  regular  financial 
transactions  of  the  Nebraska  State  Medical  Associ- 
ation and  of  the  Journal  account,  the  Board  of  Ti-us- 
tees  during  the  past  year  did  consummate  a loan  to 
the  Medical  Education  Foundation,  chiefly  and  al- 
most exclusively  to  be  used  for  loans  to  needy  stu- 
dents in  their  junior  and  senior  years.  This  was 
done  at  the  direction  of  the  House  of  Delegates  and 
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is  anticipated  to  be  repeated  during  each  of  the 
next  five  years,  if  necessary. 

During  the  year  the  financing  and  completing  of 
the  fine  film  on  highway  deaths  came  about.  This 
was  of  interest  to  the  Board  of  Trustees  since  asso- 
ciation funds  were  used  for  this  very  worthwhile 
pui^pose.  The  members  of  your  Board  of  Trustees 
are  grateful  that  they  could  participate  in  this 
action. 

For  the  first  time  in  a long  time  this  Board  of 
Tnistees  voted  to  express  our  gratitude  to  our  secre- 
tary, Mr.  M.  C.  Smith,  in  the  fonn  of  a gratuity 
which  gratuity  although  not  large  in  amount,  we 
hope  does  help  ser\-e  to  express  the  appreciation  of 
this  Board  of  Ti-ustees  and  of  all  members  of  the 
state  association  who  are  familiar  with  the  fine 
work  he  has  done  and  continues  to  do  for  our  group. 

Once  again  we  are  able  to  obser\'e  a veiy  strong 
financial  position  of  your  Association,  and  are  grate- 
ful that  this  is  so  and  hope  that  it  shall  continue. 

Respectfully  submitted, 

C.  X.  Sorensen,  M.D. 

REPORT  OF  EXECUTIVE  SECRETARY 

The  committees  of  the  Association  have  again 
been  very  active  during  the  past  year  as  their  indi- 
vidual reports  on  the  follo^^ing  pages  will  indicate. 
The  following  is  a brief  resume  of  the  matters  dis- 
cussed and  acted  upon  by  these  busy  physicians  who 
gave  freely  of  their  time  and  talents. 

For  the  first  time  the  Association  has  officially 
approved  group  term  life  insurance  for  the  membei’S. 
The  Insurance  Committee  accepted  the  task  of  de- 
signing and  approving  of  such  a policy.  They  met 
on  numerous  occasions  to  inteiwiew  insurance  com- 
pany representatives  and  evaluate  the  many  policies 
submitted. 

The  company  chosen  to  provide  and  administer 
this  policy  was  the  Woodmen  Accident  and  Life 
Company  of  Lincoln,  X'ebraska.  The  plan  went  into 
effect  on  July  1,  1959.  The  present  number  of  poli- 
cies in  force  is  370.  Total  amount  of  the  fii-st 
semi-annual  premium  was  $19,518.57.  The  value  of 
this  policy  is  dramatized  by  the  death  of  one  of  our 
members  shortly  after  he  had  paid  his  first  premium 
of  $55.40.  Immediately  after  his  death,  his  wife  re- 
ceived a check  for  $10,000. 

This  policy  provides  excellent  protection  at  a low 
cost  to  the  individual.  The  Insurance  Committee  is 
to  be  commended  for  their  excellent  job  in  setting 
up  this  benefit  of  membership. 

Another  important  problem  facing  not  only  this 
state  but  the  entire  nation  is  the  aging  problem. 
The  Committee  on  Aging  of  the  State  Association 
has  been  working  diligently  during  the  past  year 
gathering  information  on  the  needs  of  the  aged  and 
developing  ground  work  programs  for  meeting  their 
medical  needs  and  providing  supervision  of  medical 
care  given  these  people  in  the  many  nursing  homes. 

A proposed  Relative  Value  Schedule  has  occupied 
the  agenda  of  the  Uniform  Fee  Schedule  and  Ad- 
rtsoiy  to  Governmental  Agencies  Committee.  The 
committee  has  done  a tremendous  amount  of  work 
in  accumulating  data  and  conducting  intersdews  with 
various  medical  groups  in  their  effort  to  produce  a 
workable  and  flexible  schedule.  More  work  will  be 
done  on  this  project  before  the  Annual  Session  in 
April. 


Other  committees  which  have  met  to  discuss 
matters  of  importance  are  Planning,  Rural  Medical 
Seiwice,  Medical  Service,  Public  Relations,  Venereal 
Disease,  Public  Health,  Policy,  Scientific  Session, 
Civil  Defense,  Diabetes,  and  Medical  Education. 

It  would  be  difficult  to  place  a value  upon  the 
amount  of  work  accomplished  by  the  members  of 
these  committees.  Their  efforts  and  decisions  are 
of  vital  importance  to  the  medical  profession  in 
Nebraska. 

NEBRASKA  MEDICAL  FOUNDATION,  INC. 

The  Foundation  had  a satisfying  yeai\  We  have 
been  able  to  complete  all  of  our  requests  for  loans, 
even  with  an  increased  demand  on  our  limited  funds. 

Early  in  the  year  it  became  evident  that  we  would 
not  have  sufficient  funds  to  complete  all  of  our  re- 
quests for  loans.  The  problem  was  presented  to  the 
House  of  Delegates  with  the  result  that  a loan  in 
the  amount  of  $5,000  was  made  to  the  Foundation 
by  the  Nebraska  State  Medical  Association.  This 
loan,  together  with  some  repaid  funds  from,  some  of 
our  boiTOwers,  made  it  possible  to  complete  our  re- 
quests for  loans.  It  is  the  hope  and  plan  of  the 
officers  of  the  Foundation  to  make  this  a revolving 
and  self  pei-petuating  fund  as  quickly  as  possible. 
It  will  take  some  additional  funds. 

During  the  past  year,  we  had  $2,656.40  returned 
to  the  fund  by  borrowers  repayment.  Donations 
amounted  to  $1,855.40,  a large  part  of  which  came 
to  us  in  lieu  of  flowers.  At  the  present  time  we 
have  $24,240.00  loaned  to  23  students.  The  South- 
west Nebraska  Medical  Society  sent  in  a donation 
of  $500.  We  have  had  some  fine  personal  donations 
from  physician  members  and  the  Auxiliary.  This 
fine  spirit  of  cooperation  will  pi-oportionately  hasten 
the  time  when  your  Foundation  will  be  self  support- 
ing, and  will  fulfill  the  objectives  which  you  have 
set  for  it. 

LEGISLATIVE 

The  past  year  was  a legislative  year  and  the 
Nebraska  Legislature  was  in  session  from  Januaiy 
6,  1959  to  June  27,  1959.  We  had  excellent  liaison 
with  the  Legislature  and  fine  cooperation.  This 
situation  is  due  largely  to  the  fact  that  many  of 
our  members  put  forth  considerable  effort  in  keep- 
ing in  close  touch  with  their  o\\ti  Senator  and  keep- 
ing him  infoiTned.  It  is  the  duty  of  the  Committee 
on  Medical  Seiwice  to  keep  in  touch  with  the  various 
bills  inti’oduced  that  in  some  way  touch  on  medicine 
and  medical  care.  The  bills  are  reviewed  by  the 
committee  and  approved  or  disappi’oved.  Frequently 
the  members  of  the  Legislature  inquire  as  to  certain 
bills  they  have  been  asked  to  introduce.  We  appre- 
ciate this  feeling  of  confidence  and  sincerely  hope 
that  it  will  continue  in  the  future  as  in  the  past. 
It  will  continue  if  our  members  will  keep  in  close 
touch  with  our  legislators.  Medicine  and  medical 
care  are  fields  that  are  foreign  to  most  of  our 
legislators  and  they  do  not  like  to  pass  on  them 
without  consultation  with  someone  in  whom  they 
have  confidence.  Their  own  personal  physician  is 
usually  the  source  of  that  information. 

MEDICARE 

Medicare  officials  in  Washington  have  announced 
the  restoration  of  several  benefits  which  were 
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eliminated  in  October,  1958.  The  sei’vices  restored 
as  of  January  1,  1960,  include  the  following  pro- 
visions: 

Treatment  for  patients  with  such  illnesses  as 
tonsilitis  and  hernia,  which  are  not  strictly  of  an 
emergency  nature  but  for  which  good  medical 
practice  dictates  prompt  attention. 

Care  for  acute  emotional  disorders  for  a period 
of  21  days  or  until  other  pi’ovision  for  more  pro- 
longed care  can  be  made. 

Treatment  of  injuries  on  an  outpatient  basis. 

Pre-  and  post-hospitalization  tests  and  proce- 
dures such  as  x-ray  examination,  have  been  re- 
stored in  cases  in  which  these  tests  eventually  lead 
to  hospitalization  of  the  dependent. 

Also,  the  $50  allowance  for  certain  post-hos- 
pitalization procedures  such  as  blood  transfusion 
for  a leukemia  patient  has  been  restored. 

Dependents  are  still  required  to  have  a pennit  for 
treatment  from  the  commanding  officer  of  the  base. 

PLACEMENT  SERVICE 

The  placement  service  at  the  headquarters  office 
continues  to  be  active  in  assisting  physicians  to 
locate  their  practice  in  the  state,  and  makes  avail- 
able to  them  a current  listing  of  communities  inter- 
ested in  obtaining  the  services  of  a physician. 

During  the  year  25  new  physicians  have  moved 
into  the  state  and  located  in  the  out-state  area.  We 
have  on  file  a number  of  communities  desiring  to 
locate  a physician  for  their  town,  but  there  does 
not  appear  to  be  an  area  which  is  not  adequately 
seiwed  by  the  medical  profession  at  this  time. 

HALL  OF  HEALTH 

In  1955  the  Public  Relations  Committee  of  the 
Nebraska  State  Medical  Association  approved  the 
idea  of  having  a Hall  of  Health  exhibit  at  the  Ne- 
braska State  Fair.  In  September  of  that  year  the 
first  Hall  of  Health  opened  its  doors.  It  was  housed 
in  a section  of  the  “Women’s  Building.”  There  was 
1,500  foot  of  floor  space  and  room  for  8 exhibits 
which  came  from  the  American  Medical  Association. 
Our  attendance  that  year  was  4,410  persons  for  the 
6-day  fair. 

At  the  1959  Nebraska  State  Fair  the  Hall  of 
Health  was  housed  in  the  Concession  Building  on  the 
“Main  Drag.”  The  exhibit  occupied  5,280  square 
foot  of  floor  space,  featured  23  exhibits  sponsored 
by  13  separate  organizations,  and  also  housed  an 
air-conditioned  motion  picture  theater.  The  attend- 
ance, 61,123  persons  during  the  6V^-day  fair. 

Here  are  some  additional  figures  of  interest  con- 
cerning the  exhibit.  Films  shown,  62  with  201  show- 
ings; total  persons  tested  at  the  Diabetes  booth 
were  3,244.  It  is  also  of  interest  to  note  that  255 
different  individuals  worked  in  the  exhibit  during 
the  fair  week  representing  many  professional  and 
volunteer  workers. 

This  exhibit  has  been  a most  successful  venture. 

“GRAVITY  OF  DEATH” 

We  are  extremely  pleased  with  the  wonderful 
response  the  public  has  given  the  Association  pro- 
duced film,  “Gravity  of  Death.”  This  filmi  was  made 
from  the  data  and  slides  on  highway  accidents  of 


Dr.  Ralph  Moore  of  Omaha  and  the  late  Dr.  Charles 
Marsh  of  Valley.  The  film  was  produced  by  the 
University  of  Nebraska  Photographic  Laboratory. 
It  is  a 24-minute  16mm  color  film. 

Since  the  release  of  the  first  reel  late  in  June 
of  1959,  there  have  been  81  showings  of  this  film 
to  an  audience  of  6,260.  The  film  has  gained  both 
state-wide  and  nation-wide  recognition,  and  has 
even  traveled  as  far  away  as  Alaska. 

In  November,  1959,  a notice  of  the  availability  of 
this  film  was  sent  to  all  high  schools  in  the  state 
and  almost  immediately  the  headquartei’s  office 
was  flooded  with  requests  for  this  film  by  school 
superintendents,  principals  and  driver  training  in- 
sti-uctors.  To  fill  these  requests,  we  have  9 reels  in 
constant  transition  between  the  office  and  organi- 
zations requesting  the  film.  Despite  our  best  efforts, 
we  have  a list  of  35  organizations  waiting  for  book- 
ing dates. 

The  tremendous  acceptance  and  demand  for 
“Gravity  of  Death”  is  most  gratifying.  This  filmi, 
produced  as  a public  service,  has  been  an  excellent 
tool  for  better  public  relations,  and  we  feel  that  it 
has  had  a profound  effect  upon  all  drivers, 
young  and  old,  who  have  had  the  opportunity  to 
view  this  dramatic  story. 

NEBRASKA  STATE  MEDICAL  JOURNAL 

The  Journal  needs  no  descriptive  report,  you  re- 
ceive it  each  month  and  it  most  assuredly  speaks 
for  itself. 

Its  continued  growth  and  upgrading  in  quality  of 
content  and  design  makes  it  a most  respectable 
Journal  which  repi’esents  the  official  publication 
of  the  Nebraska  State  Medical  Association. 


The  following  figures  repi’esent  growth  over  the 
past  three  years: 


Color 

B&W 

Total 

Gross 

Year 

Pages 

Pages 

Inserts 

Pages 

Income 

1957 

3251/2 

26314 

74 

Pgs. 

588% 

$36,604.14 

1958 

386 

2551/8 

118 

Pgs. 

6411/8 

42,497.07 

1959 

3961/2 

31814 

170 

pgs. 

715% 

53,793.39 

In  the  coming  year  further  changes  are  planned 
for  the  Journal  to  make  it  more  readable  and  attrac- 
tive to  the  membership.  We  sincerely  hope  that  it 
is  fulfilling  its  designated  purpose.  Your  comments 
and  suggestions  are  always  welcome. 

MAIL 

During  1959,  the  headquarters  office  handled 
44,088  pieces  of  mail.  8,296  pieces  of  mail  were 
incoming.  The  total  outgoing  mail  was  35,792. 

MEMBERSHIP 

On  the  following  page  are  the  usual  membership 


tables: 

TABLE  NO.  1 

Members  deceased 13 

Non-members  deceased 10  23 


Members  moved  out  of  state 24 

Non-members  moved  out  of  state  2 26 


49 

New  physicians  in  state — 

members  57 

Potential  members  24  81 


Net  gain 32 
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In  active  practice 1,355 

Retired,  but  eligible 9 

Members — December  31,  1958 1,264 

Members — December  31,  1959 1,273 


Net  membership  gain 9 

TABLE  NO.  2 
Licensed  physicians 

(last  file  count)  2,700 

Residing  out  of  state 1,088 

Members  1,267 

Associate  members  63 

Non-eligible  12 

Retired  9 

Non-members  eligible 76 

Unclassified  185  2,700 

(There  are  6 members  in  the  retired.  Veterans 


Administraiton  Sei-vice,  professors,  none  in  active 


or  Sei'\’ice  Status.) 

TABLE  NO.  3 

Members:  1,273 

Active  1,158 

Life  (7  in  deceased  column) 78 

Service  (given  Service 

Memberships  in  1959) 

Out  of  state 24 

Deceased  (7  Life  Members) 13  1,273 


On  October  1,  1960,  your  executive  secretary  will 
complete  twenty-five  years  of  service  to  the  Ne- 
braska State  Medical  Association.  It  has  been  a 
satisfying  experience.  The  friendships  fonned  over 
the  years  with  the  physicians  in  Nebraska  and 
nationally  are  highly  valued.  A wide  circle  of 
friends  and  acquaintances  and  the  opportunity  for 
service  has  been  most  gratifying.  I want  to  take 
this  opportunity  to  thank  each  and  eveiy  one  for 
your  assistance  and  cooperation  over  the  years. 
Your  intei-est  has  made  it  possible  for  important 
advances  in  the  field  of  medicine  and  medical  care. 

Respectfully  submitted, 

M.  C.  SMITH, 

Executive  Secretary 

REPORT  OF  THE  EDITOR 
The  Nebraska  State  Medical  Journal  has  continued 
to  grow  during  1959.  The  growth  has  been  in  re- 
sponse to  an  increase  in  material  offered  for  publi- 
cation and  in  material  which,  in  the  opinion  of  the 
editor,  should  be  publicized  for  the  benefit  of  the 
members  of  the  Association.  There  has  been,  also, 
a need  to  increase  the  amount  of  editorial  material 
to  match  the  constant  growth  of  the  advertising 
section.  There  is  a well  founded  theoiy  that  the 
number  of  pages  of  editorial  material  should  be  at 
least  approximately  equal  to  the  number  of  pages 
of  advertising.  To  the  advertiser  this  theory  be- 
comes of  practical  importance,  and  he  will  not  react 
favorably  to  a consistent  failure  to  maintain  the 
proper  ratio  between  these  two  parts  of  an  organ 
such  as  ours.  The  A.M.A.  insists  that  the  ratio  of 
pages  of  editorial  material  to  pages  of  advertising 
be  maintained  at  one-to-one  or  better,  in  the  Journal 
of  the  American  Medical  Association. 

During  1959,  we  published  632  pages  of  editorial 
material  as  compared  to  715  of  advertising.  The 
ratio  is  88.26  per  cent.  The  632  pages  consisted  of 
332  pages  devoted  to  scientific  and  special  articles, 
236  pages  of  “Organization  Section,”  24  pages  of 


editorials,  and  50  pages  of  “Current  Comment”  as 
filler  in  the  advertising  section. 

There  were  60  “Original  Articles.”  Of  these,  seven 
were  so-called  “Special”  articles.  Ninty-one  authors 
took  part  in  their  preparation. 

Our  cover  remains  unchanged.  We  have  continued 
to  introduce  a cover  differing  from  the  one  depicting 
our  great  capital  tower  in  color,  three  times  a year 
— April,  August  and  December.  This  is  done  so  that 
monotony  will  not  devalue  the  beauty  of  our  i-egular 
cover.  When  it  comes  back,  each  time,  it  strikes  the 
eye  with  fresh  beauty.  The  pictures  for  the  extra 
covers  depict  interesting  scenes  that  characterize 
our  state. 

A further  item  of  news  about  our  cover  is  that 
now  we  have  to  purchase  new  plates  from  which  to 
print  it.  It  does  not  seem  that  the  old  ones  can  be 
worn  out,  but  on  reflection  we  find  they  have  been 
in  use  since  1955,  and  from  them  moi'e  than  80,000 
covers  have  been  nan  off.  You  may  have  noticed 
the  deterioration  in  color  depiction.  This  is  due  to 
wearing  down  of  the  little  “dots.”  As  they  wear 
down  they  become  larger,  and  as  they  increase  in 
size  they  diminish  in  their  ability  to  depict  true 
colors. 

During  all  of  1959,  “CuiTent  Comment”  has  been 
of  high  grade  material,  not  “hand-outs.”  Copy  for 
this  has  been  collected  and  rewritten  in  suitable 
fonn,  mostly  from  editorial  material  in  other  state 
medical  journals,  largely  by  Associate  Editor 
Richard  Egan. 

The  format  of  the  Journal  as  a whole  has  not 
been  changed  markedly.  Suitable  markers  have 
been  introduced  to  make  it  easy  to  find  various 
sections,  such  as  “Articles,”  “Special  Article,”  and 
“Organization  Section.”  A new  typeface  has  been 
introduced.  It  is  more  trim  in  style  and  will  make 
i-eading  even  easiei-.  An  effort  is  being  made  con- 
stantly to  promote  ease  in  reading,  and  this  is  one 
of  those  changes. 

Cartoons,  in  modest  number,  have  been  used  this 
year.  It  is  the  trend  in  better  journals  and  maga- 
zines, and  there  are  but  few  people  who  do  not 
enjoy  a good  cartoon.  Experts  assure  us  that  present 
trends  are  definitely  toward  greater  use  of  the 
graphic  ai’ts  in  the  better  journals,  as  well  as  the 
addition  of  color  where  such  addition  enhances 
beauty  and  readability. 

In  the  more  recent  issues  of  the  Journal  each 
article  begins  at  the  top  of  a page.  The  effect  on 
the  psyche  of  the  author  and  the  reader  when  an 
article  begins  somewhei’e  below  the  top  of  the 
page  and  following  the  end  of  a proceeding  article 
may  be  difficult  to  explain  but  is  nonetheless  defi- 
nite. Such  positioning  down-grades  the  article  in 
the  eyes  of  the  prospective  reader  and  may  give  the 
author  a feeling  that  his  effort  is  considered  to  be 
of  inferior  grade. 

We  believe  the  index  Volume  44  (1959)  is  better 
than  in  past  years.  Indexing  is  almost  a science  in 
its  own  right,  and  perfection  in  this  exercise  is 
“hard  to  come  by.” 

I trust  I have  not  used  too  many  words  to  give 
you  too  little  information,  and  that  I have  not 
omitted  anything  of  great  importance. 

Respectfully  submitted, 
GEORGE  W.  COVEY,  M.D. 
Editor 
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DELEGATE’S  REPORT 
TRANSACTIONS  OF  THE  HOUSE 
OF  DELEGATES 

AMERICAN  MEDICAL  ASSOCIATION 
13TH  CLINICAL  MEETING 
December  1 - 4,  1959 
Dallas,  Texas 

From-  the  standpoint  of  hotel  and  auditorium 
accommodations  for  the  Clinical  Meeting  of  the 
American  Medical  Association  as  well  as  most 
sincere  hospitality  and  fruitful  efforts  on  the  part 
of  the  members  of  the  Texas  Medical  Association 
and  the  Dallas  County  Medical  Society  in  planning 
and  effecting  arrangements,  the  meeting  could  not 
have  been  improved.  Approximately  5,000  were 
registered  for  the  Clinical  Sessions,  over  half  of 
whom  were  physicians. 

The  Clinical  Sessions  opened  officially  on  Novem- 
ber 30,  but  for  some  of  us,  including  myself,  the 
opening  date  was  November  27.  December  1st  to 
3rd  found  the  House  of  Delegates  in  session,  the 
House  meeting  December  1st  and  3rd,  and  Reference 
Committees  of  the  House  on  December  2nd.  There 
was  a one  hundred  per  cent  attendance  of  the  208 
Delegates,  representing  the  fifty  States,  specialty 
sections  and  Government  services. 

Incidentally  I might  add  here  rather  than  later 
that  the  House  decided,  on  recommendation  of  the 
Speaker,  that  future  Interim  meetings  of  the  House 
will  be  held  on  Monday,  Tuesday  and  Wednesday 
rather  than  on  Tuesday,  Wednesday  and  Thursday. 
In  the  opinion  of  your  Delegates  this  is  a real  step 
forward  in  that  it  will  permit  Delegates  time  for 
attending  at  least  some  of  the  General  Sessions  as 
well  as  viewing  the  Scientific  and  Technical  Exhibits. 
It  must  be  remembered  that  many  members  of  the 
House  must  be  in  the  city  of  the  meeting  three  or 
four  days  prior  to  the  official  opening  because  of 
duties  incident  to  Council  and  Committee  responsi- 
bilities. 

Following  the  Call  to  Order  by  the  Speaker,  the 
Invocation  was  given  by  Dr.  Willis  M.  Tate,  Presi- 
dent of  Southern  Methodist  University.  The  Pre- 
liminary Report  of  the  Reference  Committee  on 
Credentials  and  the  Report  of  the  Reference  Com- 
mittee on  Rules  and  Order  of  Business  were  read 
by  the  respective  Chairmen  of  the  Committees  and 
approved.  The  Minutes  of  the  Annual  Session  held 
in  Atlantic  City,  June,  1959,  were  then  approved 
as  printed  in  the  Journal  of  the  American  Medical 
Association. 

The  next  Order  of  Business  was  the  naming  of 
the  1959  General  Practitioner  of  the  Year,  Chesley 
M.  Mai’tin  of  Elgin,  Oklahoma.  All  members  of  the 
House,  including  the  audience,  were  most  impressed 
with  the  achievements  of  Doctor  Martin,  not  only 
as  a general  practitioner  over  a period  of  44  years 
in  Elgin,  Oklahoma,  but  as  an  all-around  citizen  as 
well.  If  you  will  but  read  Doctor  Martin’s  biography 
(J.A.M.A.,  Dec.  19,  1959,  Vol.  171,  No.  16,  Page  147/ 
2225),  you  will  realize  why  this  man  of  medicine  has 
received  so  many  accolades  from  his  City  and  State 
and  now  one  of  the  outstanding  awards  of  the 
American  Medical  Association.  Doctors  Best,  Lein- 
inger  and  myself  were  in  full  accord,  in  discussing 
the  career  of  Doctor  Martin,  that  too  many  of  us 
in  the  practice  of  medicine  give  much  too  little 


attention  to  the  responsibilities  of  citizenship  and 
that  if  more  physicians  were  to  take  part  not  only 
in  medical  but  in  civic  affairs  as  well,  the  practice 
of  medicine  as  a whole  would  be  greatly  benefited. 

Next  in  order  was  an  address  by  the  President 
of  the  American  Medical  Association,  Dr.  Louis  M. 
Orr  of  Orlando,  Florida.  His  presentation  beauti- 
fully outlined  what  in  his  opinon  ai’e  the  overall 
responsbilities  of  all  physicians,  pointing  out  that 
physicians  fall  down  on  the  job  when  they  do  not 
interest  themselves  in  politics,  public  affairs  and 
community  life.  Doctor  Orr  is  of  the  opinion  that 
if  more  physcians  would  take  active  part  in  these 
affairs  they  would  be  in  a better  position  to  present 
to  laymen  the  ideals  and  policies  of  American  Medi- 
cine, which  if  done  would  stimulate  interests  and 
thereby  sympathetic  understanding  and  support. 

Dr.  E.  Vincent  Askey,  President  Elect  of  the 
American  Medical  Association,  was  next  introduced 
and  in  few  words  assured  the  House  that  he  would 
give  his  all  to  the  many-times-enunciated  policies 
of  American  Medicine. 

Norman  A.  Welch,  M.D.,  Immediate  Past  Vice 
Speaker  and  now  Speaker  of  the  House,  followed 
with  remarks  and  made  recommendations  which  I 
am  sure  will  expedite  the  work  hours  of  the  members 
of  the  House.  His  suggestions  were  adopted  unani- 
mously. 

There  followed  what  to  my  mind  was  a great 
waste  of  time  — the  political  approaches  of  two 
of  Texas’  most  endeai-ed  figures  in  national  politics. 
Your  Delegates  are  unanimous  in  believing  that  the 
appearance  before  the  House  of  Delegates  of  political 
aspirants  to  office,  whether  at  the  local,  state  or 
national  level,  should  be  eliminated. 

During  the  sessions  of  the  House,  a total  of  44 
resolutions  were  introduced.  Those  labeled  “No 
action”  or  “Disapproved”  by  the  respective  Refer- 
ence Committees  were  accepted  as  such  by  the  House 
with  little  or  no  comment. 

To  comment,  even  briefly,  on  all  of  the  resolu- 
tions introduced  would  render  this  report  much  too 
lengthy.  However,  I would  like  to  take  up,  at  least 
in  part,  those  which  in  the  opinion  of  your  Delegates 
constituted  the  important  decisons  made  by  your 
House. 

FREEDOM  OF  CHOICE  — The  greatest  contro- 
versy in  the  Reference  Committee  and  on  the  floor 
of  the  House  had  to  do  with  “Freedom  of  Choice.” 
You  will  remember  that  in  June,  1959,  the  House 
adopted  the  report  of  the  Commission  on  Medical 
Care  Plans,  including  the  following  two  recomr 
mendations: 

1.  “The  American  Medical  Association  believes 
that  free  choice  of  physician  is  the  right  of 
every  individual  and  one  which  he  should  be 
free  to  exercise  as  he  chooses.” 

2.  Each  individual  should  be  accorded  the  privi- 
• lege  to  select  and  change  his  physician  at  will 

or  to  select  his  preferred  system  of  medical 
care,  and  the  American  Medical  Association 
vigorously  supports  the  right  of  the  individual 
to  choose  between  these  alternatives.” 

These  two  statements  were  reaffirmed. 

Controversy,  however,  broke  out  relative  to  an 
additional  statement  “in  order  to  clarify  and 
strengthen”  the  position  of  the  House  on  the  issue 
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of  freedom  of  choice  of  physician.  The  Reference 
Committee  composed  such  a statement  and  presented 
it  to  the  House.  The  wording  of  the  Reference 
Committee  was  not  acceptable  to  some  of  the 
members  of  the  House  and  an  alternate  staterhent 
was  offered  from  the  floor,  which  reads  as  follows: 

3.  “Lest  there  by  any  misinterpretation,  we  state 
unequivocally  that  the  American  Medical  Asso- 
ciation fiiTnly  subscribes  to  freedom  of  choice 
of  Physician  and  free  competition  among  physi- 
cians as  being  prerequisites  to  optimal  medical 
care.  The  benefits  of  any  system  which  pro- 
vides medical  care  must  be  judged  on  the  de- 
gree to  which  it  allows  of,  or  abridges,  such 
freedom  of  choice  and  such  competition.” 
Adopted. 

SCHOLARSHIP  PROGRAM  — This  particular 
subject  should  be  all  important  to  all  physicians, 
the  aims  and  purposes  of  which  are  to  further  in- 
crease the  number  of  graduates  from  medical  col- 
leges so  that  future  medical  care  needs  of  the 
rapidly  increasing  population  of  the  United  States 
may  be  fulfilled.  Because  of  the  importance  of  this 
program,  the  House  approved  the  creation  of  a 
special  committee,  the  duties  of  which  will  be  to 
conduct  a special  study  and  come  forth  with  recom- 
mendations to  the  House  during  the  Annual  Session, 
June,  1960,  relative  to  the  following  points: 

1.  Present  a scholarship  program,  its  develop- 
ment, administration  and  the  role  of  the  Ameri- 
can Medical  Association  in  fulfilling  it. 

2.  Ascertain  the  maximum  to  which  medical 
schools  could  expand  their  student  enrollment 
and  maintain  the  high  quality  of  medical  edu- 
cation. 

3.  Ascertain  what  universities  can  support  new 
medical  schools  with  qualified  students  and 
sufficient  clinical  material  for  teaching  — 
either  on  a two-year  or  a full  four-year  basis. 

4.  Investigate  the  securing  of  competent  medical 
faculties. 

5.  Investigate  financing  of  expansion  of  existing 
facilities  and  establishment  of  new  medical 
schools. 

6.  Investigate  financing  of  medical  education  in 
order  to  ascertain  the  most  economical  methods 
for  procuring  the  highest  quality  of  medical 
training. 

7.  Develop  methods  of  recruiting  well-qualified 
students  to  undertake  the  study  of  medicine. 

8.  Investigate  the  possibility  of  relaxing  rigid 
geographical  restrictions  of  medical  schools 
for  the  admission  of  students. 

AMERICAN  OSTEOPATHIC  ASSOCIATION  — 
The  Board  of  Trustees  announced  that  a liaison 
committee  had  been  appointed  by  the  Board  to 
meet  with  a similar  committee  appointed  by  the 
American  Osteopathic  Association.  The  purposes 
of  this  joint  committee  are  to  consider  matters  of 
common  concern. 

HOME  FOR  AGED  AND  RETIRED  PHYSI- 
CIANS— This  resolution  recommended  that  a study 
be  made  as  to  the  need  and  feasibility  of  establish- 
ing such  a home.  Adopted. 


GUIDES  FOR  MEDICAL  CARE  IN  NURSING 
HOMES  AND  RELATED  FACILITIES,  as  offered 
by  the  Council  on  Medical  Service,  was  adopted. 

NON-SERVICE-CONNECTED  DISABILITIES  — 
Another  resolution  had  to  do  with  a protest  to  the 
Veterans  Administration  relative  to  patients  ad- 
mitted to  VA  Hospitals  for  non-seiwice-connected 
disabilities.  Your  Delegate  has  heard  many,  many 
resolutions  down  through  the  years  voicing  the 
same  sentiments,  and  in  reflection  none  of  them 
have  been  of  much  avail. 

BLUE  SHIELD  — The  House  reiterated  A.M.A. 
support  of  the  Blue  Shield  concept  of  voluntary 
prepayment  health  insurance.  Out  of  considerable 
discussion  in  the  Reference  Committee,  none  on  the 
floor,  the  Reference  Committee  recommended  that 
the  Council  on  Medical  Service  make  recommenda- 
tions at  the  Annual  Sessions  in  June,  1960,  con- 
cerning a policy  statement  on  A.M.A.  relationship 
with  Blue  Shield  Plans. 

FOREIGN  MEDICAL  GRADUATES  — The 
recommendations  of  the  Educational  Council  for 
Foreign  Medical  Graduates  were  endorsed,  this 
having  to  do  with  local  problems  involved  in  the 
July  1,  1960,  deadline  for  certification  of  foreign 
medical  graduates.  This  particular  item  especially 
concerns  all  Licensure  Boards  in  that  a great  many 
of  the  foreign  graduates  are  American  citizens  who, 
under  the  G.I.  Bill  of  Rights,  have  received  their 
medical  education  in  foreign  medical  schools,  some 
of  which  are  not  recognized  by  State  Licensure 
Boards.  This  particular  itemi  has  far-reaching  poli- 
tical implications,  which  should  be  obvious  to  all 
reading  this  report. 

FORAND  TYPE  OF  LEGISLATION  — Your 
House  of  Delegates  recommended  that  all  individual 
physicians,  state  and  local  medical  societies  wage 
“a  vigorous,  dynamic  and  uncompromising  fight” 
so  that  this  type  of  legislation  will  be  defeated. 

SECTION  ON  SURGERY  — Another  resolution 
which  should  be  interesting  to  surgeons  had  to  do 
with  the  change  of  title  of  the  Section  on  Surgery, 
General  and  Abdominal,  to  the  Section  on  General 
Surgery.  This  resolution  was  unanimously  adopted. 

PHYSICIAN-HOSPITAL  RELATIONS  — The 
House  received  12  resolutions  on  the  subject  of 
relationships  between  physicians  and  hospitals.  To 
resolve  any  doubt  about  its  position,  the  House 
did  not  act  upon  any  of  the  resolutions  but  instead 
reaffirmed  the  1951  “Guides  for  Conduct  of  Physi- 
cians in  Relationships  with  Institutions.”  It  also 
declared  that  “all  subsequent  or  inconsistent  actions 
are  considered  superseded.” 

The  following  recommendations  were  adopted 
also:  “1.  The  House  of  Delegates  acknowledge  the 
the  need  to  strengthen  relationships  with  hospitals 
by  action  at  state  and  local  levels,  2.  the  Board  of 
Trustees  of  the  Association  continue  to  maintain 
liaison  with  the  Board  of  Trustees  of  the  American 
Hospital  Association,  and  3.  the  Council  on  Medical 
Service  review  this  entire  problem  to  ascertain  if 
there  have  been  actions  inconsistent  with  the  1951 
Guides.” 

AMERICAN  MEDICAL  EDUCATION  FOUN- 
DATION — Six  State  Medical  Societies  presented 
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to  the  American  Medical  Education  Foundation  ap- 
proximately $250,000,  namely:  California  $156,562; 
Indiana  $35,570;  New  York  $19,546;  Utah  $10,355; 
New  Jersey  $10,000;  and  Arizona  $9,263. 

FORENSIC  MEDICINE  — A resolution  urging 
all  medical  schools  to  include  in  their  curricula  a 
course  on  social,  political  and  economic  aspects  of 
medicine  was  unanimously  adopted.  I am  happy  to 
state  that  this  coverage  has  been  in  vogue  at 
Creighton  University  School  of  Medicine  and  the 
University  of  Nebraska  College  of  Medicine  for  the 
past  eight  years. 

IMMUNIZATION  — A resolution  unanimously 
adopted  was  pointed  to  the  need  for  all  physicians 
to  recommend  to  their  patients  immunization 
against  tetanus,  poliomyelitis  and  all  other  diseases 
for  which  immunization  is  now  available  and  be- 
lieved beneficial. 

RECOMMENDATIONS 

1.  That  every  physician  in  our  Association  in- 
terest himself  and  pai'ticipate  in  civic  affairs. 

2.  That  all  members  of  the  Association  follow 
the  program  of  the  newly-appointed  committee 
having  to  do  with  the  medical  school  scholar- 
ship program. 

3.  That  all  members  of  our  Association  interest 
themselves  in  the  problems  having  to  do  with 
the  aged,  one  of  these  being  nursing  homes 
and  related  facilities.  If  interested,  request 
from  the  Council  on  Medical  Service  of  the 
American  Medical  Association  a copy  of 
“Guides  for  Medical  Care  in  Nursing  Homes 
and  Related  Facilities.” 

4.  That  all  members  of  the  Association  hold  them- 
selves ready  to  do  all  in  their  power  in  oppos- 
ing Forand  type  of  legislation. 

5.  That  the  Nebraska  State  Medical  Association 
give  further  consideration  to  the  accumulation 
of  a fund  which  would  be  presented  to  the 
American  Medical  Education  Foundation. 

6.  That  all  members  of  the  Association  do  all  in 
their  power  to  convince  the  citizens  of  the 
State  of  the  need  for  immunization  against 
disease,  especially  poliomyelitis. 

Respectfully  submitted, 

j.  D.  McCarthy,  m.d. 

Delegate 
REPORT  OF 

DELEGATE  TO  NORTH  CENTRAL 
MEDICAL  CONFERENCE 
November  22,  1959 

Arthur  J.  Offerman,  M.D. 

Again,  the  North  Central  Medical  Conference  had 
a very  interesting,  informative  and  challenging 
meeting. 

The  Program  started  off  with: 

1.  Report  of  legislative  activities  of  the  various 
member  states — Political  Action  Committees. 

This  presentation  was  made  by  Mr.  T.  C.  Petersen 
of  Chicago,  Illinois,  of  the  American  Farm  Bureau. 
Mr.  Petersen  most  urgently  requested  that  the  var- 
ious states  through  their  individual  members  take 
part  actively  in  the  1960  political  campaign. 

1960  is  a critical  year. 


2.  Grievance  Committees. 

It  was  generally  agreed  that  active  and  efficient 
Grievance  Committees  are  a must  today. 

3.  Blue  Shield-Blue  Cross-Medical  Society  rela- 
tionships. 

This  topic  was  thoroughly  discussed  by  repre- 
sentatives from  four  states,  and  it  was  the  consensus 
of  opinion  that  relationships  between  Blue  Shield 
and  the  Medical  Society  and  Blue  Cross  and  the 
Medical  Society  should  be  of  the  highest  order,  and 
that  voluntary  health  insurance  was  the  real  positive 
answer  to  the  many  proposals  that  would  lead  to 
state-socialized  medicine. 

Your  delegate  had  the  honor  of  being  President 
of  the  Conference  this  year,  and  the  President’s 
address  is  published  in  the  March  issue  of  the 
Nebraska  Medical  Journal. 

4.  The  Forand  Bill  and  its  implications. 

This  extremely  important  bit  of  legislation  came 
in  for  a thorough  discussion  by  C.  Joseph  Stetler, 
Legal  Counsel,  Chicago,  Illinois,  and  Dr.  Burt 
Howard,  Executive  Vice-President  of  the  A.M.A. 
Both  speakers  stressed  the  importance  of  positive 
action  by  Medical  Societies  and  members  of  Medical 
Societies  to  take  constructive  action  to  defeat  this 
dangerous  piece  of  legislation. 

It  has  been  a privilege  and  a pleasure  to  represent 
the  Nebraska  State  Medical  Association  at  the 
North  Central  Medical  Conference. 

Respectfully  submitted, 

ARTHUR  J.  OFFERMAN,  M.D. 

REPORT  OF 

NEBRASKA  TRAFFIC  FOUNDATION 

I attended  the  President’s  Second  Annual  Law 
and  Layman  Conference  on  Traffic  Safety  at  Miamf 
Beach,  Florida,  August  24-25,  1959.  This  was  under 
the  auspices  of  the  American  Bar  Association  and  a 
good  portion  of  the  conference  was  spent  in  eulo- 
gizing the  members  of  the  Supreme  Court  and  other 
dignitaries  of  the  law  profession. 

I stayed  two  days  longer  to  attend  the  meetings 
on  medical  testimony.  This  gave  me  the  attorney’s 
viewpoint  on  medical  testimony.  It  doesn’t  rate 
very  high.  The  majority  fully  believe  osteopaths 
and  chiropractors  should  be  given  equal  status  with 
the  M.D.’s  in  the  courtroom.  I can’t  say  the  attor- 
neys have  anything  new  in  the  way  of  cutting  down 
traffic  accidents.  They  want  more  money  for  more 
and  better  courts,  also  better  rooms  and  surround- 
ings for  holding  these  courts. 

From  a selfish  standpoint,  attorneys  prefer  to  have 
accident  cases  dragged  into  court.  Doctors  don’t 
always  prefer  to  have  accident  cases  completely 
documented  by  reports  from  law  enforcing  officers, 
etc. 

In  the  state,  our  present  Governor  has  never  really 
recognized  the  President’s  Committee  for  Nebraska, 
but  has  set  up  his  own  state  committee.  At  present, 
we  operate  as  two  separate  committees. 

It  is  hard  to  judge  how  much  or  how  little  has 
been  accomplished. 

At  these  meetings,  I represent  the  Holdrege  Hos- 
pital, The  Nebraska  State  Medical  Association,  and 
The  American  College  of  Surgeons. 

Respectfully  submitted, 

THEO.  A.  PETERSON,  M.D. 
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REPORT  OF 

COMMITTEE  ON  AGING 

Harold  Ladwip,  M.D..  Chairman,  Omaha;  Carl  Barr,  M.D., 
Tilden  ; John  Brown,  M.D.,  Lincoln  ; R.  R.  Anderson,  M.D., 
Nehawka ; R.  F.  Sievers.  M.D..  Blair;  J.  D.  McCarthy,  M.D., 
Omaha  ; E.  A.  Rogere,  M.D.,  Lincoln. 

The  committe  has  been  veiy  active  this  year, 
having  held  four  meetings. 

The  committee  recommended  that  all  of  the  state 
component  county  societies  be  alerted  and  urged  to 
set  up  local  Committees  on  Aging.  It  was  felt  that 
these  local  county  society  committees  could  in  turn 
work  with  related  groups  interested  in  the  problem 
of  aging  in  their  communities. 

Dr.  E.  E.  Koebbe,  President  of  the  State  Medical 
Association  in  turn  sent  a letter  to  the  presidents 
of  all  the  county  societies  urging  them  to  create 
such  a committee.  The  county  society  committee 
would  make  themselves  available  when  local  meet- 
ings on  the  problem  of  the  aged  are  called.  This 
particular  grass  roots  type  of  action  will  be  ex- 
tremely necessary  for  the  completion  of  the  study 
required  of  the  Governor’s  Commission  on  the  Aging. 
The  committee  recommends  that  the  county  society 
committee  have  the  capacity  of  direct  liaison  with 
the  Committee  on  Aging  of  the  State  Association. 

The  committee  has  been  working  veiy  closely 
with  Dr.  E.  A.  Rogers  and  Mr.  Vein  Pangborn. 
Both  have  given  us  considerable  information  which 
has  been  most  helpful.  Basically  there  are  two  types 
of  Nursing  Homes  now  licensed  within  the  State  of 
Nebraska.  One  type  is  a boarding  home  where  the 
guests  need  only  sleeping  quarters  and  are  capable 
of  caring  for  themselves.  These  homes  are  licensed 
by  the  State  Department  of  Agriculture.  The  other 
type  is  a Nursing  Home  which  provides  complete 
care  and  is  under  the  license  and  ruling  of  the  State 
Department  of  Health.  Mr.  Pangborn  informed  the 
committee  that  approximately  20%  of  the  Nursing 
Home  beds  are  in  homes  operated  by  registered 
nurses.  The  remaining  80%  of  the  beds  are  in  nurs- 
ing homes  which  do  not  have  skilled  nursing  care. 
He  suggested  that  possibly  direction  by  the  medical 
profession  should  be  given  to  those  homes  providing 
skilled  nursing  cai’e  as  a beginning  program  and 
that  such  program  might  spread  to  other  nursing 
homes. 

It  was  brought  to  the  attention  of  the  committee 
that  another  committee  working  on  revisions  of 
Regulations  and  Standards  for  Homes  for  the  Aged 
or  Infirm  has  been  quite  concerned  with  the  problein 
of  medication  control  within  these  homes. 

It  was  suggested  that  the  problems  be  brought 
before  the  House  of  Delegates  for  action  conceiming 
the  following  specific  points: 

1.  A requirement  for  periodic  evaluation  of  dings 
or  medication  ordered  for  patients. 

2.  The  establishment  of  a “stop  order”  policy  for 
so  called  open  end  orders  for  any  medication. 

3.  Any  recommendations  which  the  Nebraska 
State  Medical  Association  may  see  fit  to  make 
within  the  entire  area  of  control  of  medication 
by  the  operator  of  the  home. 

The  operators  have  been  encouraged  to  have  all 
medications  labeled  with  the  name  of  the  medicine. 
Thus  they  will  be  informed  as  to  the  type  of  miedi- 
cation  the  patient  is  receiving.  The  pharmacists 
are  cooperating  in  this  matter. 


A sub-committee  has  been  appointed  to  prepare 
a set  of  suggested  guides  for  the  members  of  the 
Nebraska  State  Medical  Association  relating  to  their 
conduct  in  the  care  of  their  patients  entering  the 
Homes  for  the  Aged  and  Infirm.  The  guides  will 
include: 

1.  Information  concerning  recommendations  for 
admission,  discharge,  and  transfer  of  patients 
in  nursing  homes. 

2.  Recommended  medical  forms  to  be  utilized  in 
the  nursing  homes. 

3.  Control  of  medications. 

It  was  noted  that  the  physicians  should  not  over- 
look the  need  for  continued  medical  supervision  in 
the  nursing  homes. 

The  committee  has  also  maintained  liaison  with  the 
legislative  study  committee  on  Aging  and  Needy 
headed  by  Senator  Fern  Orme.  The  need  for  contin- 
uous liaison  with  this  particular  group  is  certainly 
most  obvious;  however,  to  date  the  group  has  been 
more  or  less  in  an  exploratory  phase  of  nursing 
home  care. 

The  committee  has  also  maintained  liaison  with 
the  State  Advisoiy  Committee  on  Nursing  Home 
care  which  is  headed  by  Miss  Emily  Brickley. 

Information  concerning  the  insurance  coverage  of 
individuals  over  the  age  of  sixty-five,  and  informa- 
tion concerning  the  hospital  care  of  this  particular 
age  group  has  been  sought  by  members  of  the  com- 
mittee; hovv'ever,  to  date  the  specific  information 
desired  has  not  been  made  available. 

Under  the  direction  of  the  committee,  a letter  was 
sent  to  the  United  States  Senate  Sub-committee  on 
problems  of  the  Aged  and  Aging  under  the  chair- 
manship of  Senator  McNamai’a.  A request  was  made 
by  our  committee  that  Senator  McNamara  hold  a 
meeting  of  his  sub-committee  in  this  area.  A letter 
in  turn  was  received  from  the  Senator  stating  that 
his  committee  did  not  plan  to  hold  a meeting  in  this 
particular  area,  and  that  the  closest  meeting  would 
be  held  in  Michigan. 

Respectfully  submitted, 
HAROLD  A.  LADWIG,  M.D. 
Chairman 

REPORT  OF 

ADVISORY  COMMITTEE  TO  M.C.H. 

L.  S.  McNeill,  M.D.,  Chairman.  Campbell  ; R.  C.  Reeder, 
M.D..  Fremont;  W.  L.  Howell,  M.D.,  Hyannis ; A.  B.  An- 
derson. M.D., ; Pawnee  City ; H.  A.  McConahay,  M.D.,  Hold- 
rege. 

Our  committee,  of  which  I am  chairman,  consist- 
ing of  five  general  practitioners  of  medicine  in  our 
state,  was  ci'eated  and  appointed  by  the  Speaker  of 
the  House  of  Delegates.  As  its  name  implies  (Ad- 
visory Committee  to  M.C.H.)  we  act  on  call  of  the 
M.C.H.  Committee  and  are  purely  advisory  in  func- 
tion. 

Our  duties  are  primarily  concerned  in  assisting 
the  M.C.H.  standing  committee  in  foirnulating  an 
acceptable  plan  in  reporting,  studying  and  utilizing 
maternal  death  facts  for  scientific  and  teaching  pm’- 
poses.  To  my  knowledge,  this  advisory  committee 
has  been  called  to  meet  with  M.C.H.  only  once  since 
this  committee  was  created.  This  was  approximately 
one  year  ago  at  the  Hotel  Cornhusker.  At  this  time 
two  members  of  our  committee  met  with  Dr.  Harvey 
and  other  members  of  M.C.H.  At  this  meeting  plans 
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were  foimulated  for  compiling  an  acceptable  ques- 
tionnaire for  reporting  maternal  deaths.  It  was  also 
felt  that  it  was  necessary  to  begin  drafting  a legis- 
lative bill  similar  to  that  used  in  other  states,  to 
provide  immunity  to  our  physicians  when  pi’oviding 
case  history  materials  for  studying  maternal  deaths. 
Such  a bill,  with  the  aid  of  the  legal  profession,  was 
to  be  submitted  to  the  Nebraska  Unicameral  at  an 
opportune  time  at  a later  date. 

At  this  same  meeting,  this  Advisory  Committee 
was  asked  to  formulate  and  submit  a plan  whereby 
a statewide  Obstetrical  Consultation  Board  could  be 
provided  for  all  physicians’  use  in  our  state.  With 
the  help  of  Dr.  Reeder  of  Fremont,  I drew  up  a 
tentative  plan  and  copies  of  the  plan  submitted  to 
the  other  membei’s  of  our  committee  for  their  ac- 
ceptance, rejection  or  corrections.  Up  to  this  time 
I have  never  been  informed  as  to  what  action  was 
taken,  if  any,  on  this  matter. 

During  the  past  year,  this  Advisory  Committee 
has  not  met  nor  have  we  been  asked  to  meet  with 
M.C.H.,  probably  because  there  was  no  business  in 
M.C.H.  requiring  our  assistance. 

If  the  M.C.H.  Committee  still  feels  that  reporting 
and  study  of  maternal  deaths  in  our  state  is  a 
desirable  and  a worthwhile  project,  then  I would 
make  the  following  recommendations: 

1.  Continued  efforts  to  compile  a suitable  ques- 
tionnaire for  reporting  maternal  deaths  in  our 
state.  Such  questionnaire  to  be  submitted  to  the 
House  of  Delegates  before  adoption. 

2.  To  start  at  once,  with  the  aid  of  legal  advice, 
to  draw  up  a legislative  bill  (such  as  the  Min- 
nesota Law)  and  have  it  introduced  and  passed 
if  possible  at  the  next  session  of  the  Uni- 
cameral. 

3.  To  put  into  effect,  with  all  speed,  a plan  creat- 
ing an  Obstetrical  Consultation  Board  such  as 
was  suggested  by  this  committee  last  year. 

May  I assure  you  that  our  Advisory  Committee 
stands  ready  to  help  at  any  time  they  are  called 
upon  by  the  standing  M.C.H.  Committee;  and  I feel 
that  perhaps  a joint  meeting  between  these  two 
bodies  might  be  desirable  in  the  near  future. 

Respectfully  submitted, 

L.  S.  McNEILL,  M.D. 
Chairman 

REPORT  OF 

ALLIED  PROFESSIONS  COMMITTEE 

W.  Joseph  McMartin,  M.D.,  Chairman,  Omaha ; Otis  Miller, 
M.D.,  Ord  : Richard  Miller,  M,D.,  Lincoln  ; Bryce  G.  Shopp, 
M,D.,  Imperial  ; Kenneth  R,  Dalton,  M,D.,  Genoa, 

There  has  been  no  meeting  of  the  Allied  Profes- 
sions Committee  so  far,  as  no  business  has  been 
referred  to  this  Committee  since  our  appointment 
by  the  President,  Dr.  E.  E.  Koebbe. 

Any  suggestions  that  you  might  have  to  make 
this  Committee  more  active,  will  be  most  acceptable 
to  the  members  of  the  Committee. 

Respectfully  submitted, 

W.  JOSEPH  McMARTIN,  M.D. 
Chairman 

REPORT  OF 

ADVISORY  TO  AUXILIARY 

Paul  S.  Read,  M.D.,  ChaiiTnan.  Omaha;  D.  D.  Stonecypher, 
M.D.,  Nebraska  City;  E.  G.  Brillhart,  M.D.,  Columbus. 

It  was  assumed  by  the  chairman  of  this  com- 


mittee that  this  committee  would  act  only  upon  a 
request  from  the  Auxiliary.  No  business  was 
brought  to  the  attention  of  this  committee,  hence 
no  meetings  were  held. 

It  is  suggested  that  if  there  are  specific  duties 
or  functions  this  committee  should  carry  out  or 
initiate,  the  chairman  should  be  so  advised  at  the 
time  of  his  appointment. 

Respectfully  submitted, 

PAUL  S.  READ,  M.D. 
Chairman 

REPORT  OF 

CARDIOVASCULAR  COMMITTEE 

Lee  Stover,  M.D.,  Chairman,  Omaha : G.  Paul  Charlton, 
M.D.,  Hastings  ; William  D.  Wright.  M.D.,  Omaha. 

No  matters  have  been  referred  to  this  Committee 
for  attention,  and  no  meetings  have  been  called. 
We  therefore,  have  no  report  at  this  time. 

Respectfully  submitted, 

LEE  STOVER,  M.D. 
Chairman 

REPORT  OF 

CONTINUING  COMMITTEE  ON 
MEDICAL  PRACTICE 

R.  F.  Sievers,  M.D.,  Chainnan,  Blair ; Wm.  E.  Graham, 
M.D.,  Omaha  ; Kenneth  Rose,  M.D.,  Lincoln  : E.  E.  Yaw,  M.D., 
Imperial:  Joseph  J.  Borghoff,  M.D.,  Omaha;  Theo.  A.  Peter- 
son, M.D.,  Holdrege. 

No  meetings  were  held  this  past  year.  No  re- 
quests were  made  for  the  services  of  this  committee. 

It  is  suggested  that  this  committee  be  discon- 
tinued. 

Respectfully  submitted, 

R.  F.  SIEVERS,  M.D. 
Chairman 

REPORT  OF 
CANCER  COMMITTEE 

Earl  A.  Connolly,  M.D.,  Chairman,  Omaha;  J.  Marshall 
Neely,  M.D.,  Lincoln  ; Thomas  Timothy  Smith,  M.D.,  Omaha. 

The  Cancer  Committee  met  Thursday,  November 
5,  1959,  at  the  Omaha  Municipal  Auditorium.  Mem- 
bers present  were  Earl  A.  Connolly,  Chairman, 
Omaha;  J.  Marshall  Neely,  Lincoln;  and  Thomas 
Timothy  Smith,  Omaha. 

The  minutes  of  the  last  cancer  committee  meeting 
held  December  17,  1958,  at  the  Nebraska  Methodist 
Hospital,  Omaha,  and  the  report  of  the  Cancer 
Committee  to  the  councilors  and  House  of  Delegates 
in  February,  1958,  were  reviewed.  The  committee 
discussed  the  development  of  a cancer  commission 
as  suggested  in  the  committee  report  and  approved 
by  the  House  of  Delegates  in  1958.  The  commission 
was  to  contain  representatives  of  the  Nebraska 
State  Medical  Association,  Nebraska  Division  of 
the  American  Cancer  Society,  the  Nebraska  State 
Dental  Society,  the  Nebraska  State  Department  of 
Health  and  the  Co-ordinators  of  Cancer  Training 
at  the  University  of  Nebraska  College  of  Medicine 
and  the  Creighton  University  School  of  Medicine. 
A meeting  to  form  such  a committee  has  been  called 
for  in  January,  1960. 

At  the  present  time  consultative  tumor  clinics 
are  being  conducted  at  Lexington,  North  Platte  and 
McCook  with  traveling  expenses  and  consultant  fees 
paid  from  the  budget  of  the  American  Cancer 
Society,  Nebraska  Division.  No  fee  is  paid  to  con- 
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sultants  serving  in  their  own  community,  a fee  of 
$50.00  is  allowed  for  consultants  traveling  50  to  100 
miles  and  a fee  of  $100.00  for  consultants  traveling 
beyond  100  miles.  A consultative  tumor  clinic  is 
conducted  in  Lincoln  under  the  auspices  of  the  Lan- 
caster County  Medical  Society  and  supported  by  the 
Amei-ican  Cancer  Society,  Nebraska  Di\nsion, 
through  an  annual  grant.  Tumor  clinics  and  cancer 
registries  at  the  dispensaries  and  hospitals  asso- 
ciated with  Creighton  University  School  of  Medicine 
and  the  University  of  Nebraska  College  of  Medicine 
are  operated  within  the  hospital  and  medical  school 
organizations  being  supported  jointly  by  the  Amer- 
ican Cancer  Society,  Nebraska  Di\’ision,  and  the 
Cancer  Teaching  Program  of  the  Medical  Schools. 
Patients  are  admitted  to  consultative  tumor  clinics 
only  upon  specific  reference  by  their  family  physi- 
cian and  no  patient  is  accepted  on  direct  application. 

The  Cancer  Programs  and  Cancer  Registides  ap- 
proved by  The  American  College  of  Surgeons  in 
1959  are: 

Lincoln 

Lancaster  County  Medical  Society  Tumor  Clinic 
Lincoln  General  Hospital 
Bryan  Memorial  Hospital 
St.  Elizabeth’s  Hospital 
Omaha 

Creighton  Memorial  St.  Joseph’s  Hospital 
Nebraska  Methodist  Hospital 
St.  Catherine’s  Hospital 
University  of  Nebraska  Hospital 
These  programs  are  making  a major  contribution 
to  the  control  of  cancer  in  our  state  and  counti-y- 
The  committee  discussed  a request  from  the  Ne- 
braska Division  of  the  American  Cancer  Society 
to  promote  lung  cancer  facts  in  our  State  High 
Schools.  This  consists  of  a report  regarding  the 
Teenage  Smoking  Project  in  Portland,  Oregon,  and 
the  surrounding  area  to  the  smoking  habits  of 
21,980  high  school  students.  The  committee  ap- 
proved the  request  and  submitted  it  for  appi’oval 
by  the  House  of  Delegates. 

This  year  we  had  two  guest  speakers  on  invitation 
from  the  Nebraska  Medical  Association.  They  were 
Paul  Pickering,  M.D.,  of  San  Diego,  California,  a 
plastic  surgeon  and  Juan  A.  del  Regato,  M.D.,  of 
the  Penrose  Cancer  Hospital,  Colorado  Springs, 
Colorado,  a radiotherapist.  On  Wednesday,  April 
15,  1959,  they  spoke  in  the  forenoon  before  the 
Lancaster  County  Tumor  Conference  at  Lincoln. 
This  was  attended  by  the  students  of  the  University 
of  Nebraska  College  of  Dentistry  and  by  physicians 
from  Lincoln.  On  the  afternoon  of  April  15,  1959, 
they  spoke  before  the  senior  students  and  the  Staff 
of  The  Creighton  University  School  of  Medicine. 
On  Thursday  morning,  April  16,  1959,  they  spoke 
at  the  University  of  Nebraska  School  of  Medicine 
before  the  senior  medical  students  and  to  the  Uni- 
versity of  Nebraska  Post-Graduate  Assembly  in 
the  afternoon. 

We  will  have  two  guest  speakers  on  invitation 
from  the  Nebraska  Medical  Association  to  speak  on 
Cancer,  April  12  and  13,  1960.  On  April  12  in  the 
forenoon  they  will  speak  to  the  students  of  the 
University  of  Nebraska  School  of  Medicine.  In  the 
aftenioon,  to  the  students  of  The  Creighton  Uni- 
versity School  of  Medicine  and  that  evening  to  The 
Omaha-Douglas  County  Medical  Society.  Wednes- 


day, they  will  speak  before  the  Lancaster  County 
Tumor  Conference  at  Lincoln. 

Since  the  Nebraska  State  Medical  Association 
lacks  funds  for  the  payment  of  travel  and  honorai'ia 
to  the  speakers,  financial  aid  wll  be  derived  from, 
the  Cancer  teaching  programs  of  the  University  of 
Nebraska,  The  Creighton  University  and  The  Ameri- 
can Cancer  Society,  Nebraska  Division.  Members  of 
this  Nebraska  State  Medical  Society  are  invited  and 
expected  to  attend  the  meetings  in  Lincoln  and 
Omaha.  The  details  of  the  program  will  be  an- 
nounced in  the  Nebraska  State  Medical  Journal  and 
the  bulletins  of  the  Lancaster  County  and  Omaha- 
Douglas  County  Medical  Societies. 

Respectfully  submitted, 

EARL  A.  CONNOLLY,  M.D. 

Chairman 


REPORT  OF 

CIVIL  DEFENSE  AND  DISASTER  COMMITTEE 

George  Johnson,  M.D.,  Chairman.  Omaha : Arnold  Lempka, 
M.D.,  Omaha;  Isaiah  Lukens,  M.D.,  Tekamah ; John  Wied- 
man,  M.D.,  Lincoln:  H.  De>’  Myers,  M.D.,  Schuyler;  Joe 
Hanna,  M.D.,  Scottsbluff. 

The  Civil  Defense  and  Disaster  Committee  met 
on  Monday,  September  14,  1959,  at  the  Omaha 
Athletic  Club  in  Omaha. 

Present  were  Drs.  George  N.  Johnson,  Chaimian, 
Omaha;  Isaiah  Lukens,  Tekamah;  H.  Dey  Myers, 
Schuyler;  E.  E.  Koebbe,  President,  Columbus;  Fritz 
Teal,  Pi-esident-elect,  Lincoln;  E.  A.  Rogers,  Lin- 
coln; L.  I.  Grace,  Blair;  R.  Russell  Best,  Omaha; 
Robert  Sorenson,  Fremont;  Ivan  French,  Wahoo; 
Clarence  Brott,  Beatrice;  and  Mr.  M.  C.  Smith,  Ex- 
ecutive Secretaiy,  Lincoln. 

Dr.  Johnson  opened  the  meeting  thanking  those 
present  for  coming.  He  gave  a report  on  the  suiwey 
questionnaires  which  were  sent  to  ciril  defense 
dii’ectors  in  each  county  in  the  state.  He  said  that 
he  had  not  had  time  to  tabulate  the  infonnation 
contained  in  the  returned  questionnaires  but  felt 
that  they  would  provide  valuable  information  on  the 
status  of  civil  defense  organization  in  the  state. 
The  questionnaire  was  designed  to  acquire  informa- 
tion on  medical  facilities  and  supplies  available  and 
number  of  professons  available  to  man  such  facil- 
ities. 

Dr.  Myers  asked  a question  as  to  what  conditions 
must  exist  before  a 200-bed  hospital  could  be  put 
into  use  and  what  would  be  the  chain  of  command 
to  get  such  authority. 

In  the  discussion  that  followed  it  was  felt  that 
there  was  no  distinct  chain  of  command  set  up  at 
the  present.  It  was  also  felt  that  a definite  plan 
of  communication  should  be  set  up  so  that  key 
personnel  will  know  who  has  what  authority. 

The  matter  of  inspecting  these  eight  200-bed 
hospitals  now  stored  in  the  state  was  discussed. 
Several  members  present  stated  that  some  of  the 
equipment  was  damaged  or  not  fit  for  use.  It  was 
suggested  that  an  inspection  of  these  hospitals 
should  be  made  to  see  that  the  equipment  and  sup- 
plies are  ready  for  immediate  use.  Dr.  Best  said 
that  official  sanction  to  inspect  the  equipment  would 
probably  have  to  come  from  Mi*.  Austin  Bacon, 
Deputy  Civil  Defense  Dii-ector. 

Dr.  Johnson  next  brought  up  the  matter  of  the 
committee,  as  official  representatives  of  the  Ne- 
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braska  State  Medical  Association,  accepting  the 
responsibility  of  medical  services  for  the  State  of 
Nebraska  for  Civil  Defense.  He  read  a letter  from 
Dr.  Rogers  which  stated  that  Governor  Brooks 
would  delegate  such  authority. 

Dr.  Rogers  said  if  the  delegation  of  authority  was 
accepted,  then  the  services  of  the  personnel  at  the 
Civil  Defense  Office  at  the  State  Capitol  would  be 
available  to  help  in  any  manner  to  aid  the  flow  of 
infoi-mation  and  tabulate  the  questionnaires.  It  was 
also  felt  by  the  committee  that  if  such  responsibility 
is  accepted,  matters  such  as  chain  of  command,  in- 
spection of  200-bed  hospitals  and  their  equipment, 
replacement  of  damaged  equipment,  and  authority 
over  the  hospitals,  should  be  clearly  defined. 

Discussion  concluded  and  Dr.  Lukens  made  a 
motion  that  the  Committee  on  Civil  Defense  accept 
the  delegation  as  director  of  medical  services  for 
the  State  of  Nebraska.  The  motion  was  seconded 
and  carried. 

Dr.  Rogers  said  that  this  motion  now  establishes 
the  committee  as  the  head  of  the  medical  services 
with  the  authority  to  set  up  a chain  of  command. 
Dr.  Johnson  will  send  Dr.  Rogers  a letter  officially 
notifying  him  of  the  committee’s  acceptance  of  the 
medical  services  portion  of  Civil  Defense. 

Dr.  Johnson  felt  that  it  was  vitally  necessary  to 
have  a Lincoln  physician  to  work  with  him  because 
of  the  need  to  keep  close  contact  with  the  Civil 
Defense  Office  in  Lincoln.  He  felt  that  Dr.  John 
Wiedman  should  work  in  this  capacity. 

The  present  medical  services  plan  now  in  effect 
was  discussed  and  it  was  felt  that  the  plan  was 
inadequate.  Dr.  Johnson  suggested  that  the  com- 
miittee  meet  in  the  future  and  prepare  a new  plan 
which  would  be  incorporated  into  the  over-all  civil 
defense  plan  for  the  state.  Such  a plan  could  be  set 
up  on  a Councilor  District  basis  wuth  a definite 
chain  of  command  set  up  in  each  district  and  on 
up  to  the  state  level. 

Final  item  of  business  was  a notice  read  by  Dr. 
Johnson  of  a forthcoming  County  Civil  Defense 
meeting  in  Chicago,  November  7,  8,  1959.  Dr.  H. 
Dey  Myers  was  tentatively  selected  to  attend  this 
meeting.  Dr.  Myers  will  notify  Mr.  M.  C.  Smith. 

Meeting  adjourned. 

On  October  3,  1959,  a communication  was  for- 
warded to  E.  A.  Rogers,  M.D.,  M.P.H.,  Director  of 
Health  and  Secretary  of  the  Board,  Nebraska  De- 
partment of  Health,  Lincoln,  Nebraska,  stating  that 
the  Nebraska  State  Medical  Association  Committee 
on  Disaster  and  Civil  Defense  met  in  Omaha  on 
September  14,  1959,  and  a resolution  was  made  and 
passed  that  this  committee  will  assume  the  re- 
sponsibility for  coordinating  the  planning,  training, 
and  operational  phases  of  medical  emergency  serv- 
ices during  major  disasters. 

A meeting  of  the  American  Medical  Association 
Committee  on  Disaster  Medical  Care  with  the  State 
Medical  Society  Representatives  was  held  on  April 
18,  1959,  at  the  Broadmoor  Hotel,  Colorado  Springs, 
Colorado.  This  meeting  was  attended  by  Dr.  R. 
Russell  Best  and  Dr.  George  N.  Johnson.  A brief 
report  was  made  from  the  following  states:  Colo- 
rado, Kansas,  Minnesota,  Nebraska  and  Wyoming. 
The  single  most  important  item  that  was  discussed 
is  as  follows:  “One  vital  component  of  the  opera- 
tional plans  is  the  provision  for  continuity  of  state 


and  local  government,  including  that  of  the  state 
health  office.  In  nearly  every  state,  the  state  health 
officer  is  designated  as  the  chief  of  the  emergency 
health  services  pi’ogi’am  and  his  department  is  the 
focal  point  for  planning  coordination,  and  direction. 
Thus,  the  health  department  organization  will  con- 
tinue as  the  nerve  center  of  the  system  for  coordina- 
tion and  direction  following  the  emergency,  since  it 
has  an  administrative  structure,  lines  of  communi- 
cation, and  is  staffed  with  personnel  w'ho  are  noi’- 
mally  confronted  with  health  and  medical  problems.” 

At  present  the  Committee  is  working  with  Dr. 
E.  A.  Rogers  to  divide  the  State  of  Nebraska  into 
responsible  districts  similar  to  the  districts  that 
have  been  designated  by  the  State  Civil  Defense 
Council. 

Dr.  H.  Dey  Myers  of  Schuylei’,  Nebraska,  a mem- 
ber of  this  committee,  attended  the  County  Civil 
Defense  meeting  in  Chicago  on  November  7-8,  1959. 

A new'  member  has  been  added  to  this  Committee. 
He  is  Dr.  Richard  B.  Svehla  of  Omaha,  Nebraska. 
Dr.  Svehla  has  been  in  charge  of  the  training  of 
personnel  for  the  200-bed  Civil  Defense  Hospital 
and  has  accepted  a position  on  this  Committee  to 
further  the  training  and  organization  of  the  out- 
state  Civil  Defense  Hospitals. 

As  of  this  date,  January  7,  1960,  a 200-bed  Civil 
Defense  Hospital  unit  has  been  located  in  the  fol- 
lowing communities:  Blair,  Dr.  L.  I.  Grace,  Direc- 
tor, and  Dr.  Rudolph  Sievers,  Alternate;  Fremont, 
Dr.  Robert  Sorenson,  Director,  and  Dr.  Wallace 
Vnuk,  Alternate;  Schuyler,  Dr.  H.  Dey  Myers, 
Director,  and  Dr.  R.  R.  Tomes,  Alternate;  Wahoo, 
Dr.  Ivan  French,  Director,  and  Dr.  John  Hansen, 
Jr.,  Alternate;  York,  Dr.  James  Bell,  Director,  and 
Dr.  Keith  Sehnert,  Alternate;  Beatrice,  Dr.  Clarence 
Brott,  Director,  and  Dr.  H.  F.  Elias,  Alternate r 
Grand  Island,  Dr.  Robert  Koefoot,  Director,  and  Dr. 
Donald  Watson  and  Dr.  G.  W.  Graupner,  Alternates; 
Scottsbluff,  Dr.  John  Heinke,  Director,  and  Dr.  L. 
J.  Grindley,  Alternate;  Omaha,  Dr.  Richard  B. 
Svehla,  Director,  and  Drs.  Barney  Rees,  Robert 
Fitzgibbons,  John  Coe  and  Murray  Minthorn,  Alter- 
nates; and  Lincoln,  the  physician  in  charge  of  the 
200-bed  hospital  for  the  City  of  Lincoln  has  not 
been  definitely  appointed. 

Respectfully  submitted, 

GEORGE  N.  JOHNSON,  M.D. 
Chairman 

REPORT  OF 

CIVIL  DEFENSE  AND  DISASTER  COMMITTEE 

The  follow'ing  is  my  report  of  the  Civil  Defense 
Conference  of  the  A.M.A.  held  June  6 in  Atlantic 
City. 

The  7th  annual  National  Medical  Civil  Defense 
Conference  under  the  direction  of  the  Council  on 
National  Defense  of  the  American  Medical  Asso- 
ciation was  held  on  June  6,  1959,  the  Saturday 
preceding  the  opening  of  the  annual  meeting  of 
the  American  Medical  Association.  The  program 
consisted  of  a one-day  version  of  the  army  medical 
service  one-w'eek  course  w'hich  is  given  at  intervals 
at  Fort  Sam  Houston,  Texas,  and  at  the  Walter 
Reed  Army  Medical  Center  in  Washington,  D.C., 
concerning  the  management  of  mass  casualties. 
Emphasis  w'as  placed  on  first  aid  survival  care  in 
the  effort  to  save  life  and  limb  and  minimize 
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discomfort  and  deformity.  Many  nonmedical  per- 
sonnel must  be  taught  in  plain  language  what  should 
be  done  and  can  be  done  by  inexperienced  people. 
There  will  not  be  a sufficient  number  of  doctors 
and  there  will  probably  be  no  particular  battle  fields 
except  our  own  back  yards.  The  casualty  producing 
capabilities  of  the  atom  bomb  and  of  thermonuclear 
weapons  present  a problem  which  for  sheer  magni- 
tude is  totally  new  to  the  annals  of  mankind. 

Triage  or  soiling  of  injured  people  was  again 
emphasized  as  a most  important  function  and  this 
responsibility  should  be  assumed  by  the  most  ex- 
experienced  individual  in  the  area.  This  individual’s 
place  is  not  in  the  operating  room  or  at  the  bedside 
treating  patients  but  at  the  receiving  area. 

There  was  a beautiful  demonstration  of  how 
skilled  technicians  are  able  to  simulate  casualties 
to  give  a more  realistic  picture  for  our  teaching 
programs  in  the  management  of  casualties. 

Other  subjects  discussed  were  — medical  aspects 
of  defense  against  chemical  and  biological  warfare, 
the  impact  of  radioactive  fallout  on  medical  opera- 
tion, psychological  aspect  of  disaster,  public  health 
aspects  of  preventive  medicine  and  disaster,  and 
the  management  of  burns  resulting  from  nuclear 
disaster. 

It  is  recommended  that  the  Nebraska  State  Medi- 
cal Association  continue  to  encourage  members  of 
our  profession  in  general  and  our  officers  in  parti- 
cular to  attend  this  National  Medical  Civil  Defense 
Conference  which  is  usually  held  the  Saturday  pre- 
ceding the  annual  A.M.A.  convention.  Further,  at 
least  two  members  of  the  state  committe  on  Civil 
Defense  and  Disaster  or  their  representatives  should 
be  directed  to  attend  this  conference  each  year. 
We  have  a responsibility  to  our  citizens  and  to  our 
communities  of  this  state  and  members  of  our  pro- 
fession must  be  kept  aware  and  alert  to  the  think- 
ing, planning  and  development  patterns  for  the 
care  of  mass  casualties.  Material  presented  at  these 
conferences  is  also  of  great  value  in  daily  practice 
for  the  care  of  injured  and  for  local  disasters. 

Respectfully  submitted, 

R.  RUSSELL  BEST,  M.D. 

Chairman 

REPORT  OF 

CONSTITUTION  AND  BY-LAWS  COMMITTEE 

R.  S.  Wycoff.  M.D..  Chairman,  Lexington  ; C.  R.  Brott, 
M.D.,  Beatrice:  R.  B.  Adams,  M.D.,  Lincoln. 

The  Constitution  and  By-Laws  Committee  have 
had  no  meetings  since  the  rewritten  Constitution 
and  By-Laws  was  read  at  the  1959  State  meeting. 

At  the  present  time  questions  are  being  raised 
about  a few  minor  changes  in  the  By-Laws  that 
might  be  helpful,  and  a committee  meeting  is 
planned  for  January  20th.  If  the  committee  feels 
that  any  minor  changes  will  be  helpful,  this  report 
will  be  presented  at  the  midwinter  meeting  of  the 
House  of  Delegates  for  incorporation  in  the  division 
of  Constitution  and  By-Laws. 

Respectfully  submitted, 

RAY  S.  WYCOFF,  M.D. 

Chairman 


REPORT  OF 
DIABETES  COMMITTEE 

Morris  Margolin,  M.D.,  Chairman.  Omaha ; Willard  Seng, 
M.D.,  Oshkosh ; Dan  Nye,  M.D..  Kearney. 

In  the  year  1959  we  were  involved  in  two  major 
projects  of  Diabetes  Detection: 

1.  A blood-sugar  screening  program  at  the  State 
Fair  in  cooperation  with  the  State  Health  De- 
partment, the  Nebraska  Diabetes  Association 
and  several  hospitals  in  Lincoln  and  Omaha 
who  furnished  technicians  and  nurses  for  the 
teams  necessary  in  this  project.  There  were 
also  a number  of  volunteers  enrolled  for  the 
purpose  of  the  necessary  secretarial  work.  This 
was  an  extraordinarily  successful  program  as 
indicated  by  the  figures  given  below. 

2.  The  Detection  program  during  National  Dia- 
betes Week  involving  physician  members  of 
the  State  Medical  Association  and  their  pa- 
tients. This  program  consisted  of  a simple 
urine  test  run  on  all  patients  visiting  the 
doctor’s  office  during  the  week.  In  addition, 
the  Utica  Grange  carried  out  a urine  testing 
Diabetes  Detection  project  under  the  super- 
vision of  the  Utica  Clinic  Muth  materials  fur- 
nished by  the  American  Diabetes  Association. 

The  figures  of  the  elements  of  these  drives  are 
as  follows: 

1.  State  Fair  Blood-Sugar  Screening  Project 

(at  the  Pavillion  of  Health): 

Total  no.  of  tests 3,227 

Total  no.  of  Positives 260 

Total  no.  of  Previously 

Unknown  227 

2.  National  Diabetes  Week  reported  by 

177  physician  members: 

Total  no.  of  tests 8,487 

Total  no.  of  Positives 249 

Total  no.  of  Previously 

, Unknown 55 

3.  Utica  Grange  Diabetes  Project: 

Total  no.  of  tests 373 

Total  no.  of  Positives 4 

Total  no.  of  Previously 

Unknown 3 


TOTAL  TESTED__12,087 
TOTAL  NO.  OF 

POSITIVES 513 

TOTAL  NO.  OF 
PREVIOUSLY 

UNKNOWN 285 

COMMENTS 

While  the  figures  presented  exceed  significantly 
the  previous  yearly  figures  of  our  Detection  pro- 
gram since  its  inception  in  1949,  a comparison  with 
reports  from  other  states  does  not  justify  a sense 
of  optimism  for  our  organization.  We  have  in  mind 
particularly  the  1958  I’eport  of  the  State  of  Ken- 
tucky, the  only  state  to  follow  essentially  our  pro- 
gram of  direct  doctor-patient  relationship  during 
National  Diabetes  Week.  They  reported  a total  of 
90,000  testees.  This  compares  with  our  urine  test- 
ing program  of  8,487  shown  above.  In  proportion 
to  the  population  in  our  state,  we  should  be  report- 
ing 40,000  tests.  In  recognition  of  this  discrepancy, 
our  committee  has  taken  steps  towards  the  organi- 
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zation  of  County  or  Regional  Diabetes  committees 
to  forward  the  work  in  their  localities.  Regretfully, 
only  too  few  of  our  component  societies  respond 
with  such  appointments.  Still  the  increase  in  the 
total  tests  during  National  Diabetes  Week  is 
definitely  due  to  a greater  local  interest  in  some  of 
our  counties.  Our  committee  will  proceed  to  try 
to  increase  the  local  interest  in  the  coming  year. 

Publicity  for  National  Diabetes  Week  was  well 
carried  out  by  newspaper  items,  posters  and  radio 
and  television  notices.  We  wish  to  express  our 
gratitude  to  McKesson-Robbins  Drag  Company  and 
to  the  Nebraska  Hospital  Association  for  distribu- 
tion of  the  posters  to  the  drug  stores  and  to  the 
hospitals.  Our  gratitude  also  to  all  newspapers, 
radio  and  television  stations  in  the  State  of  Ne- 
braska for  liberal  space  and  time  for  our  notices. 
Our  special  gratitude  to  the  hospitals  of  Lincoln 
and  Omaha  and  to  the  many  individuals  who  parti- 
cipated in  the  State  Fair  Drive.  We’re  also  grateful 
to  the  physicians  in  Lincoln  who  gave  their  time 
for  supeiwision  of  the  project  at  the  State  Fair. 

We’re  especially  indebted  to  Messrs.  M.  C.  Smith 
and  Kenneth  Neff  as  well  as  the  entire  staff  of 
the  Medical  Association  office  for  their  work  in 
connection  with  these  projects. 

Respectfully  submitted, 
MORRIS  MARGOLIN,  M.D. 
Chairman 

REPORT  OF 

HOSPITAL  AND  PROFESSIONAL 
RELATIONS  COMMITTEE 

J.  R.  Schenken.  M.D.,  Chairman,  Omaha;  Frank  Cole,  M.D., 
Lincoln  : E.  G.  Brillhart.  M.D.,  Columbus ; R.  R.  Anderson, 
M.D..  Nehawka ; Stanley  Pederson,  M.D.,  Omaha. 

Although  there  is  a problem  brewing  at  Chappell, 
Nebraska,  the  city  was  visited  by  Mr.  M.  C.  Smith 
on  July  27  and  28,  1959.  So  far,  it  has  not  been 
necessary  for  the  Hospital  and  Professional  Rela- 
tions Committee  to  act. 

No  other  problems  have  been  referred  to  our 
Committee. 

Respectfully  submitted, 

J.  R.  SCHENKEN,  M.D. 
Chairman 


REPORT  OF 

INSURANCE  COMMITTEE 

D.  W.  Burney,  M.D.,  Chairman,  Omaha ; Edmond  Walsh, 
M.D.,  Omaha;  Paul  Maxwell,  M.D.,  Lincoln. 

The  Insurance  Committee  has  had  no  meetings. 
There  have  been  no  projects  submitted  for  study 
by  this  committee.  We  have  no  recommendations 
to  make  at  this  time. 

Respectfully  submitted, 

DWIGHT  W.  BURNEY,  JR.,  M.D. 
Chairman 

REPORT  OF 

INDUSTRIAL  HEALTH  COMMITTEE 

G.  Prentiss  McArdle.  M.D.,  Chairman.  Omaha ; Robert 
Hillyer,  M.D.,  Lincoln  ; E.  K.  Connors,  M.D.,  Omaha. 

Although  the  Committee  on  Industrial  Health  did 
not  hold  any  formal  meetings  during  the  calendar 
year  of  1959,  we  were  far  from  being  a quiescent 


committee  for  it  was  the  pleasure  of  the  Chairman 
to  attend  the  Joint  Conference  with  the  State 
Society  Committees  on  Industrial  Health  and  Council 
on  Industrial  Health  of  the  American  Medical  Asso- 
ciation which  met  in  Cincinnati,  Ohio  in  February, 

1959. 

There  was  a feeling  at  this  joint  conference  that 
more  emphasis  should  be  placed  on  forming  commit- 
tees on  Industrial  Health  in  states  where  no  such 
committee  existed,  and  in  those  where  such  commit- 
tees were  present,  they  be  urged  to  activity  and  be 
a dynamic  part  of  the  State  Medical  Societies. 

It  was  also  the  consensus  of  opinion  that  the 
practice  of  Industrial  Medicine  continue  under  the 
scope  objectives  and  functions  of  occupational  health 
programs  as  outlined  by  the  Council  on  Industrial 
Health  of  the  A.M.A. 

It  was  also  the  Chairman’s  pleasure  to  be  elected 
Vice  Chairman  of  the  Joint  Conference  for  the  year 

1960,  which  will  meet  in  the  fall  of  the  year,  exact 
time  and  place  has  not  yet  been  determined. 

Should  the  usual  protocol  be  followed,  it  would 
be  my  pleasure  to  become  Chairman  of  this  Joint 
Conference  for  the  year  1961. 

It  certainly  was  a feeling  throughout  the  entire 
conference,  if  industry  and  the  medical  profession 
did  not  take  care  of  the  health  problems  of  the 
worker  through  a free  choice  or  American  way  of 
life,  the  Unions  would  continue  to  push  further 
and  see  that  the  job  was  done  for  us. 

We  have  had  correspondence  the  past  year  from 
the  Medical  Society  of  Virginia  regarding  the 
“second  injury’’  type  of  legislation,  and  was  able 
to  help  them  with  their  problem. 

It  was  also  called  to  the  committee’s  attention 
that  the  State  of  Nebraska  is  one  of  the  nine  states 
in  the  Union  which  does  not  have  any  state  occupa- 
tional health  unit  and  correspondence  was  had  with 
E.  A.  Rogei-s,  M.D.,  of  the  State  Department  of 
Health  as  to  why  such  a program  was  not  in  exist- 
ence in  the  State  of  Nebraska.  It  was  the  commit- 
tee’s feeling,  as  that  of  Dr.  Rogers,  that  the  time 
is  long  overdue  when  Nebraska  should  have  a formal 
industrial  hygiene  program,  there  being  a multi- 
plicity of  toxic  chemicals  used,  not  only  in  industry 
but  in  the  agricultural  field,  which  are  a hazard  to 
the  health  of  the  users,  and  the  committee  would 
like  to  recommend  to  the  Board  of  Councilors  that 
some  positive  recommendation  be  made  by  the 
Nebraska  State  Medical  Association  in  futhering  the 
cause  of  such  progi’am  in  the  interest  of  better 
industrial  or  occupational  medicine  for  the  workers 
of  the  State  of  Nebraska,  industrial  and  agricul- 
tural. 

We  were  also  asked  to  speak  at  the  Second  Annual 
Industrial  Health  Conference  in  the  State  of  Iowa 
in  a joint  meeting  with  the  greater  Des  Moines 
Chamber  of  Commerce,  which  invitation  was  ac- 
cepted and  said  address  being  given  on  “Medicine 
and  Industry,”  on  Friday,  December  11th,  in  Des 
Moines. 

Respectfully  submitted, 

G.  P.  McARDLE,  M.D. 

Chairman 
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REPORT  OF 

JOINT  COMMISSION  FOR  THE  IMPROVEMENT 
OF  THE  CARE  OF  THE  PATIENT 

W.  C.  Kenner,  M.D.,  Chairman,  Nebraska  City ; A.  E. 
Harrington.  M.D.,  Lincoln.  . 

Dr.  A.  E.  Harrington  and  myself  were  appointed 
as  representatives  of  the  Nebraska  State  Medical 
Association  on  a Joint  Commission  made  up  of 
representatives  of  the  Nebraska  Hospital  Associa- 
tion, the  State  Board  of  Health  and  ourselves. 

Miss  Brinkley  of  the  Bureau  of  Nursing  of  the 
State  Department  of  Health  is  the  chairman  of  the 
Joint  Commission  and  has  called  no  meetings  of  the 
Commission  during  the  year. 

Respectfully  submitted, 

WILLIAM  C.  KENNER,  M.D. 

Chairman 

REPORT  OF 

.MATERNAL  AND  CHILD  HEALTH  COMMITTEE 

Harold  E.  Har\ey,  M.D..  Chairman,  Lincoln : Warren  G. 
Bosley,  M.D..  Grand  Island : W.  L.  Rumbolz,  M.D.,  Omaha. 

The  Maternal  and  Child  Health  Committee  had 
no  formal  meeting  in  1959.  Individual  discussions 
with  members  of  the  committee  have  been  held  at 
the  time  of  other  meetings.  There  have  been  no 
problems  presented  to  this  committee  and  no  action 
therefore  taken.  The  recommendations  of  last  year 
are  essentially  unchanged,  as  follows,  that — 

1.  The  State  Medical  Association  through  the 
Medical  Service  Committee  secure  protective 
legislation. 

2.  When  the  above  is  obtained  a simplified  ma- 
ternal mortality  study  ensuring  complete 
anonymity  be  prepared  by  the  Nebraska  State 
Medical  Association. 

3.  The  material  obtained  be  presented  through 
the  Nebraska  State  Medical  Journal  for  educa- 
tional purposes. 

4.  A state-wide  obstetrical  consultive  service  be 
foi-med. 

As  the  year  after  this  present  one  will  be  a 
legislative  year,  we  feel  that  it  is  essential  that  the 
legislative  committee  attempt  to  introduce  a law 
into  the  State  similar  to  those  adopted  by  Ohio, 
Michigan,  Minnesota  and  also  recently  by  South 
Dakota,  which  provides  for  a confidential  character 
of  medical  studies  conducted  by  organized  medical 
groups  (Bill  No.  138,  South  Dakota,  36th  Session) 
(Research  studies  confidential,  State  of  Minnesota.) 
(House  Bill  No.  34769  Legislture,  State  of  Michi- 
gan.; 

Until  such  is  accomplished,  I feel  that  the  Ma- 
ternal and  Child  Health  Committe  can  seiwe  very 
little  function  in  the  State  of  Nebraska.  If  this 
legislation  were  passed  then  the  Maternal  and 
Child  Health  Committee  could  well  serve  as  an 
educational  organization  to  the  entire  State  by  the 
publication  of  topics  monthly  as  is  done  in  the 
Ohio  State  Medical  Journal. 

Respectfully  submitted, 

HAROLD  E.  HARVEY,  M.D. 

Chaii-man 


REPORT  OF 

.MEDICAL  EDUCATION  COMMITTEE 

D.  B.  Steenburg,  M.D.,  Chairman.  Aurora  : Earle  G.  John- 
son, M.D.,  Grand  Island;  F.  Lowell  Dunn.  M.D..  Omaha; 
Harold  S.  Morgan,  M.D.,  Lincoln  ; Harr>-  Jakeman.  M.D., 
Fremont ; Max  Gentr>’.  M.D.,  Gering. 

Your  chairman  attended  most  of  the  meetings  of 
the  executive  faculty  of  the  University  of  Nebraska 
College  of  Medicine  in  Omaha  during  the  year  1959. 

These  meetings  are  well  attended  by  the  faculty 
members  and  frequently  by  the  Chancellor  or  his 
representatives. 

The  scope  of  the  acti\dties  embrace  the  whole 
ai’ea  of  the  conduct  of  the  Medical  School,  the  Uni- 
versity Hospital,  the  selection  of  students,  their 
welfare,  examinations,  graduation  and  placement 
in  hospitals  for  their  training  after  leaving  the 
University  and  their  continuing  medical  education. 

Dr.  J.  P.  Tollman  reports:  “Gradual  changes 

continue  in  faculty  rosters.  In  one  way,  the  resig- 
nation of  key  faculty  members  to  take  positions 
of  responsibility  at  other  schools  is  a tribute.  It 
does  pose  real  problems  in  replacement.  The  salary 
figures  needed  to  make  replacements,  at  every  level, 
emphasize  the  inflationary  trend  in  our  economy 
and  the  lag  in  meeting  it  which  exists  in  the  routine 
of  governmental  operations.  The  appropriations 
made  by  the  last  legislature  were  applied  to  im- 
proving salaries.  No  new  positions  were  added. 
Nevertheless,  we  see  the  continued  upward  trend 
of  salaries  as  one  of  our  major  problems. 

“At  the  last  report  we  mentioned  the  University 
self-survey  which  was  getting  started.  There  has 
been  continuing  study  on  this  campus,  and  the 
several  departments  have  looked  critically  at  their 
activities  and  allocation  of  efforts.  We  are  about 
to  enter  the  next  phase,  the  meeting  of  committees 
of  the  self-study  group  with  departments.  This  will 
be  coupled  with  careful  review  by  the  Curriculum 
Committee  to  determine  whether  there  are  changes 
that  will  improve  our  instruction.  I sense  a growing 
feeling  that  more  time  should  be  spent  in  taking  up 
the  academic  material  of  medicine.  This  teaching 
will  have  to  be  done  at  the  expense  of  the  “training” 
facets  of  instruction.  This  will  result  in  our  grad- 
uates entering  internship  probably  less  facile  in 
the  manual  skills  of  caring  for  patients,  but  with 
a wider  knowledge  of  background  material  on  which 
they  can  develop  this  “art”  of  caring  for  patients. 
There  is  a feeling  that  the  “art”  can  be  learned 
in  the  internship,  in  fact  the  internship  is  the  logical 
place  for  this  phase  of  developn^ent  while  many 
internships  are  not  able  to  give  the  academic  in- 
stmction  that  is  possible  in  the  medical  school. 

“Research  has  been  energetically  pursued  by 
many  departments.  The  Research  Unit  of  the 
Nebraska  Psychiatric  Institute  will  be  completed 
in  the  next  few  months  and  will  provide  better 
quarters  for  present  personnel  as  well  as  permitting 
additional  projects. 

“We  appreciate  the  continuing  interest  of  the 
members  of  the  Nebraska  State  Medical  Association. 
Their  help  in  translating  the  needs  of  medical  edu- 
cation to  the  legislature  and  to  the  people  generally 
is  most  welcome.  I hope  that  members  of  the  Asso- 
ciation will  give  serious  thought  to  two  areas  where 
their  support  can  be  most  effective. 

“First,  is  calling  attention  of  young  people  in 
their  communities  to  the  opportunities  in  medicine. 
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In  common  with  most  medical  schools,  we  are  ex- 
periencing a declining  number  of  applications  at 
a time  w'hen  there  is  grave  national  concern  about 
the  increasing  need  for  physicians,  in  all  phases  of 
medical  activity.  I believe  the  individual  physician 
can  do  much  in  making  young  people  aware  of  the 
deep  satisfactions  in  medicine,  w'hether  in  practice, 
research  or  teaching.  The  nation  needs  competent 
people  in  these  fields. 

“Perhaps  even  more  pressing  is  the  need  for 
interesting  young  women  in  the  field  of  nursing. 
There  are  even  more  requests  for  nurses  than  for 
physicians.  We  have  felt  the  pinch  at  University 
Hospital  in  the  past  few  months  and  know  the 
demand  exists  in  many  places. 

“The  instruction  of  these  students  requires  an 
adequate  and  varied  group  of  patients.  The  chang- 
ing pattern  of  payment  for  medicine  and  hospital 
care  is  introducing  real  problems  in  maintaining 
that  variety  in  clinical  material.  The  thoughtful 
consideration  of  the  members  will  be  most  helpful.” 

Your  society  was  instrumental  in  obtaining,  in 
1953,  an  act  of  the  State  Legislature  w^hich  provided 
a one-fourth  mill  levy  for  the  purpose  of  new  con- 
struction and  renovation  of  existing  buildings  on  the 
College  of  Medicine  campus.  During  the  ensuing 
years  approximately  two  and  one-half  million  dollars 
have  brought  the  following  buildings  and  improve- 
ments: 

1.  New  school  of  nursing  building. 

2.  New^  research  laboratories. 

3.  Enlarged  and  modernized  laundry  and 

service  building. 

4.  Remodeling  of  power  building. 

5.  New'  incinerator. 

6.  Improved  electrical  distribution  system. 

7.  Campus  lighting,  sidewalks  and 

landscaping. 

8.  New  paved  parking  areas. 

9.  Extension  of  heating  and  other 

service  tunnels. 

The  constniction  in  progress  consists  of  Phase  I 
and  lA  of  Unit  III.  This  area  will  include  the  new 
offices  of  the  Dean,  hospital  administration,  medical 
records,  social  service,  class  rooms  and  new'  areas 
for  pathology,  radiology  and  out  patient  clinics. 

Phase  lA,  totaling  16,000  square  feet  consists  of 
the  northeast  portions  of  the  low'er  three  floors. 
These  are  “Research  Areas”  and  are  made  possible 
through  matching  State  and  Federal  funds  in  con- 
stimction  costs.  The  present  construction  is  scheduled 
to  be  completed  during  the  fall  of  1960  at  a cost 
of  $1.8  million. 

Phase  II  is  now'  in  the  planning  stage  and  will 
provide  space  for  a kitchen,  dining  room,  canteen, 
student  lounge  and  activities,  television  operations 
and  offices.  It  is  hoped  an  auditorium  may  be 
included.  Phase  II  will  attach  directly  to  Phase  I 
and  continue  south  to  border  the  street  north  of 
the  School  of  Nursing. 

The  executive  faculty  and  student  council  have 
approved  the  presentation  of  the  possibility  of  an 
Honor  System  at  the  College  of  Medicine. 

Your  chairman  attended  the  70th  annual  meeting 
of  the  Association  of  American  Medical  Colleges  at 
the  Edgewater  Beach  Hotel  in  Chicago,  November 
2,  3,  4,  1959. 


The  broad  objectives  are  the  improvement  and 
advancement  of  medical  education  developing  in- 
creasingly effective  means  of  selecting  the  most  able 
students  for  the  study  of  medicine,  by  encouraging 
experimentation  in  curriculum  development  and 
medical  teaching  methods,  by  supporting  experi- 
mentation, studies  and  programs  aimed  at  improv- 
ing the  ability  of  students  to  learn  and  teachers  to 
teach  by  supporting  efforts  to  improve  the  hospital 
internship  and  residency  programs  as  educational 
experiences,  by  supporting  efforts  to  improve  and 
broaden  the  influence  of  continuing  medical  educa- 
tion, by  developing  the  know'ledge  and  leadership 
necessary  to  provide  for  the  long  range  progress 
and  stability  of  medical  education  and  by  creating 
and  maintaining  effective  avenues  of  communication 
betw'een  medical  educators,  and  betw’een  medical 
educators  and  the  American  public. 

The  meeting  held  this  year  at  the  Edgewater  is 
but  one  of  the  important  functions  of  the  Associa- 
tion of  American  Medical  Schools  under  the  very 
excellent  guidance  of  Dr.  Ward  Darley,  its  Executive 
Director. 

The  emphasis  this  year  was  on  the  need  to  pro- 
duce 3,000  additional  physicians  by  the  year  1975 
in  order  to  keep  pace  w'ith  growing  population  of 
America. 

Dr.  Mitchell,  Dean  of  the  Medical  School  of  the 
University  of  Pennsylvania,  presided  over  the  ses- 
sions at  which  35  leaders  in  medicine,  education, 
industry,  philanthropy,  and  government  discussed 
varying  aspects  of  the  conference  theme,  “Medical 
Education  in  a Changing  World.” 

Approximately  900  medical  educators  and  guests 
from  the  United  States,  Canada,  and  foreign  coun- 
tries attended  the  association’s  annual  meeting  at 
the  Edgewater  Beach  Hotel  at  Chicago,  November 
2 to  4,  1959. 

In  the  fall  your  Medical  Education  Committee 
was  asked  to  carry  on  the  work  of  the  American 
Medical  Education  Fund  for  Nebraska,  and  on  the 
29th  of  September  w'e  met  in  Lincoln  with  Dr.  Willis 
Moody,  w'ho  had  so  nicely  managed  these  yearly 
solicitations  of  the  membership  of  our  society  in 
the  interest  of  the  Medical  Schools  of  America.  It 
w’as  the  decision  of  the  committee  w'ith  Dr.  Moody 
that  the  usual  type  of  solicitaiton  be  made  for  1959 
and  that  an  effort  be  made  to  sound  out  the  senti- 
ment of  several  of  our  larger  county  groups  on  the 
advisability  of  another  method  of  attaining  this 
goal.  Diametrically  opposed  views  were  expressed 
quite  freely. 

In  order  to  get  an  expression  of  opinion  as  to  the 
most  effective  method  of  making  this  solicitation 
for  the  American  Medical  Education  Fund,  w'e  have 
asked  Dr.  Jay  Oliver  to  come  out  from  the  A.M.A. 
office  in  Chicago  and  present  the  case  before  our 
mid-w'inter  meeting  in  Lincoln,  February,  1960. 

The  Medical  Education  Committee  met  Thursday, 
November  5,  1959,  at  the  Hotel  Cornhusker  with 
Dr.  Cecil  G.  Sheps,  Chairman  of  Advisory  Committee 
on  Research  Projects  for  the  United  States  Public 
Health  Service,  Boston;  Mr.  Vern  Pangborn,  Divi- 
sion of  Hospitals,  Lincoln;  Mr.  Robert  Kurtz,  Re- 
search Associate  for  the  Division  of  Hospitals;  Dr. 
E.  A.  Rogers,  Chief  of  the  State  Health  Division, 
Lincoln;  and  Dr.  E.  E.  Koebbe,  President  of  our 
State  Association,  Columbus. 
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Dr.  Sheps  said  that  his  visit  here  was  as  a 
consultant  to  the  research  projects  which  the  Divi- 
sion of  Hospitals  is  doing.  He  said  there  is  a grow- 
ing development  in  society  in  which  the  people  want 
something  from  medical  education  that  they  '■  can 
actually  see.  He  said  the  taxpayers  do  not  mind 
spending  more  for  medical  education  if  they  can 
see  results.  The  lairal  taxpayer,  he  said,  wants  re- 
sults by  seeing  a doctor  come  to  his  community. 

In  the  research  field,  he  said,  the  government 
had  increased  its  allotment  to  this  field.  The 
government,  he  said,  has  also  tried  to  keep  from 
interfering  with  those  projects  to  which  it  gives 
money,  and  to  a large  extent,  he  said,  there  have 
been  no  strings  attached.  He  felt  there  is  consider- 
able money  wasted  in  some  research  projects  and 
wondered  if  more  governmental  control  should  not 
be  exercised.  He  said  the  government  is  happy  if 
one-third  of  the  research  projects  produce  results. 

He  said  that  an  additional  development  is  research 
into  the  fields  of  hospital  and  medical  care,  such  as 
studies  of  service  needs,  wants,  etc.  Medical  care, 
he  said,  is  dependent  upon  numerous  allied  seiwices. 
Today  medical  practice  involves  more  than  just  the 
face  to  face  patient-physician  relationship.  For 
some,  he  said,  it  is  adequate,  but  for  many  others 
it  is  not.  Future  medical  care  will  need  organiza- 
tion, and  the  challenge,  he  said,  is  to  do  whatever 
we  can  and  make  it  as  successful  as  possible.  Re- 
search will  help,  he  said,  because  we  never  know 
enough. 

Mr.  Pangborn  said  it  was  felt  that  the  state  is 
doing  a good  job  in  hospital  care  but  there  is  no 
proof.  He  said  Dr.  Sheps  was  here  to  discuss  ways 
of  gaining  more  criteria.  He  said  something  more 
than  judgment  is  needed  and  that  there  was  a need 
for  guideposts  to  develop  an  effective  program  in 
a community,  especially,  in  a long-term  facilities. 
He  said  that  unless  we  take  a look  at  what  is  going 
on  around  us,  we  will  not  know  what  is  best.  He 
felt  that  research  studies  will  help  give  us  these 
answers. 

Dr.  Rogers  said  the  discussion  brings  home  the 
need  for  decisions.  He  cited  the  case  of  the  Hill- 
Burton  Act  and  the  job  which  the  Hospital  Advisory 
Council  had  done  in  determining  where  hospitals 
should  be  constructed.  He  said  decisions  were  made 
without  adequate  information.  He  welcomed  the 
information  which  research  studies  will  produce 
about  Nebraska  Communities. 

Respectfully  submitted, 

D.  B.  STEENBURG,  M.D. 
Chairman 


REPORT  OF  POLICY  COMMITTEE 

E.  E.  Koebbe.  M.D.,  Chairman,  Columbus  ; Fritz  Teal,  M.D., 
Lincoln  ; J.  M.  Woodward.  M.D..  Lincoln  ; Fay  Smith,  M.D., 
Imperial  : R.  Russell  Best.  M.D.,  Omaha. 

The  Policy  Committee  has  had  two  meetings,  one 
in  June  when  20  Medicare  cases  were  reviewed  with 
the  Fiscal  Agent,  and  adjudicated.  At  the  November 
meeting  of  the  committee,  8 cases  were  reviewed. 
The  findings  of  the  Policy  Committee  were  accepted 
by  the  Federal  Agency. 

The  Policy  Committee  decided  to  accept  an  invi- 
tation from  the  Nebraska  Pharmaceutical  Associa- 
tion for  a series  of  interprofessional  meetings.  They 
were  held  in  October  in  Grand  Island,  Scottsbluff 


and  Omaha.  Your  Executive  Secretary  and  Presi- 
dent attended  all  of  the  meetings,  and  one  Trustee 
attended  in  each  of  the  cities.  The  meetings  were 
well  attended  by  both  Pharmacists  and  members  of 
the  Nebraska  State  Medical  Association.  The  meet- 
ings were  enjoyable  and  tended  to  promote  a better 
understanding  between  the  two  branches  of  the 
healing  Art.  It  is  recommended  that  these  meetings 
be  continued  and  also  invite  other  allied  professions 
to  join  with  us. 

The  Nebraska  State  Medical  Association  had  a 
closing  dinner  for  the  members  of  the  Legislature. 
This  proved  to  be  a well  attended  and  enjoyable 
affair. 

It  is  also  recommended  that  the  Nebraska  State 
Medical  Association  hold  a dinner  in  Washington, 
D.C.,  for  the  Nebraska  delegation  in  Congress 
during  1960.  This  dinner  could  possibly  be  held 
prior  to  the  annual  meeting  of  the  A.M.A.  in  Miami. 

Respectfully  submitted, 

E.  E.  KOEBBE,  M.D. 
Chairman 


REPORT  OF  PREPAYMENT 
MEDICAL  CARE  COMMITTTEE 


J.  T.  McGreer,  Jr.,  M.D.,  Chairman.  Lincoln  ; B.  R.  Famer, 
M.D.,  Norfolk ; Peyton  Pratt,  M.D.,  Omaha. 


Your  Prepayment  Medical  Care  Committee 
attended  all  regular  and  special  Nebraska  Blue 
Shield  Board  Meetings  during  1959.  The  Committee 
also  attended  the  annual  meeting  which  includes 
members  of  the  Nebraska  State  Medical  Association 
and  policy  holders. 

Sponsored  by  your  Nebraska  State  Medical  Asso- 
ciation under  the  guidance  of  dedicated  officers  and 
boardmembers,  the  plan  has  successfully  met  the 
challenge  of  Federal  Health  Insurance.  The  Fif- 
teenth Anniversary  of  Nebraska  Blue  Shield  on 
October  18,  1959,  was  truly  a memorable  occasion 
for  the  physicians  of  Nebraska.  These  comparative 
figures  show  that  Nebraska  Blue  Shield  has  con- 
tinued to  grow. 


Earned  Premium  Insurance 

Claims  Paid 

Percent  of  Claims 

Overhead  

Percent  of  Overhead 

Gain  from  Underwriting 

Contingency  Reserves 

Membership 

(Nebraskans  Covered)-- 


1958 

1959 

$3,074,257 

$3,539,442 

2,675,859 

2,935,000 

87.07% 

84.75% 

300,557 

320,400 

9.78% 

9.05% 

96,839 

234,500 

1,347,575 

1,600,000 

210,580 

222,400 

The  1959  figures  as  indicated  are  estimated  on  a 
conservative  basis  to  show  the  plan’s  progress. 

Of  the  71  Blue  Shield  Plans  operating  in  the 
United  States,  Nebraska  Blue  Shield  ranks  eighth 
in  reserves.  This  does  not  mean  that  Nebraska  has 
more  dollar  reserves  than  other  plans  but  that  it 
ranks  eighth  in  the  number  of  months  liability  in 
reserve. 

Nebraska  Blue  Shield  has  paid  over  20%  million 
dollars  for  medical  and  surgical  care  received  by 
subscribers  during  the  past  15  years. 

Over  two  years  ago,  Nebraska  Blue  Shield  was 
the  first  plan  to  introduce  an  “Over  65”  membership 
agreement.  There  are  now  950  “Over  65”  contracts 
included  in  the  total  membership.  In  accordance 
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with  the  philosophy  and  practice  of  Blue  Shield, 
reaching  the  age  of  65  in  a group  or  non-group  con- 
tract does  not  mean  a reduction  in  benefits  nor  an 
increase  in  rates. 

A considerable  proportion  of  the  membership  have 
reached  the  age  of  65  years  or  older  since  1944. 
Blue  Shield  has  never  broken  a contract  due  to  the 
age  or  retirement  of  a member. 

The  officers  and  directors  believe  that  the  doctors 
have  a tnie  voice  in  the  management  of  the  affairs 
of  Nebraska  Blue  Shield.  This  must  continue.  It  is 
their  desire  to  provide  the  public  the  broadest 
health-care  with  fair  compensation  to  physicians  by 
actuarially  sound  prepaid  insurance.  This  requires 
understanding  and  active  cooperation  from  the 
physicians  lest  the  cost  of  the  plan  should  price  it 
from  the  market. 

Blue  Shield  has  sincerely  tried  to  inform  the 
doctors  of  Nebraska  and  worked  to  win  their  active 
support.  There  have  been  numerous  meetings  with 
medical  organizations  at  the  state,  district,  and 
county  levels.  A joint  meeting  of  the  Fee  Schedule 
Committee  of  the  Nebraska  State  Medical  Associa- 
tion and  Blue  Shield  was  held  late  in  November. 
Members  of  Blue  Shield  have,  on  invitation,  ap- 
peared before  Auxiliai-y  meetings.  An  Auxiliary 
Blue  Shield  Committee  has  been  organized  so  that 
our  wives  may  become  conversant  wdth  the  plans. 

Four  doctor’s  assistants  meetings  with  buzz  ses- 
sions and  question  and  answer  periods  were  held. 
Officers  and  Directors  attended  the  National  Blue 
Shield  meeting  and  the  National  Professional  Rela- 
tions Conference. 

Exhibits  and  displays  were  installed  and  manned 
at  the  State  Medical  Association’s  Annual  Meeting, 
the  Nebraska  State  Fair’s  “Hall  of  Health,”  the 
Midwest  Clinical  Society,  three  Nebraska  State 
Education  Association  Meetings,  the  Student  Nurse 
Association  Meeting,  and  the  “Health  Fair”  at 
Chadron,  Nebraska. 

During  1959  there  were  243  personal  visits  to 
doctor’s  offices  sexwicing  a total  of  620  doctors 
and  their  assistants. 

There  are  1,089  “Participating  Physicians”  signed 
with  Blue  Shield.  Thii’ty-four  additional  doctors 
signed  during  1959. 

Many  mailings  were  sent  to  all  Nebraska  Medical 
Association  members  to  keep  them  infonned.  There 
were  articles  in  each  number  of  the  State  Medical 
Journal,  and  articles  appeared  in  the  “Cornhusker 
GP”  and  in  county  society  bulletins. 

The  public  was  reached  through  radio.  There 
were  thirteen  T.V.  programs  sponsored  by  Blue 
Shield  and  the  Douglas  County  Medical  Society. 
Advertising  was  placed  in  newspapers  during  the 
year. 

Your  attention  is  called  to  the  very  fine  dele- 
gate’s report  made  by  Dr.  E.  F.  Leininger  in  the 
October,  1959,  Nebraska  State  Medical  Journal  in 
the  meeting  of  the  House  of  Delegates  of  the  A.M.A. 
in  June,  1959.  The  report  of  the  Commission  on 
Medical  Care  Plans  is  of  particular  interest.  After 
rewording,  three  of  the  recommendations  were 
adopted  by  the  House. 

These  are,  No.  4:  “In  an  effort  to  decrease,  or  at 
least  to  prevent  an  increase  in  the  overall  cost  of 
health  care,  study  should  be  given  to  the  removal 


of  the  requirement  of  hospital  admission  as  the  only 
condition  under  which  payment  of  certain  benefits 
will  be  made.” 

No.  6:  “Medical  care  plans  should  be  encouraged 
to  increase  their  efforts  to  provide  health  education 
and  information  concexming  the  coverage  of  their 
subscribers.” 

No.  16a:  “The  American  Medical  Association  be- 
lieves that  free  choice  of  physician  is  the  right  of 
every  individual  and  one  which  he  should  be  free 
to  exercise  as  he  chooses.” 

The  House  also  requested  the  transmission  to  all 
State  Medical  Associations  the  following  recom- 
mendations. 

“In  order  that  the  principle  of  free  choice  of 
physician  be  maintained  and  be  fully  implemented, 
the  medical  profession  should  discharge  more  vig- 
orously its  self-imposed  responsibility  for  assuring 
competency  of  physicians  services  and  their  pro- 
vision at  a cost  which  people  can  afford.” 

Others  which  are  of  interest  to  the  physicians  of 
our  state  are,  (a)  “facilities  of  the  A.M.A.  should 
be  utilized  to  conduct  a continuing  study  of  socio- 
economic problems  as  they  affect  the  development 
and  operation  of  all  medical  care  plans.”  (b)  “to 
permit  valid  comparisons,  uniform  criteria  should 
be  promulgated  and  applied  to  measure  utilization 
in  medical  care  plans.”  (c)  “improvement  in  cover- 
age should  be  one  of  continuing  goals  of  medical 
care  plans.”  (d)  “medical  schools  should  be  en- 
couraged to  devote  more  teaching  time  to  problems 
in  the  socio-economic  field  of  medical  c a re.” 
(e)  “medical  policy  and  medical  administration 
should  be  controlled  by  physicians.” 

You  may  be  sure  that  the  Nebraska  Blue  Shield 
has  been  and  is  continuing  to  practice  these  con- 
cepts. At  the  same  time  the  doctor’s  best  interests 
are  being  carefully  guarded. 

The  Board  of  Directors  of  Nebraska  Blue  Shield 
are  continually  reviewing  old  contracts  and  con- 
sidering new  membership  agreements.  It  is  their 
desire  to  broaden  coverage  by  increasing  the  num- 
ber of  medical  and  surgical  services.  They  are  ever 
mindful  of  the  economic  trends  and  w'ish  to  keep 
doctor’s  compensation  abreast  of  them.  At  the 
same  time  the  public’s  needs  and  best  interests  must 
be  carefully  evaluated. 

Health  cax’e  insux’ance  must  be  reasonable  in  cost 
or  it  will  be  priced  beyond  the  public’s  ability  to 
pay.  We  know  that  the  bureaucrats  and  socializers 
are  hopefully  and  eagerly  waiting  for  that  to  hap- 
pen. 

Your  Px’epayment  Medical  Cax'e  Committee  favors 
the  committee’s  enlargement  to  six  members  be- 
lieving it  is  an  effective  method  of  acquainting 
more  doctors  with  Health  Care  Insux-ance. 

It  is  hearteniixg  to  know  that  more  doctors  have 
signed  as  participating  membei’s.  We  hope  that 
eventually  every  member  of  our  State  Society  will 
cooperate. 

If  we  desix'e  to  pex’petuate  our  American  ideal 
of  free  entex’prise  we  cannot  be  complaisant  or 
disinterested.  We  must  have  both  energy  and  zeal 
to  provide  the  public  with  the  best  Health  Care 
Insux’ance  at  a fair  cost.  It  is  a x’easonable  project 
for  us  as  physicians  and  as  Amex’ican  citizens. 

The  Px-epayment  Medical  Care  Committee  recom- 
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mends  continued  full  support  of  the  Nebraska  Blue 
Shield  Plan  by  the  Nebraska  State  Medical  Associ- 
ation. 

Respectfully  submitted, 

J.  T.  McGREER,  M.I>. 
Chairman 

REPORT  OF 

PUBLIC  RELATIONS  COMMITTEE 

Leroy  W.  Lee.  M.D.,  Chairman,  Omaha ; Maurice  Frazer, 
M.D..  Lincoln  ; H.  M.  Nordlund,  M.D.,  York : George  Hoff- 
meister,  M.D.,  Hastings  ; Houghton  F.  Elias.  M.D.,  Lincoln  ; 
E.  K.  Connors,  M.D.,  Omaha;  D.  B.  Wengert,  M.D,  Fremont. 

Your  Public  Relations  Committee  of  the  Nebraska 
State  Medical  Association  has  continued  to  function 
actively  during  the  past  year.  Our  most  recent 
meeting  was  held  on  September  15,  1959,  at  the 
Cornhusker  Hotel.  The  members  of  the  committee 
were  hosts  to  Mr.  E.  J.  Faulkner,  President,  Wood- 
man Life  and  Accident  Company,  and  Mr.  Howard 
LeClair,  Chairman,  State  Health  Insurance  Council 
Committee.  It  was  the  feeling  of  these  men  that 
cooperation  between  the  voluntary  insurance  in- 
dustry and  the  medical  profession  was  necessary 
for  making  available  to  the  American  public  the 
best  quality  of  medical  care.  It  was  the  opinion  of 
the  insurance  industry  representatives  that  increas- 
ing pressure  for  the  passage  of  a measure  such  as 
the  Forand  Bill  (H.R.  4700)  would  be  brought  to 
bear  during  the  next  Congressional  Session.  They 
suggested  that  an  all  out  effort  must  be  made  to 
defeat  such  legislation.  Their  services  were  volun- 
teered for  informing  our  component  County  Medical 
Societies  concerning  these  matters.  On  September 
18,  1959,  the  chairman  of  the  Public  Relations  Comi- 
mittee  wrote  a letter  to  the  Presidents  of  the  com- 
ponent Medical  Societies  offering  these  services 
upoii  request.  Mr.  Merrill  C.  Smith  reports  that 
presentations  have  been  made  in  Kearney,  York  and 
Scottsbluff;  and  others  are  on  the  agenda. 

The  Hall  of  Health  at  the  Nebraska  State  Fair 
in  1959,  was  well  attended,  there  being  61,124 
visitors  during  the  seven  days  the  exhibit  was  open. 

A film  “Gravity  of  Death,”  produced  by  the 
Nebraska  State  Medical  Association  has  received 
widespread  acclaim.  Over  5,000  people  have  seen 
this  film.  There  are  eight  prints  and  bookings  are 
solid  through  May  1,  1960.  All  requests  for  showing 
the  film  are  sent  to  the  Public  Relations  Committee 
of  the  Nebraska  State  Medical  Association.  How- 
ever, the  State  Department  of  Health  distributes 
the  film  for  showings.  It  is  planned  to  put  the 
film  in  every  high  school  in  the  state  as  a part 
of  the  driver  training  courses.  This  is  a great 
opportunity  for  developing  good  public  relations 
between  our  Nebraska  State  Medical  Association, 
the  local  physician  and  these  young  citizens. 

Unfavorable  publicity  referable  to  medicine  con- 
tinues to  appear  occasionally  in  the  press  and  other 
media  of  mass  education.  It  is  necessary  that  we 
remain  interested  in  cooperating  with  those  who 
ai’e  involved  in  the  preparation  of  medical  informa- 
tion for  the  lay  population  at  every  level  so  as  to 
thwart  presentations  which  place  the  physician  in 
an  unfavorable  manner  before  the  public. 

Respectfully  submitted, 

L.  W.  LEE,  M.D. 

Chairman 


REPORT  OF 

REHABILITATION  COMMITTEE 

John  M.  Thomas,  M.D.,  Chairman,  Omaha  ; M.  C.  Howard, 
M.D.,  Omaha  ; Chester  H.  Waters,  Jr.,  M.D.,  Omaha. 

During  the  year  1959  no  business  has  been  re- 
ferred to  the  Rehabilitation  Committee,  and  the 
committee  has  had  no  meetings. 

The  major  development  in  Nebraska  in  1959  in 
the  field  of  rehabilitation  was  the  opening  in  Omaha 
of  the  children’s  rehabilitation  center,  consisting  of 
the  J.  P.  Lord  School,  the  Children’s  Therapy  Center, 
and  the  Hattie  B.  Munroe  Home. 

I should  like  to  suggest  that  Dr.  Wm.  Schmidt, 
director  of  the  Children’s  Therapy  Center,  444  South 
44th  Street,  Omaha,  Nebraska,  be  invited  to  write 
for  the  Nebraska  State  Medical  Journal,  an  article 
describing  the  rehabilitation  center,  its  function, 
and  goals. 

Respectfully  submitted, 

JOHN  M.  THOMAS,  M.D. 
Chairman 

REPORT  OF 

RURAL  MEDICAL  SERVICE  COMMITTEE 

Cha-s.  Ashby,  M.D.,  Chairman,  Geneva  ; Clyde  Kleager,  M.D., 
Hastings  ; L.  J.  Ekeler,  M.D.,  David  City ; D.  P.  McCleery, 
M.D.,  Beatrice ; W.  R.  Hill,  M.D.,  Seward  ; Ralph  Blair.  M.D., 
Broken  Bow. 

The  Rural  Medical  Service  Committee  sponsored 
the  Eighth  Annual  Senior  Medical  Day,  March  12, 
1959.  The  following  program  was  presented; 
Presiding:  E.  E.  Koebbe,  M.D.,  Columbus 
President-elect,  Nebraska  State  Medical 
Association 

“You  Will  Soon  Be  a Doctor” 

W.  C.  Kenner,  M.D.,  Nebraska  City 
Alternate  Delegate,  American  Medical 
Association 

“Why  I Chose  a Small  Town  to  Practice  Medicine” 
Walter  Reiner,  M.D.,  Holdrege 
Committee  on  Rural  Medical  Service 
“The  Mechanics  of  Establishing  Your  Office” 

Mr.  M.  K.  Mills,  Waterloo,  Iowa 
General  Manager,  Professional  Management 
“The  Role  of  the  Physician  in  Blue  Cross- 
Blue  Shield” 

Arthur  J.  Offerman,  M.D.,  Omaha 
President,  Nebraska  Medical  Service 
(Blue  Shield) 

“Narcotics,  The  Use  and  Abuse  in  Your 
Profession” 

E.  A.  Rogers,  M.D.,  Lincoln 
Nebraska  Director  of  Health 
“The  Art  of  the  Practice  of  Medicine” 

W.  Max  Gentry,  M.D.,  Gering 
Committee  on  Medical  Education 
“The  Doctor’s  Obligation  to  His  Community” 

Fay  Smith,  M.D.,  Imperial 
President,  Nebraska  State  Medical  Association 
“Medical  Ethics — The  Doctor’s  Golden  Rule” 

Earl  F.  Leininger,  M.D.,  McCook 

Past  President,  Nebraska  State  Medical 

Association 

Banquet  Speaker — Mr.  Aubrey  Gates,  Director, 
Division  of  Field  Service,  American  Medical 
Association,  Chicago 

The  program  seemed  to  meet  with  success  again. 
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We  plan  to  sponsor  the  Ninth  Annual  Senior  Medical 
Day  in  the  spring  of  1960. 

The  possibility  has  been  discussed  of  sponsoring 
4-H  members  to  the  National  Rural  Health  Con- 
ference. It  was  thought  this  might  be  a worth 
while  project.  Also  the  possibility  of  sponsoring  a 
National  Conference  of  Rural  Health  in  Nebraska 
is  being  investigated. 

Respectfully  submitted, 

CHARLES  F.  ASHBY,  M-D. 
ChaiiTnan 

REPORT  OF 

TUBERCULOSIS  COMMITTEE 

Harry  Murphy.  M.D.,  Chairman.  Omaha;  Stanley  Potter, 
M.D.,  Omaha;  Arthur  Anderson.  M.D.,  Lexin^on. 

In  review  of  progress  since  our  report  to  the 
Association  in  1959,  there  has  been  advance  in  the 
handling  of  Tuberculosis. 

1.  Discussion  was  presented  of  the  need  for  ade- 
quate medical  care  of  the  Tuberculosis  patients  in 
Psychopathic  Hospitals.  This  has  been  quite  well 
accomplished  since  our  last  report. 

2.  Discussion  of  inadequate  chest  examinations 
especially  thinking  of  Tuberculosis  case  finding, 
among  those  of  our  population  who  are  in  Peni- 
tentiary or  corrective  institutions.  In  some,  viz  the 
home  in  Kearney  was  well  cared  for  through  Dr. 
Nutzman’s  assistance.  In  the  other  areas,  chest  x- 
rays  were  taken  very  infrequently. 

The  Committee  has  learned  that  some  progress 
in  this  area  has  been  instituted. 

3.  Along  this  line,  the  committee  is  pleased  to 
report  progress  in  the  problem  of  x-rays  in  the 
prisoners  in  Omaha  jails. 

These  activities  may  well  exploi’e  a segment  of 
our  population,  among  whom  there  are  very  many 
who  have  not  received  adequate  medical  attention. 
Furthermore  they  represent  a transient  group  whose 
migratory  habits  may  expose  them  to  Tuberculosis. 

4.  One  of  the  pleas  for  1960  is  an  earnest  recom- 
mendation to  utilize  the  tuberculin  test.  This  is  the 
most  delicate  test  we  have  to  detect  cases  of  tuber- 
culous infection. 

The  development  of  the  course  of  greater  practi- 
cability in  tuberculin  surveys  in  the  role  of  case 
finding  practice,  appears  to  be  in  infant  age  group, 
or  at  latest  in  pre-school  age,  and  early  high  school 
age  group.  In  these  groups  the  circle  of  contacts 
is  more  likely  to  be  limited.  This  may  contribute 
very  best  chance  to  find  active  cases  as  the  source 
of  the  positive  Tuberculin  reaction. 

In  diagnostic  work  up,  the  tuberculin  test  should 
always  be  used,  at  least  in  childhood  age.  The 
positive  Tuberculin  indicates  the  back-log  of  Tuber- 
culosis. These  cases  represent  the  potential  source 
of  outbreak  of  Tuberculosis  in  the  event  of  break 
down  of  precautionary  measurers. 

5.  The  Tuberculin  test  was  used  by  one  of  our 
committee.  Dr.  A.  W.  Anderson,  in  Dawson  County. 
The  plan  was  effective  to  the  extent  of  61.6%  of 
students  in  the  9th  and  12th  grades.  The  tests  were 
made  in  their  private  offices  at  a charge  which  was 
met  by  the  Tuberculosis  Association  County  Organi- 
zation. 

There  were  642  eligible  for  tests  of  whom  363 
were  freshmen  and  279  were  seniors.  Of  these,  396 


took  the  tests  of  which  12  were  positive  tests,  or 
3%. 

6.  We  feel  that  the  general  medical  public  should 
be  made  aware  of  the  increasing  reports  of 
“atypical”  acid  fact  organisms  from  sputum,  gastric 
washings  or  pleural  fluid  in  patients  with  pulmonary 
disease  simulating  tuberculosis. 

Initially  these  were  regarded  as  nonpathogenic 
but  recently  they  have  been  recognized  as  having 
a definite  role  in  human  pulmonary  disease. 

Classification  of  these  atypical  strains  into  four 
groups  has  been  possible;  The  photochromogenic, 
those  acquiring  the  golden  or  lemon  yellow  color 
upon  exposure  to  light;  the  skotochromogenic,  those 
producing  orange  to  brick  red  colonies  when  grown 
in  the  dark;  the  non-photochromogenic  strains  which 
show  varying  pigmentation  from  buff  to  light 
orange  but  are  not  affected  by  exposure  to  light; 
rapidly  growing  atypical  strains  which  are  categor- 
ized on  their  ability  to  grow  rapidly  on  artificial 
media. 

These  atypical  acid  fast  strains  are  resistant  to 
conventional  chemo-therapy  and  produce  a disease 
process  with  a higher  surgical  complication  rate 
following  limited  resections. 

One  group*  from  whose  repoi’t  the  above  is 
taken  almost  verbatim  reports  35%  of  their  patients 
with  positive  sputum,  yield  atypical  acid  fast  bacilli 
on  cultures. 

7.  This  report  is  submitted  as  follow  up  on  our 
report  in  1959.  It  is  a plea  for  increased  interest 
in  Tuberculosis.  This  disease  is  still  with  us.  It 
is  not  a conquered  enemy.  A relaxation  of  our  de- 
fences will  eventuate  in  a startling  increase  in 
active  infections.  There  is  still  a back  log  of  cases. 

As  evidenced  by  the  Dawson  County  survey,  there 
are  different  ways  of  accomplishing  the  result. 
Nevertheless  it  is  recommended  that  we  should 
encourage  the  prosecution  of  case  findings. 

Respectfully  submitted, 

J.  HARRY  MURPHY,  M.D. 
Chairman 

*Harrison,  R.  W.,  et  al. : Adverse  Surgical  Experience  in 

the  Treatment  of  Pulmonary  Disease  Caused  by  Atypical  Acid 
Fact  Bacilli,  J.  Thoracic  and  Cardiovascular  Surg.  38 :481, 
1959. 


REPORT  OF  COMMITTE  ON 
UNIFORM  FEE  SCHEDULE  AND 
ADVISORY  TO  GOVERNMENTAL  AGENCIES 

Paul  J.  Maxwell,  M.D..  Chairman,  Lincoln  ; B.  R.  Bancroft, 
M.D.,  Kearney:  W.  H.  Morrison,  M.D.,  Omaha;  J.  E.  Court- 
ney, M.D.,  Omaha;  L.  S.  Campbell,  M.D.,  Omaha;  A.  J. 
Schwedhelm,  M.D.,  Norfolk. 

During  the  past  year  the  Committee  on  Uniform 
Fee  Schedule  and  Advisory  to  Governmental  Agen- 
cies has  met  six  times.  At  these  meetings  the 
committee  has  concerned  itself  with  the  task  of 
preparing  a relative  value  schedule  which  would 
be  adaptable  to  governmental  agencies,  compensa- 
tion courts  and  insurance  companies.  It  was  the 
intent  of  the  committee  to  prepare  a relative  value 
schedule  which  would  be  based  on  a unit  value 
being  assigned  to  each  procedure  rather  than  a 
dollar  value  schedule  now  in  effect.  A schedule  was 
prepared  on  a unit  value  basis  using  the  Medicare 
schedule  of  maximum  allowances.  The  schedule  was 
divided  into  four  separate  sections — surgery,  medi- 
cine, x-ray,  and  laboratory  with  a different  con- 
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version  factor  being  assigned  to  each  section.  Such 
a schedule,  the  committee  felt,  would  serve  three 
purposes. 

1.  Any  dollar  value  could  be  assigned  to  any 
section  of  the  schedule  making  it  flexible  and 
adaptable  for  future  needs. 

3.  That  all  procedures  in  any  one  section  would 
have  a direct  relationship  to  one  another. 

3.  Fees  in  one  section  of  the  schedule  could  be 
changed  without  affecting  the  fees  of  other 
fields  of  practice. 

After  a relative  value  schedule  with  unit  values 
was  set  up,  the  committee  invited  representatives 
of  all  of  the  specialty  and  sub-specialty  groups  to 
meet  with  them  and  discuss  those  sections  which 
pertained  to  their  field  of  practice.  The  schedule, 
^^^th  recommendations,  was  approved  by  the  repre- 
sentatives of  all  the  groups. 

At  its  final  meeting  in  1959,  the  committee  met 
with  members  of  the  Board  of  Directors  of  Blue 
Shield  to  discuss  the  feasibility  of  using  a relative 
value  schedule  in  the  Blue  Shield  medical  care  plans. 
At  the  present  it  appears  that  such  a schedule  will 
not  be  applicable  to  the  present  standard  and  pre- 
ferred plans  which  Blue  Shield  now  offers.  How- 
ever, it  is  felt  that  the  relative  value  schedule  can 
be  applied  to  the  new  $7,500  policy  which  the  House 
of  Delegates  of  the  Nebraska  State  Medical  Associ- 
ation has  directed  Blue  Shield  to  develop. 

The  committee  has  worked  many  hours  to  compile 
a relative  value  schedule  which  would  be  acceptable 
to  all  physicians  and  one  that  would  be  flexible 
and  meet  the  demands  of  the  future  without  neces- 
sitating a complete  revision. 

It  is  hoped  that  a relative  value  schedule  will  be 
completed  and  ready  for  presentation  to  the  House 
of  Delegates  by  the  time  of  the  Annual  Session  in 
April,  1960. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  M.D. 
Chairman 

We  have  received  no  reports  from  the  following 
committees: 

Blood  and  Blood  Products 

Planning 

Psychiatry' 

Public  Health 
Venereal  Disease 
Veterans 
Traffic  Safety 

The  following  report  was  received  too  late  for 
indexing. 

REPORT  OF  VENEREAL  DISEASE 

Donald  J.  Wilson.  M.D.,  Chairman,  Omaha : William  F. 
Novak,  M.D.,  Omaha ; John  H.  Barthell,  M.D.,  Omaha. 

Doctors  Wilson  and  Barthell  of  your  committee 
held  one  meeting  in  Lincoln  on  April  16,  1959,  with 
Dr.  E.  A.  Rogers,  Director  of  State  Health  Depart- 
ment; Mr.  Milton  Parker,  Venereal  Disease  Depart- 
ment of  the  State  Health  Office;  and  Mr.  M.  C. 
Smith,  Executive  Secretary  of  the  Nebraska  State 
Medical  Association  attending. 

Mr.  Parker  for  the  Health  Department  gave  an 
excellent  review  of  the  Service  Plan  pamphlet  and 
presented  numerous  graphs  and  statistics. 


Dr.  Rogers  wished  to  survey  by  questionnaire, 
the  physicians  of  Nebraska  regarding  the  number 
of  cases  each  had  seen.  He  believed  such  a ques- 
tionnaire over  the  signature  of  the  committee  would 
have  more  effect  than  the  same  from  the  Health 
Department  and  on  which  he  offered  to  finance  the 
proposal.  The  committee  approved  the  sun^ey  and 
such  was  done  in  May. 

By  July  1,  1959,  769  replies  had  been  received 
from  the  1,249  members  of  the  Nebraska  State 
Medical  Association. 

There  was  a wider  difference  between  figures  of 
the  State  Health  Department  representing  cases 
reported  by  letter  and  fonn  and  those  reported  on 
the  survey  as  follows: 

Reported  Suiwey 


Early  (lesion)  syphilis  cases 0 16 

Other  syphilis 116  187 

Gonorrhea 275  533 

Physicians  seeing  lesion  syphilis 0 13 

Physicians  seeing  other  syphilis 62  80 

Physicians  seeing  gonorrhea  cases 82  178 

It  seems  fair  to  conclude  therefore  that  physicians 


are  reporting  accoixiing  to  law,  on  forms  provided, 
only  about  half  the  cases  that  come  under  their 
care. 

The  study  revealed  that  of  the  203  cases  of 
syphilis  seen,  136  consulted  physicians  in  general 
practice.  Thus  about  66%  of  syphilis  does  not  con- 
sult the  specialist.  Of  the  533  cases  of  gonorrhea, 
394  consulted  the  general  pi’actitioner  or  about  75%. 
On  the  suiwey,  surgeons  reported  seeing  50  of  the 
533  cases  of  gonoiThea  or  about  10%. 

A recently  publised  report  (Lyman,  et  al,  Ne- 
braska State  Medical  Joumal,  Januaiy,  1960)  lists 
only  177  cases  of  syphilis  reported  in  Nebi’aska  in 

1958,  down  from  a high  of  2,331  cases  in  1946,  a 
reduction  of  92%.  This  does  not  agree  with  many 
other  studies  reported. 

Dr.  William  J.  Brown,  Chief,  VD  Branch,  U.S. 
Public  Health  Service,  reported  to  the  Western 
Branch  of  the  American  Public  Health  Association 
in  San  Francisco  an  increase  in  syphilis  in  six 
American  cities,  1956  to  1958  as  follows: 

Boston  increased  236% 

Washington,  D.C.,  increased  194% 

Chicago  increased  147% 

Houston  increased  249% 

Los  Angeles  and  San  Francisco  increased  220% 

He  believes  that  only  about  25%  of  the  cases  are 
being  reported. 

New  York  City’s  Health  Department  has  just 
reported  a 70%  increase  of  infectious  syphilis  (pri- 
mary and  secondary)  for  the  first  10  months  of 

1959.  The  sharpest  increase  has  been  in  teenagers 
and  many  cases  in  the  Junior  High  Group. 

Your  committee  is  concerned  about  the  increasing 
number  of  cases  of  syphilis  (and  presumably 
gonorrhea)  being  reported  on  surveys  and  not  being 
officially  reported  to  the  Health  Departments,  in 
various  parts  of  the  country  as  well  as  Nebraska. 

As  stated  in  this  1957  report,  “Syphilis  is  not 
dead.’’  It  is  coming  to  life  again,  in  an  even  younger 
group  of  patients  than  before. 

We  recommend: 

1.  All  physicians  be  more  conscious  of  the  re- 
surgence of  venereal  diseases. 
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2.  That  the  physician,  especially  the  general 
practitioner,  who  sees  from  66%  - 80%  of 
these  cases,  not  diminish  his  search  for  posi- 
tive serologic  tests. 

3.  That  all  physicians  be  more  diligent  in  offi- 
cially reporting  to  the  Health  Department. 

4.  That  the  Nebraska  State  Medical  Association 
continue  the  committee  on  Venereal  Diseases 
and  that  it  continue  to  work  closely  with  the 
Department  of  Health  of  Nebraska. 

I recommend  the  acceptance  of  this  report. 

Respectfully  submitted, 

DONALD  J.  WILSON,  M.D. 

Chairman 
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ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Obstetricians  & Gynecology 
Mr.  D.  F.  Richaidson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 
Mr.  E.  R.  Loveland,  Secy. 

4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Mar\'in  Traeger,  President 
Fairburj’,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1420  Shai-p  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 

American  College  of  Surgeons 
Ih^vight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 


Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebi*aska 

Nebraska  Heart  Association 
Carl  Maraer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 
F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rog:ers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building ' 

Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 


246 


Nebraska  S.  M.  J. 


EDITORIALS 


The  Nebraska  State 


Medical  Journal 

“A  FRIEND  IN  NEED” 

There  are  times  when  the  ability  of  the 
medical  profession,  even  if  used  at  full 
strength,  to  successfully  oppose  the  poten- 
tial power  of  political  trends  and  machines 
seems  comparable  to  pitting  a pigmy  against 
a giant.  We  know  we  have  allies  and  are 
thankful  for  them,  but  often  it  seems  that 
the  people  in  general  are  willing  to  abandon 
their  personal  freedoms  in  their  rush  to  ob- 
tain “security;”  that  they  are  willing  to 
trade  freedom  for  a socialistic  state.  Then, 
as  often  happens,  some  one  outside  our  ac- 
customed sphere  of  thought  and  action  gives 
welcome  notice  that  he  is  on  our  team.  Such 
welcome  incidents  are  exemplified  in  the 
following  editorials,  one  from  the  Chicago 
Daily  News  for  March  1,  1960,  and  the  other 
from  The  Lincoln  Evening  Journal  for 
March  26,  1960: 

Help  for  Those  Past  6.5 

VOLUNTARY  MEDICAL  CARE 

BETTER  THAN  U.S.  HANDOUT 

A few  generations  ago,  health  care  of  the 
aged  posed  no  particular  financial  prob- 
lem. The  family  gave  Grandpa  such  nurs- 
ing as  they  could,  with  the  counsel  of  the 
family  doctor.  If  there  was  no  family,  the 
elderly  fended  for  themselves  as  long  as 
they  could,  often  with  the  aid  of  neighbors, 
and  quietly  died,  believing  it  to  be  so  or- 
dained. 

Today,  there  is  a vast  machinery  of  medi- 
cal science  and  hospital  care  to  lessen  pain, 
to  heal  and  prolong  life.  Since  it  exists,  the 
prevalent  view  is  that  a reasonable  amount 
of  it,  at  least,  should  be  available  to  every- 
body regardless  of  personal  means. 

The  reason  medical  care  costs  so  much  to- 
day is  because  it  is  so  extensive  and  because 
we  use  so  much  of  it.  The  problem  then 
arises  of  how  to  finance  care  for  the  aged 
who  can’t  afford  it. 

The  Illinois  State  Medical  Society  is  spon- 
soring a low-cost  insurance  plan  to  meet  sur- 
gical and  in-hospital  medical  expenses  for 
persons  65  and  older.  Planned  through  Blue 
Shield,  it  will  cost  about  $1.65  a month.  The 
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society  is  exploring  a Blue  Cross  plan  that 
will  apply  to  hospital  costs. 

The  alternative  approach  to  this  and 
other  private  insurance  is  the  proposal  that 
the  Social  Security  system  be  expanded  to 
include  medical  care  to  retired  persons.  The 
Forand  bill  now  in  Congress  is  designed  to 
accomplish  this. 

The  proponents  of  this  are  usually  those 
who  urge  federal  subsidies  for  schools,  for 
public  power  systems,  for  “depressed  areas” 
and  in  other  fields.  Consciously  or  other- 
wise, they  favor  a socialized  state  in  which 
the  distribution  of  benefits  is  unrelated  to 
individiual  contribution  — and,  more  im- 
portantly, where  there  is  an  intense  concen- 
tration of  political  power. 

A scant  generation  ago,  the  Forand  bill 
would  not  have  received  serious  consideration. 
The  thought  of  taxing  someone  else  for  one’s 
personal  benefit  was  foreign  to  our  tradition. 
We  would  have  rebelled  at  the  suggestion 
of  a giant  bureaucracy  selecting  a physician 
or  a hospital  for  us,  and  clipping  our  pay- 
checks  to  pay  for  it. 

It  goes  almost  without  saying  that  the 
Forand  bill  would  open  the  door  for  a full 
program  of  government-run  medical  care, 
with  age  limits  removed  and  membership 
compulsory.  This  would  spell  the  doom  of 
the  many  voluntary  plans  such  as  that  of  the 
Illinois  medical  society. 

Nobody  can  guess  the  future  cost  to  the 
taxpayers,  but  $2  billion  a year  is  estimated 
for  a starter.  Sooner  or  later  the  dubious 
“trust  funds”  from  special  taxes  for  these 
federal  programs  would  be  found  useless. 
Then  we  would  become  frankly  the  wards 
of  the  government,  with  general  taxes  dis- 
tributed as  our  warders  saw  fit. 

One  man’s  guess  is  as  good  as  another’s 
as  to  the  extent  to  which  malingering,  over- 
utilization of  hospitals,  and  the  nature  of 
the  system  itself,  would  impair  the  quality 
of  medical  seiwice. 

Such  issues  as  this  one  have  probably  be- 
come so  imbedded  in  emotions,  depending 
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upon  how  much  one  thinks  he  is  going  to  get 
“for  nothing,”  that  discussion  will  not  prove 
fruitful.  For  ourselves,  Ave  consider  that  the 
voluntary  plan  would  not  only  best  preserve 
individual  independence,  but  give  the  coun- 
try better  medical  care. 

Editorial  Opinion 

MEDICAL  CARE  FOR  AGED 

As  Congi*ess  prepares  to  draft  legislation 
to  insure  adequate  medical  care  for  elderly 
persons,  the  primary  question  is  not  wheth- 
er such  a program  is  needed  or  Avhether 
this  is  a fit  area  for  government  participa- 
tion. 

The  gi’owing  number  of  persons  too  old 
to  work,  rising  medical  costs  and  the  uncer- 
tainty of  illness  in  old  age  make  some  pro- 
gram of  this  nature  essential.  This  is  a 
public  responsibility.  And  no  way  of  meet- 
ing it  except  through  government  has  yet 
been  devised. 

The  principal  question  facing  Congi'ess 
then,  is:  what  is  the  best  way  to  meet  the 
need? 

While  the  administration’s  proposals  have 
yet  to  be  spelled  out  in  full,  the  possibilities 
being  studied  by  Secretary  of  Welfare  Ar- 
thur Flemming  appear  to  be  closer  to  the 
right  track  than  most  of  the  alternative 
plans. 

Flemming  said  the  administration  is  con- 
sidering a method  by  which  federal  and 
state  governments  Avould  help  pay  for  pri- 
vate hospitalization  insurance  for  old  per- 
sons who  want  such  insurance  but  cannot 
pay  the  entire  cost. 

This  approach  seems  to  have  several  ad- 
vantages: it  Avould  not  amount  to  compul- 
sory health  insurance;  it  would  leave  the 
insurance  function  vith  private  business; 
it  Avould  allow  state,  as  well  as  federal  par- 
ticipation; and  it  Avould  tap  regular  tax 
sources  for  the  revenue  rather  than  placing 
further  burden  on  the  social  security  tax. 

The  Forand  bill,  which  Avould  raise  the  so- 
cial security  tax  to  provide  hospitalization 
and  medical  care  for  beneficiaries  of  this 
progi’am,  carries  social  security  far  beyond 
its  original  intent  of  providing  retirement 
income  to  workers. 

Several  proposals  to  extend  social  security 
benefits  are  pending  in  Congress.  These 
include  increasing  minimum  payments,  rais- 


ing the  amount  of  income  that  can  be  earned 
while  a person  receives  social  security  pay- 
ments, extending  payments  to  all  persons 
over  72  years  of  age  regardless  of  whether 
they  paid  into  the  progi’am  and  eliminating 
the  50-year  age  limitation  on  disability  pay- 
ments. 

Any  of  these  proposals  fit  the  social  se- 
curity concept.  But,  if  adopted,  they  will 
place  additional  burden  on  the  social  secur- 
ity tax  which  applies  equally,  Avithout  re- 
gard to  ability  to  pay,  to  all  AA'orkers  eam- 
ing  $4,800  a year  or  more.  This  source  of 
reA’enue  can  scarcely  be  asked  to  support  a 
medical  aid  progi’am. 

If  it  is  a responsibility  of  gOA’ernment  to 
make  sure  its  aged  citizens  have  proper  med- 
ical care,  then  this  should  be  met  through 
regular  tax  sources  and  not  by  additional 
burden  on  the  specialized  social  security  tax. 

OUR  HOUSE  OF  DELEGATES 

A quorum  consisting  of  thirty-five  dele- 
gates (or  seated  alternates)  Avas  present  for 
the  interim  session  of  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Asso- 
ciation on  February  28,  1960.  TAventy-one 
delegates,  representing  component  societies 
of  one  or  more  counties  each,  Avere  absent. 
The  inclement  AA'eather  probablj"  AA-as  a ma- 
jor factor  in  this  absenteeism.  It  is  to  be 
hoped  the  business  accomplished  and  the  ac- 
tions taken  proA’e  pleasing  to  those  not  rep- 
resented. 

The  “Proceedings”  of  both  the  Board  of 
Councillors  and  the  House  of  Delegates, 
published  in  the  April  issue  of  the  Joui'nal, 
are  not  easy  to  read.  Of  necessity,  they 
are  printed  in  small  type  and  croAvded  into 
small  space.  We  haA’e  introduced  some  sub- 
headings in  the  hope  of  helping  the  reader 
find  AA'hat  he  Avants  and  to  make  the  read- 
ing of  these  Proceedings  more  pleasurable. 

It  is  to  be  hoped  that  the  members  Avill 
trouble  themseh'es  to  read  this  record  of  the 
actions  taken  by  their  representatives.  They 
record  the  activities  of  your  many  officers 
and  committees  as  AA’ell  as  all  decisions  af- 
fecting the  policies  of  the  association  re- 
garding its  collective  activities. 

As  a suggestion,  your  attention  is  called 
to  the  folloAAung:  The  audit,  Avherein  the 
financial  status  of  X.S.M.A.  is  detailed;  Life 
^Memberships  and  Fifty-Year  Practition- 
( Continued  on  page  291) 
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ARTICLES 
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Atheromatosis  — 

ITS  RELATIONSHIP  to 

Diabetes  M el  lit  us*  ^ 


Definition  of  Terms 

Atheromatosis  — a t h e r o- 

sclerosis  is  a vascular  condi- 
tion in  which  the  pathologic 
changes  occur  mainly  in  the  intima.  The 
lesions  vary  in  size  and  degree  from  small 
yellow  streaks  to  large  size  plaques.  The 
larger  vessels  are  involved,  particularly  the 
abdominal  aorta  and  the  iliofemoral  ar- 
teries. The  etiologic  background  may  be 
based  on  a variety  of  influences,  principally 
metabolic  and  nutritional  disorders,  and 
others  such  as  endocrine,  toxic  infectious, 
and  possibly  vitamin  and  enzyme  disturb- 
ances. The  constitutional  factor  may  like- 
wise be  recommended  for  consideration. 

A clearer  understanding  of  circulatory 
disturbances  has  been  hampered  by  the  too 
broad  an  application  of  the  term  arterioscle- 
rosis which  covers  a wide  range  of  arterial 
disorders.  It  may  be  preferable  to  consider 
arteriosclerosis  in  the  group  of  conditions 
manifested  by  calcium  deposits  which  in- 
variably appear  primarily  in  the  media.  It 
is  usually  seen  in  the  large  and  medium  sized 
arteries,  and  the  involvement  may  be  exten- 
sive. The  background  is  attributed  to  de- 
generative changes  in  the  vessel  walls  and 
the  classical  example  is  the  Monckeberg  type 
of  arteriosclerosis.  In  arteriosclerosis,  the 
intima  may  be  free  from  involvement.  Even 
in  some  advanced  cases  the  lumen  may  be 
completely  patent.  The  peripheral  pulses 
may  be  full  and  all  of  the  circulatory  func- 
tional tests  may  indicate  an  efficient  and 
normal  circulation.  This  has  been  seen  in 
some  patients  where  X ray  showed  extensive 
calcification  involving  the  femorals,  popli- 
teals  and  their  branches.  Subsequently, 
pathologic  changes  may  develop  in  the  in- 
tima with  encroachment  on  the  lumen. 
When  this  occurs,  the  term  arteriosclerosis 
obliterans  may  be  applied.  If  patients  show 
further  pathologic  changes  with  evidence  of 
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a markedly  impaired  peripheral  circulation, 
this  may  be  called  arteriosclerosis  obliterans 
with  thrombosis. 

On  the  basis  of  clarifying  and  simplify- 
ing the  classification  of  vascular  disorders, 
the  diagnosis  of  atheromatosis  may  be  dis- 
tinguished from  arteriosclerosis  by  the  fol- 
lowing: (1)  It  may  appear  in  individuals 
who  have  not  reached  the  later  decades  of 
life  where  arteriosclerosis  is  so  apt  to  occur ; 
(2)  the  pathologic  changes  occur  primarily 
in  the  intima;  and  (3)  the  etiologic  back- 
ground is  produced  basically  by  some  meta- 
bolic disorder.  Diabetes  has  a prominent 
position  in  atheromatosis  since  peripheral 
vascular  conditions  are  found  in  greater 
numbers  in  this  group  than  in  any  other  dis-^ 
ease.  Other  possible  disturbances  have  like- 
wise been  mentioned  such  as  cholesterol, 
polysaccharides,  uric  acid,  and  others. 

Pathology : Atheromatosis  may  vary  from 
small  yellowish  streaks,  which  have  been  de- 
scribed as  early  lesions  seen  in  the  abdom- 
inal aorta  and  may  be  found  even  in  young 
individuals,  to  the  extensive  atheromatous 
plaques  which  may  almost  completely  cover 
the  surface  of  the  vessel.  This  latter  de- 
scription particularly  refers  to  the  abdom- 
inal aorta.  The  earliest  lesions  usually  ap- 
pear under  the  endothelium  and  are  evident- 
ly deposits  of  lipid  material.  Warren  and 
LeCompte^  indicated  that  there  was  evidence 
of  swelling  and  loosening  of  the  inner  cellu- 
lar substance  of  the  intima  and  the  deposits 
of  fat  droplets  were  mainly  cholesterol 
esters.  Fatty  infiltration  may  be  more  evi- 
dent in  the  intercellular  substance  than  in 
the  cell.  This  is  particularly  seen  in  the 
deeper  layer  in  the  intima  and,  as  the  con- 
dition develops,  the  endothelium  is  reached. 
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One  explanation  for  the  early  develop- 
ment of  atheromatosis  has  been  offered  by 
Leary2  who  maintained  that  macrophages, 
or  large  fat-filled  cells,  may  invade  the  in- 
tima  directly  from  the  blood  stream  and  may 
take  their  position  over  the  endothelium 
where  they  have  the  ability  to  penetrate  the 
wall  of  the  intima  and  accumulate  beneath 
the  endothelial  cells;  here  they  may  then 
distintegrate  into  fatty  acids.  This  theory 
has  been  challenged  by  others  who  suggest- 
ed that  they  are  endothelial  cells  that  have 
become  laden  with  lipids  and  penetrate  into 
the  deeper  layers  of  the  artery. 

Heuper^  recognized  the  possible  role  of 
the  macrophages  in  that  they  may  accumu- 
late and  cover  the  intima,  interfering  with 
proper  nutrition  of  endothelial  cells  and 
making  them  permeable  for  lipid  and  cho- 
lesterol substances. 

Holman  et  al^  questioned  the  plausibility 
of  the  filtration  theory  of  lipids  in  athero- 
genesis.  They  suggested  that  certain  active 
principles  may  govern  lipid  transportation 
and  local  accumulation.  These  active  prin- 
ciples are  enzyme-hormone  complexes  which 
may  explain  the  active  metabolic  work  per- 
formed by  the  mesenchymal  cells  in  the  in- 
ner layers  of  the  arterial  wall.  They  be- 
lieve that  “the  arterial  wall  normally  forms 
and  turns  over  to  the  metabolic  pool,  lipids 
not  unlike  those  in  the  circulating  blood  and 
that  local  imbalances  in  this  normal  mech- 
anism result  in  the  accumulation  of  lipid” 
that  constitutes  the  first  stage  of  atheroscle- 
rosis. 

Other  explanations  for  the  earliest  lesions 
are  changes  in  the  ground  substance,  prolif- 
eration of  fibroblasts,  and  splitting  of  the 
elastic  membrane.  It  is  possible  that  these 
changes  invite  the  deposition  of  lipids.  The 
vasa  vasorum®  have  been  frequently  men- 
tioned as  possible  explanation  of  pathologic 
changes  in  the  vessel  walls.  These  small 
vessels  may  become  occluded  and  interfere 
with  the  nutrition  of  the  inner  walls  of  the 
artery.  This  may  I’esult  in  proliferation  of 
intimal  cells.  Many  have  been  seen  to  rup- 
ture, and  the  ensuing  hemorrhages  also  dis- 
rupt the  proper  nutrition,  thus  adding  to  the 
increase  in  the  size  of  the  thrombosis. 

As  mentioned  above,  the  earliest  lesions 
are  the  fatty  streaks.  Later,  thickening  of 
the  intima  follows  and  some  consider  this  as 
the  second  stage  of  developing  atheroma- 


tosis. The  thickening  may  be  due  to  a pro- 
liferation of  the  initimal  cells,  or,  as  Duguid 
has  emphasized,  there  is  a gradual  develop- 
ment of  mural  thrombi.  He  suggests  that 
“when  fibrin  deposits  on  the  inner  surface 
of  an  artery,  it  becomes  covered  with  endo- 
thelium and  is  incorporated  in  the  intima  so 
that  subsequently  it  appears  as  though  they 
were  in  the  vessel  wall  rather  than  on  the 
surface.  Other  material  such  as  fibrin  and 
hyaline  substances  also  appear.  At  times 
these  undergo  fatty  changes  and  the  con- 
dition of  atherosclerosis  is  established.  As 
the  process  is  repeated,  superimposed  layers 
form  and  result  in  encroachment  of  the  lu- 
men.” Duguid®  is  inclined  to  consider  mur- 
al thrombosis  as  a factor  in  the  pathology' 
of  atherosclerosis  rather  than  a complica- 
tion of  it.  While  this  process  is  going  on, 
there  is  a tendency  for  deposits  of  lipids  to 
appear  in  the  intima  and  in  the  thrombotic 
layers.  Similarly,  calcium  deposits  may  like- 
wise appear.  When  this  stage  develops,  the 
term  atheromatous  plaque  has  been  desig- 
nated. Subsequently,  the  nutrition  of  the 
top  layer  of  cells  in  the  plaques  is  interfered 
with  and  they  may  disintegrate,  thus  result- 
ing in  ulcerative  lesions.  Obviously,  these 
roughened  areas  invite  further  deposits,  of 
fibrin  and  thrombosis.  It  is  not  unusual 
for  hemorrhages  to  develop  from  the  smaller 
vessels  supplying  these  plaques.  This  adds 
to  the  pathologic  changes  and  may  further 
encroach  on  the  lumen.  These  plaques  may 
vary  in  size  and  number.  In  some  extreme 
cases  they  almost  completely  cover  the  in- 
tima of  the  abdominal  aorta. 

Goldenberg'^  and  his  workers,  in  a study 
of  the  vessels  taken  from  amputated  limbs 
of  diabetics,  found  that,  in  the  digital  ar- 
teries, the  most  prominent  factor  was  an 
endothelial  proliferation  of  such  magnitude 
as  to  almost  occlude  the  lumen,  and  that  the 
internal  elastic  lamella  consisted  of  a single 
intact  w a v y membrane.  This  membrane 
was  in  contrast  to  ordinary  arteriosclerosis 
where  there  is  usually  a duplication  and 
fraying  of  the  elastica.  The  cellularity  of 
the  mass  impinging  on  the  lumen  was  a de- 
position of  an  acellular  hyaline  material 
covered  on  its  internal  surface  by  only  a 
single  layer  of  flattened  endothelium.  The 
medial  coat  in  a diabetic  is  essentially  with- 
out change,  whereas  in  the  arteriosclerotic 
lesion  of  the  digital  artery,  muscular  hyper- 
trophy or  hyalinization  w a s sometimes 
found. 
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The  adventitia  of  the  diabetic  vessel  was 
generally  not  much  different  than  those  seen 
in  arteriosclerotics. 

Pathogenesis  of  Atheromatosis:  Since  the 
plaques  in  the  intima  contained  lipid  depos- 
its, cholesterol  metabolism  has  obviously 
been  considered  as  an  important  factor  in 
their  development.  The  influence  of  cho- 
lesterol metabolism  has  been  so  widely  dis- 
cussed that  it  is  not  necessary  to  go  into 
details.  It  is  fairly  agreed  upon  among  the 
authorities,  that  cholesterol  level  alone  is  not 
of  too  much  significance ; rather,  the  size 
of  the  molecule  and  the  type  of  lipoprotein 
may  have  a greater  influence.  However,  we 
must  consider  the  fact  that  atheromatous  le- 
sions can  be  produced  in  animals,  particu- 
larly rabbits  and  chicks,  by  feeding  them 
high  cholesterol  diets,  and  that  the  athero- 
genesis  can  be  controlled  or  even  reversed 
by  withdrawing  the  excessive  cholesterol  in- 
take at  a certain  time. 

It  is  possible  that  too  much  emphasis  has 
placed  upon  cholesterol.  Other  factors  such 
as  phospholids  and  phospholipid/cholesterol 
ratio  have  been  mentioned.  Phospholipids 
evidently  have  a role  in  metabolism  effect- 
ing the  colloid  state  of  cholesterol  in  the 
blood.  Ahrens  and  KunkeF  reported  that 
when  the  amounts  of  phospholipids  in  plas- 
ma is  30  per  cent  of  total  lipids,  or  more, 
the  plasma  will  be  clear.  When  it  is  less 
than  30  per  cent,  the  plasma  will  be  cloudy 
and  appear  lipemic,  regardless  of  the  total 
lipid  levels.  Lipoproteins  and  giant  mole- 
cules have  been  freely  discussed  by  Gofman^ 
and  his  workers.  Bari’i®  was  impressed  with 
the  possible  influence  of  altered  alpha  and 
beta  lipoproteins  as  a finding  among  dia- 
betics. 

Endocrine  and  Nutritional  Influences:  The 

adrenals,  thyroid,  and  gonads  have  their  ad- 
herents as  playing  a contributory  role  in 
the  pathogenesis  of  atheromatosis. 

Nutrition  has  been  emphasized  by  Wil- 
ens^i  who  noted  that  the  incidence  of  path- 
ologic changes  in  the  vessels  was  much  low- 
er among  those  in  poorly  nourished  states, 
and  a proportionately  higher  incidence  was 
found  in  well  nourished  and  overweight  in- 
dividuals. 

Katz,  Stamler,  and  Pick^^  considered  ath- 
erosclerosis as  a distinct  entity,  a metabolic 
disease  in  which  altered  cholesterol-lipid- 
lipoprotein  metabolism  plays  a very  import- 


ant role.  They  considered  elevated  levels  of 
circulating  plasma  cholesterol-lipid-lipopro- 
teins as  cardinal  signs  of  metabolic  abnorm- 
alities constituting  the  prerequisites  for  ath- 
erogenesis  in  most  persons  afflicted  during 
middle  age. 

Constitutional  factors  cannot  be  over- 
looked for  various  reasons.  It  may  explain 
the  unusual  findings  that  one  sees  in  pa- 
tients where  one  area  such  as  the  abdominal 
aorta  may  be  involved  and  the  rest  of  the 
arterial  system  is  free  from  involvement;  or 
when  the  site  of  atheromatous  lesions  is  lim- 
ited to  one  particular  segment  of  the  ar- 
terial system.  It  is  possible  that  there  may 
be  a constitutional  weakness  in  that  particu- 
lar area  of  the  artery  or  some  disorder  of 
the  cells  inviting  the  deposition  of  lipids  and 
fats. 

Hypertension  is  included  as  a contribu- 
tory factor  but  its  status  is  still  unsettled. 
It  is  admitted  that  hypertensives  are  more 
prone  to  develop  coronary  thrombosis  and 
atheromatous  lesions,  but  this  does  not  real- 
ly mean  that  hypertension  per  se  is  respon- 
sible. Some  have  intimated  that  high  blood 
pressure  may  enhance  penetration  of  lipid 
substances  through  the  intima.  It  is  most 
likely  that  the  various  forces  which  are  re- 
sponsible for  the  development  of  hyperten- 
sion are  the  same  influences  which  plaj^  a 
contributory  role  in  the  development  of  ath- 
eromatosis. 

Recently  the  influence  of  disturbance  of 
the  collagens  has  been  receiving  more  seri- 
ous consideration.  It  has  been  mentioned 
that  changes  in  the  ground  substance  have 
been  noted  in  atheromatosis  and  that  this 
ground  substance  is  composed  mainly  of 
mucopolysaccharides.  Rinehart  and  Green- 
bergi3  found  that  the  primary  or  early  le- 
sions were  evidenced  by  mucoid  substance 
in  the  intima  with  cellular  proliferation  and 
deposits  of  collagen  and  elastic  tissue. 

Berkmani'*  reported  that  elevation  of  se- 
rum polysaccharide  levels  were  highest  par- 
ticularly in  the  diabetic  group  with  vascular 
changes,  in  comparison  with  other  groups. 
He  also  commented  on  the  elevation  of  poly- 
saccharides in  the  pathology  of  arterioscle- 
rosis, and  that  these  changes  could  be  an 
early  factor  and  precede  the  deposition  of 
lipids  in  the  vessel  walls.  Roseman’s^®  con- 
tribution on  mucopolysaccharide  metabolism 
is  of  interest  and  deserves  consideration. 

When  considering  metabolic  disorders  as 
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an  influence  in  atherogenesis,  besides  the 
often  discussed  carbohydrates  and  choles- 
terol, it  may  be  pertinent  to  mention  uric 
acid  metabolism.  In  a comparative  study 
of  cholesterol  and  uric  acid  levels  in  patients 
with  arterial  thrombosis,  the  incidence  of 
hyperuricemia  was  found  to  be  higher  than 
that  of  hypercholesterolemia,  20.3  per  cent 
to  18.2  per  cent.^®  While  this  obseiwation 
does  not  necessarily  imply  that  uric  acid 
per  se  was  a direct  factor  in  inducing  ar- 
terial thrombosis,  we  offer  it  as  a sugges- 
tion that  there  may  be  another  field  to  ex- 
plore in  metabolic  disorders  and  their  rela- 
tion to  thrombosis  or  atheromatosis. 

Kohn  and  Prozan^"  have  also  been  inter- 
ested in  uric  acid  levels  and  reported  their 
findings  in  patients  with  coronary  throm- 
bosis. They  found  that  a high  incidence  of 
these  cases  had  hyperuricemia  and  that  the 
percentage  was  slightly  above  that  of  hyper- 
cholesterolemia. 

Can  Atheromatosis  Be  Detected?  It  has 
been  stated  that  it  is  impossible  to  diag- 
nose early  atheromatosis.  There  are,  how- 
ever, ways  and  means  in  which  this  may  be 
determined  to  a fairly  reasonable  degree. 
Early  or  developing  cases  may  be  recognized 
if  ( 1 ) the  routine  history  included  questions 
regarding  symptoms  which  may  suggest  im- 
paired peripheral  circulation,  such  as  un- 
due coldness  in  the  extremities,  more  rapid 
fatigue,  intermittent  claudication,  and  rest 
cramps.  Quite  often  a patient  does  not  vol- 
unteer this  information  and  it  can  be  ob- 
tained only  upon  inquiry.  (2)  In  the  rou- 
tine physcial  examination,  the  presence  of 
an  arcus  senilis  may  suggest  some  disorder 
of  lipid  metabolism,  particularly  if  the  blood 
cholesterol  shows  a high  level.  All  pedal 
pulses  should  be  examined.  In  normals,  one 
of  the  pedal  pulses  may  be  absent  such  as 
the  dorsalis  pedis,  but  the  patient  will  have 
a good  posterior  tibial ; however  should  both 
pedals  pulses  be  absent  in  one  extremity, 
this  would  indicate  that  further  studies  are 
necessary.  This  would  entail  a battery  of 
circulatory  function  studies  including  os- 
cillometry, capillary  response  to  histamine, 
venous  filling  time,  and  plantar  ischemia. 
These  studies  can  be  carried  out  at  the  bed- 
side. (3)  The  above  routine  should  be  fol- 
lowed up  by  a soft  tissue  X ray  of  the  feet, 
legs,  and  thighs,  and  also  of  the  abdominal 
aorta.  This  procedure  may  reveal  the  pres- 
ence of  arteriosclerosis  and  atheromatous 
changes  in  the  vessels.  (4)  Blood  chemistry 


studies:  High  serum  uric  acid  and  hyper- 
cholesterolemia levels  may  be  helpful  in  ex- 
plaining the  possible  source  of  a developing 
atheromatosis  or  thrombosis. 

Diabetes 

What  is  the  relationship  of  diabetes  to 
atheromatosis?  This  will  be  taken  up  in 
detail  subsequently.  Having  discussed  the 
status  of  atheromatosis,  it  may  be  advisable 
to  formulate  what  diabetes  is  and  how  it 
is  brought  about.  Joslin’s^®  definition  of 
diabetes  as  “a  chronic  increase  of  glucose 
in  the  blood  and  the  excretion  of  glucose  in 
the  urine;  it  is  dependent  upon  the  deficient 
formation  or  diminished  efhisiveness  of  in- 
sulin secreted  by  the  beta  cells  of  the  islands 
of  Langerhans  of  the  pancreas  and  is  func- 
tionally interrelated  with  conditions  aris- 
ing in  the  liver  and  in  endocrine  glands, 
other  than  the  pancreas,  particularly  the 
pituitary,  but  also  the  adrenal  and  thyroid.” 

Originally  there  was  some  controversy  as 
to  whether  the  hyperglycemia  was  due  to 
increased  production  of  sugar,  or  due  to  di- 
minished utilization.  It  has  been  conceded 
that  in  diabetes  there  is  a diminished  utiliza- 
tinon  of  carbohydrates.  It  has  also  been 
conceded  that  there  is  a basic  diminution 
of  insulin  or  insulin  activity.  iMirsky^®  sug- 
gested that  there  was  a substance,  particu- 
larly in  the  liver,  insulinase,  which  had 
some  influence  upon  inactivating  insulin. 
However,  the  fact  remains  that  there  is  a 
definite  disturbance  of  carbohydrate  meta- 
bolism and  that  this  in  turn  affects  the  fat 
and  protein  metablism  as  well. 

Briefly,  the  various  causes  of  diabetes 
may  be  listed  as  metabolic,  nutritional,  en- 
docrine — such  as  pituitary,  thyroid  and 
adrenal  — neurogenic,  vascular,  and  con- 
stitutional or  hereditary  tendency.  Any  of 
these  factors  or  a combination  of  them  may 
result  in  bringing  about  the  state  of  diabetes 
which  we  assume  to  be  h\q3erglycemia  with 
glycosuria  and  which  may  be  transient  or 
permanent. 

Role  of  Diabetes  in  Atheromatosis 

\\’hat  is  the  role  of  diabetes  in  atheroma- 
tosis? There  is  a higher  incidence  of  occlu- 
sive vascular  disease  and  of  coronary  throm- 
bosis among  diabetics  than  in  nondiabetics; 
retinopathy  and  Kimmelstiel-Wilson  disease 
are  even  more  definitely  associated  with  an 
existing  state  of  diabetes.  There  have  been 
frequent  reports  that  the  duration  of  dia- 
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betes  and  poorly  controlled  diabetes  has  a 
definite  influence  on  the  development  of 
vascular  complications.  This  may  be  true, 
but  there  are  many  issues  which  still  have 
to  be  explained  before  such  a conclusion  can 
be  accepted  in  full.  It  is  true  that  a severe 
diabetic  (and  sometimes  even  in  apparently 
controlled  diabetes)  patients  may  have  epi- 
sodes of  acetonuria,  and  it  has  been  shown 
that  in  acute  acidosis  there  is  a tendency 
for  a rise  in  cholesterol  levels.  It  is  also  pos- 
sible that  there  may  be  some  toxic  effect 
upon  the  tissue  cells  in  these  episodes  of 
acidosis. 

Warren^  has  commented  upon  the  possible 
influence  of  hyperglycemia.  He  states  that 
“fluctuations  in  blood  sugar  concentration 
might  aid  in  producing  swelling  of  the  in- 
timal  ground  substances  through  changes  in 
osmotic  pressure.”  He  also  noted  that  in  his 
studies  of  skin  biopsies  of  diabetics  with  hy- 
perglycemia there  was  a slight  edema  with 


found  that  the  incidence  of  vascular  disor- 
ders has  gradually  been  on  the  increase. 
In  the  first  series  of  1000  cases,  1921-1930, 
the  percentage  was  17.3.  In  the  second 
series  of  1000  cases,  1931-1941,  the  per- 
centage was  21.6.  In  the  third  series  of 
1000  cases,  1942-1951,  the  percentage  was 
50.7.  The  present  series  of  800  cases,  under 
observation  from  1952-1959,  the  percentage 
was  53.5. 

Patients  who  had  evidence  of  some  dis- 
order of  the  circulatory  system  were  placed 
in  three  groups:  (1)  Impaired  circulation 

or  potential  cases  of  gangrene,  including 
those  patients  who  had  subjective  and  ob- 
jective signs  confirmed  by  a battery  of  cir- 
culatory function  tests;  (2)  threatened  gan- 
grene, including  patients  who  showed  evi- 
dence of  discoloration  of  a toe,  or  cellulitis; 
and  (3)  those  who  showed  obvious  gangrene. 

An  analysis  was  also  made  according  to 


TABLE  1 


SHOWING  THE  INCIDENCE  OF  VASCULAR  COMPLICATIONS 
IN  3800  CASES  OF  DIABETES 


Type  of  Case 

Series  I 
1921-1930 
1000  Cases 
No.  % 

Series  II 
1931-1941 
1000  Cases 
No.  % 

Series  III 
1942-1951 
1000  Cases 
No.  % 

Series  IV 
1952-1959 
800  Cases 
No.  % 

a. 

Impaired 

Circulation 

__  88 

8.8 

108 

10.8 

372 

37.2 

336 

41.8 

b. 

Threatened 

Gangrene 

28 

2.8 

36 

3.6 

76 

7.6 

39 

4.9 

c. 

Gangrene 

57 

5.7 

72 

7.2 

59 

5.9 

54 

6.8 

Total 

173 

17.3 

216 

21.6 

507 

50.7 

429 

53.5 

basophilic  infiltration  of  the  connective  tis- 
sue of  the  corium,  changes  similar  to  those 
seen  in  the  intimal  substance  in  early  ar- 
teriosclerosis. 

Another  factor  is  that  hypercholester- 
olemia is  frequent  among  diabetics  and  the 
possible  role  of  increased  cholesterol  levels 
has  been  mentioned  in  relation  to  atheroma- 
tosis. 

Bari-i®  and  his  associates  found  that  there 
is  a definite  disturbance  of  lipoproteins  in 
young  diabetics.  The  above  facts  may  be 
proposed  as  arguments  for  a definite  influ- 
ence of  diabetes  upon  atherogenesis. 

In  a series  of  observations  among  dia- 
betics dating  from  1921  to  date*  we  have 

‘These  statistics  were  gathered  from  hospital  and  office 
patients  consecutively.  They  were  not  selected.  All  patients 
who  complained  of  some  symptoms  referable  to  impaired  cir- 
culation and  .showed  absent  pedal  pulses  were  studied  by  a 
battei-y  of  circulatory  function  tests,  such  as  oscillometry, 
capillary  response  to  histamine,  venous  filling  time  and  plant- 
ar ischemia.  In  many  cases  this  was  followed  up  by  soft 
tissue  X ray  of  the  vessels  in  the  feet,  legs,  and  thighs. 


the  severity  of  the  diabetes.  Those  patients 
who  were  controlled  either  by  diet  alone,  or 
with  insulin  up  to  20  units  were  designated 
as  mild;  if  doses  of  20-40  units  of  insulin 
were  required,  they  were  classed  as  moder- 
ate ; and  if  40  or  more  units  were  given 
daily,  they  were  termed  severe  diabetics.  It 
is  agreed  that  this  is  an  arbitrary  method 
of  grading  diabetics  but  it  was  used  for  ex- 

TABLE  2 

SHOWING  THE  INCIDENCE  OF  VASCULAR 
DISORDERS  ACCORDING  TO  SEVERITY 
OF  DIABETES  IN  800  CASES 


Diabetes 

Mild 

Moderate 

Severe 

Not 

Men- 

tioned 

Impaired 

Circulation 

. 474 

160 

73 

2 

Threatened 

Gangrene 

57 

37 

18 

2 

Gangrene 

53 

41 

18 

1 

Total 

- - 584 

238 

109 

5 
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pediencj*.  A study  showed  that  584  patients 
with  mild  diabetes  had  some  e\idence  of  vas- 
cular disorders ; 2^  were  moderate  dial>etics 
and  109  were  severe  diabetics. 

How  can  we  explain  the  high  incidence  of 
vascular  disorders  among  diabetics?  We 
have  already  mentioned  Warren’s^  commits 
on  the  substrata  of  the  skin  in  hj’pergly- 
cemia.  Fr?'  ef  aP*  reported  high  levels  of 
protein  polysaccharides  in  diabetics  with  hy- 
pertension and  peripheral  vascular  disease. 
They  raised  the  question  of  whether  these 
protein  complexes  were  normal  or  abnormal. 
They  concluded  that  abnonnal  glycoproteins, 
which  might  be  formed  fiom  a disordered 
carbohydrate  metabolism,  could  in  some  way 
bring  about  changes  in  the  vascular  system. 

The  question  has  frequently  been  raised 
as  to  whether  or  not  there  is  a definite  type 
of  arteritis  which  could  be  called  diabetic 
arteritis.  The  majority  of  the  authorities 
on  this  subject;  have  hitherto  been  reluctant 
to  admit  that  there  is  a specific  foi*m  of  ar- 
teritis in  diabetics.  Recently  Goldenberg 
et  at.'  reported  some  interesting  data  gath- 
ered from  a study  of  arteries  from  amputat- 
ed limbs  of  diabetics.  Their  obseiwations  were 
based  on  a study  of  152  amputations  from 
midthigh  to  amputation  of  a single  toe.  The 
main  findings  were  seen  in  the  smaller  ar- 
teries (digital).  The  most  prominent  fea- 
ture was  marked  encroachment  upon  the  lu- 
men due  to  endothelial  proliferation.  The 
internal  elastic  lamina  was  intact.  The  ma- 
terial which  occluded  the  lumen  was  ar- 
ranged in  laminated  layers  and  gave  PAS- 
positive  and  colloidal  iron-negative  reac- 
tions to  stains.  They  also  noted  numerous 
small  fibrillae  fonning  a reticulated  patteni 
between  endothelial  cells.  The  endothelial 
proliferation  seemed  to  be  a response  to  some 
sort  of  irritation  of  the  outer  wall  of  the 
vessels  as  seen  in  certain  infectious  diseases 


such  as  sj'philis,  but  theie  was  little  eri- 
dence  of  any  inflammatory  component  gen- 
erally seen  in  infections  of  the  ai*teries.  The 
lumen  of  the  vessel  was  enci-oached  upon  but 
lacked  the  component  of  thi*ombus  forma- 
tion present  in  thi*omboangiitis  obliterans. 
Tlie  vasa  vasoinim  and  peri-advential  vessels 
of  the  large  sized  ai-teries  also  showed  these 
pathologic  findings. 

Burstein  et  at.-^  reported  the  presence  of 
obliterating  endai-teritis  in  the  ai*teries  of 
the  placenta  of  diabetic  mothers,  and  intim- 
ated that  endothelial  proliferation  and  de- 
posits of  polysaccharides  were  si>ecific  for 
diabetics.  Xo  mention  was  made  of  similar 
studies  of  the  placentas  from  nondial>etics. 

WTiat  are  the  arguments  against  diabetes 
as  a definite  factor  in  vascular  disordei*s? 
If  diabetes  ]>er  se  can  be  credited  with  pro- 
ducing pathologic  changes  in  the  vessels, 
then  it  would  be  logical  to  assume  that  the 
incidence  of  complications  would  be  higher 
in  those  who  have  a severe  foi*m  of  diabetes 
and  in  those  who  had  dial^etes  of  long  dura- 
tion. This  does  not  confonn  with  the  sta- 
tistics gathered  from  our  analysis  of  a large 
number  of  diabetics. 

In  table  3 it  ^vill  be  noted  that  the  largest 
number  of  patients  with  vascular  disorders 
(327)  occuiTed  in  the  6-10  year  gi'oup. 
There  were  135  cases  where  diabetes  was  re- 
cently discovered  and  104  where  the  dura- 
tion of  diabetes  was  less  than  one  year. 

Further  arguments  against  diabetes  per  se 
being  the  cause  of  vascular  pathosis  has 
been  offered  by  Goldenberg  et  at.'  who  stated 
that -there  is  a definite  foi-m  of  diabetic 
ai-teritis.  The  type  of  histologic  picture 
which  this  gi'oup  describes  is  really  one  of 
endaiieritis  obliterans.  In  1937,  the  au- 
thor repoi-ted  a series  of  cases  with  ulcera- 
tive lesions  and  even  gangi-ene  involving  the 


T.\BLE  3 


SHOWING  THE  DUR.\TION  OF  THE  DI.\BETES  WHEN  THE 
V.\.SCUL.AR  CONDITION'  WAS  RECOGNIZED  (1800  C.A.SES*) 


Tbaji 

1-5 

1 Yr. 

\ rs. 

Iin  paired 

Circulation 

114 

/ i 

2->4 

Threatened 

Gangrene 

8 

15 

.39 

Gangrene 

1.3 

12 

.34 

Total 

13-5 

104 

.327 

e-ie 

Yr». 

11-15 

Yrs. 

35-20 

Yrs. 

21 

Yre. 

No 

Record 

140 

•>0 

45 

19 

3 

21 

1-3 

8 

9 

2 

21 

16 

10 

7 

1 

188 

79 

63 

35 

6 
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digitis  and  u p o n histologic  examination 
showed  that  the  condition  was  due  to  end- 
arteritis obliterans.22  The  etiologic  factor 
in  these  cases  is  presumably  that  of  a grad- 
ual inflammatory  reaction,  but  no  infectious 
organism  could  be  isolated.  Unfortunately, 
the  special  stains  that  are  used  now  were  not 
available  then,  but  the  histologic  picture  was 
practically  the  same.  As  for  the  arguments 
that  similar  findings  were  seen  in  the  ves- 
sels of  the  placentas  of  diabetic  mothers, 
it  may  be  pertinent  to  state  that  a study 
was  made  by  Montgomery^^  and  he  reported 
that  the  placental  vessels  also  showed  ob- 
literative endarteritis  and  these  were  not 
cited  as  diabetic  mothers.  It  was  looked  up- 
on more  as  a phj-siologic  obliteration  of  the 
vessels. 

Another  fact  that  deserves  comment  is  the 
evidence  of  capillary  microaneurysms  seen 
in  the  retina  of  diabetics.  Others  have  re- 
ported that  this  type  of  capillary  lesion  has 
also  been  seen  in  glaucoma,  hypertension, 
toxemia  of  pregiiancy,  and  some  cases  of 
adrenal  disorders. 

With  the  above  facts  in  mind,  are  we 
justified  in  assuming  that  pathologic  vascu- 
lar changes  seen  in  diabetics  are  really  due 
to  the  diabetes?  In  other  words,  should  they 
be  classified  as  complications  or  are  they 
really  concomitants  of  other  diseases?  This 
is  a question  which  will  be  answered  only 
after  further  investigations  are  made  on  a 
large  scale. 

Regardless  of  the  exact  statistics  of  the 
vascular  disorders  among  diabetics,  the  fact 
remains  that  the  incidence  is  increasing.  It 
is  a sad  corollary  that  despite  our  advances 
in  the  knowledge  of  diabetes,  the  improve- 
ment in  the  various  types  of  insulin,  and  the 
drives  for  early  detection  of  diabetes,  the  in- 
cidence of  vascular  disorders  is  on  the  rise. 

This  is  a direct  challenge  to  the  entire 
medical  profession  to  formulate  some  meas- 
ures and  procedures  to  control  this  sad  situ- 
ation. 

Although  the  arguments  presented  above 
may  be  used  against  the  fact  that  diabetes 
is  the  definite  cause  of  the  pathologic 
changes  in  the  vessels,  it  must  be  conceded 
that  there  is  some  relationship  between  the 
two,  either  directly  or  indirectly.  It  is 
therefore  essential  to  formulate  some  meas- 
ures to  prevent  the  diabetes  if  possible  and 
to  control  it  once  it  has  developed. 


This  possibility  exists,  because  there  are 
ways  and  means  of  detecting  either  the  so- 
called  potential  or  liable  cases  of  diabetes 
if  they  can  be  reached  in  time  and  properly 
guided  medically.  It  is  reasonable  to  as- 
sume that  in  many  of  them  the  actual  state 
of  diabetes  can  be  deferred  or  even  averted. 
These  patients  should  be  cautioned  about  the 
diet,  particularly  the  ingestion  of  sweets  and 
excessive  carbohydrates.  There  is  also  the 
necessity  for  detection  of  patients  with 
early  or  developing  atheromatosis.  In  this 
discussion  there  was  a comment  as  to  how 
this  can  be  brought  about,  and,  if  once  de- 
tected, measures  should  be  instituted  to  con- 
trol the  state  of  progressiveness  or  possibly 
eliminate  it. 

This  may  be  accomplished  by  dieting  and 
medication  as  indicated.  Patients  who  show 
a high  uric  acid  level  should  be  advised  to 
refrain  from  foods  with  a high  purin  con- 
tent. If  there  is  a hypercholesterolemia, 
diets  vdth  a low  fat  content  should  be  ad- 
vised and  this  may  be  supplemented  by  the 
various  drugs  which  have  been  recommend- 
ed such  as  Lufa  capsules,  linoleic  acid,  Arco- 
fac,  nicotinic  acid  in  large  doses,  and  non- 
saturated  fatty  acids. 

Similarly,  diabetics  with  a recognized 
atheromatosis  should  particularly  be  warped 
of  the  added  liability  to  develop  gangrene. 
Many  diabetics  take  their  disease  too  light- 
ly, especially  when  they  can  control  the  con- 
dition with  oral  medication,  but  if  they  are 
informed  of  the  added  liability  to  develop 
gangrene,  there  will  be  an  increased  desire 
to  cooperate,  not  only  for  better  control  of 
the  diabetes,  but  greater  care  in  seeking 
medical  advice  even  for  trivial  injuries  to 
the  toes.  If  there  is  a definitely  impaired 
circulation,  then  measures  should  be  taken 
to  improve  the  blood  supply  to  the  distal 
parts. 

If  the  above  regimen  can  be  adopted,  it  is 
hoped  that  the  increasing  incidence  of  vas- 
cular disorders  among  diabetics  can  be 
lessened  and  the  incidence  of  gangrene  will 
be  contained. 

Summary 

1.  Previously,  the  term  arteriosclerosis 
has  been  applied  to  practically  all  of  the  oc- 
clusive disorders  except  diabetic  atheroma- 
tosis and  thromboangiitis  obliterans,  as  well 
as  other  foi’ins  of  arterial  thrombosis.  This 
is  not  a desirable  procedure  because  athero- 
matosis deserves  a status  as  an  entity  among 
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vasc-ular  disorders.  It  is  basically  and  eti- 
ologdcally  different  from  arteriosclerosis. 

2.  Pathologic  Background : Atheromato- 
sis may  be  produced  by  various  factors  such 
as  metabolic,  which  includes  carbohydrates, 
lipoproteins,  phospholipids,  cholesterol,  mu- 
copolysaccharides, and  uric  acid;  endocrine 
disturbances;  nutrition;  hypertension;  and 
the  collagens. 

3.  The  question  as  to  how  a developing 
atheromatosis  can  be  detected  was  dis- 
cussed. This  can  be  accomplished  if  a com- 
plete history  and  thorough  physical  examin- 
ation are  made  with  the  thought  of  a pos- 
sible vascular  condition  existing  in  the  back- 
ground. In  suspected  cases,  application  of 
the  various  tests  of  circulatory  function,  in- 
cluding X rays,  should  also  be  carried  out. 

4.  The  relationship  of  diabetes  and  ath- 
eromatosis must  be  considered,  because  the 
incidence  of  vascular  disorders  is  higher 
among  diabetics  than  in  any  other  disease 
group. 

5.  Arguments  for  and  against  diabetes 
having  produced  structural  changes  in  the 
vessel  walls  were  discussed. 

6.  An  analysis  of  3800  diabetics,  cover- 
ing almost  four  decades  was  arranged  in 
series’  of  1000  cases.  They  showed  that  the 
incidence  of  vascular  disorders  has  been 
steadily  rising  from  17.3  per  cent  to  53.5 
per  cent.  The  thought  is  posed  as  to 
whether  it  is  justifiable  to  consider  these 
developments  as  complications  or  are  they 
really  concomitants? 

The  gradual  and  progressive  increase  of 
vascular  disorders  among  diabetics  is  a 
challenge  to  the  medical  profession  to  make 
further  investigations  and  to  attempt  to  lo- 
cate the  more  definite  factors  which  pro- 
duce atherogenesis  and  not  to  assume  a state 
of  complacency  by  attributing  these  vascular 
changes  to  the  diabetes. 
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The 

Technique 

of 

Appendectomy* 

Appendicitis  will  always  be  with  us,  and  its 
treatment  will  demand  good  judgment  and  sur- 
gical skill.  Appendectomy  is  not  always  a sim- 
ple procedure,  and  the  successful  operator  must 
know  the  technique  that  is  best  suited  to  the 
case  in  hand.  Doctor  McLaughlin  clearly  out- 
lines, in  this  paper,  the  techniques  he  considers 
best  under  the  varied  conditions  one  may  meet. 

—EDITOR 


Appendicitis  has  been  recog- 
nized for  a period  of  just  over 
200  years.  In  1755,  Heister 
wrote  the  first  clear  description  of  a gan- 
grenous appendix  noted  in  the  post-mortem 
examination  of  the  body  of  a criminal  who 
had  been  executed.  Kronlein,  in  1884,  on  the 
recommendation  of  Mikulicz,  was  the  first 
surgeon  to  diagnose  and  operate  upon  a case 
of  appendicitis.  Unfortunately,  following 
the  appendectomy  he  bathed  the  intestines 
in  a 21/2  ppi'  cent  solution  of  carbolic  acid 
with  the  result  that  the  patient  succumbed 
in  three  days.  Morton,  in  1887,  working  in 
Philadelphia,  successfully  diagnosed  and  re- 
moved an  acutely  inflamed  appendix,  and 
Treves,  in  the  same  year,  advocated  appen- 
dectomy in  the  quiescent  period. 

The  advent  of  the  era  of  aseptic  surgery 
tremendously  accelerated  interest  in  this  ex- 
tremely common  disease  and  it  soon  became, 
as  it  still  remains,  the  most  common  cause 
for  which  the  abdomen  is  opened  for  an 
acute  intraperitoneal  inflammatory  pro- 
cess. 

However,  the  passing  years  and  the  anti- 
biotic era  with  its  miracle  drugs  have  had 
a tendency  to  push  appendicitis  into  the 
background  and  one  might  almost  feel,  from 
a survey  of  the  recent  literature,  that  this 
disease  is  now  completely  conquered  and  no 
longer  presents  any  problem  in  our  worka- 
day lives. 

It  is  true  that  a review  of  the  mortality 
figures  during  the  first  half  of  this  century 
shows  a constant  improvement,  dropping 

♦Paper  presented  at  meeting  of  California  Academy  of  Gen- 
eral Practice,  Los  Angeles,  California,  October  1959. 


from  4 per  cent  in  nonperforated  disease  in 
1904,  to  something  less  than  0.5  of  1 per 
cent  at  the  present  time.  Our  own  figures 
at  the  Childrens  Hospital  in  Omaha  show 
that  there  has  been  no  mortality  in  a series 
of  500  cases  of  all  types  of  acute  appendi- 
citis during  the  past  ten  years. 

Appendicitis  with  spreading  peritonitis  or 
with  general  peritonitis,  however,  still  re- 
mains a very  serious  disease,  and  with  it 
must  be  accepted  a definite  mortality.  The 
U.S.  Bureau  of  Vital  Statistics  lists  1982 
deaths  in  the  United  States  from  appendi- 
citis during  the  year  1957,  the  last  year  these 
figures  are  completely  available.  During 
the  same  year,  1957,  there  were  133  deaths 
from  appendcitis  in  the  state  of  California, 
with  a population  somewhere  in  excess  of 
11  million.  In  our  own  state  of  Nebraska, 
with  a population  of  just  under  II/2  niillion, 
there  were  16  deaths  in  the  same  year. 

How  then  is  this  disease,  still  so  common 
and  so  potentially  lethal,  to  be  handled  ?'' 

Before  discussing  specific  technical  de- 
tails, it  is  important  to  consider  briefly  the 
usual  classification  of  appendicitis.  This  di-.^ 
vides  acute  nonruptured  appendicitis  into 
catarrhal,  suppurative,  and  gangrenous ; 
and,  secondly,  appendicitis  with  perforation 
under  the  headings  of  perforation  with  local 
abscess  and  perforation  with  spreading  peri- 
tonitis. This  classification  is  based  on  path- 
ological appearance  and  does  not  answer  the 
problem  for  the  surgeon.  I would  much 
rather  think  of  these  as  they  present  them- 
selves as  a hazard  in  demanding  emergency 
surgery. 

The  classification  which  we  like  to  use 
limits  appendicitis  to  two  forms,  namely,  ap- 
pendicitis without  appendicular  obstruction 
and  appendicitis  with  appendiceal  obstruc- 
tion. On  this  classification,  so  beautifully 
emphasized  by  the  late  Sir  David  Wilke  in 
Edinburgh  and  by  Owen  Wangensteen  in 
this  country,  hinges  much  of  the  necessity 
for  emergency  treatment  in  this  disease. 

We  have  all  seen  people  who  have  walked 
around  for  several  days  with  pain  in  the 
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right  lower  quardrant,  who  have  anorexia 
but  no  vomiting,  evident  tenderness  in  the 
right  lower  abdominal  quadrant,  and  yet 
who  will  continue  to  do  their  ordinary  du- 
ties. Ultimately  they  are  seen  by  a physi- 
cian, the  diagnosis  is  made,  and  the  appen- 
dix is  removed.  It  may  be  a large  swollen 
structure  and  may  even  have  fibrin  on-,  its 
surface  but  this  type  of  appendicitis  has 
usually  not  perforated  if  seen  within  the 
first  few  days.  In  these  cases  the  infection 
entered  the  appendiceal  structure  through  a 
break  in  the  mucosa  with  a slow  but  inevit- 
able progression  through  the  entire  struc- 
ture. Perforation  may  occur  but  it  is  al- 
ways a late  development.  This  is  the  type, 
likewise,  which  may  go  up  to  a certain  point 
and  then  slowly  subside  without  ever  having 
been  seen  by  a physician  or  I’emoved  by  a 
surgical  process. 

On  the  other  hand,  appendicitis  with  ap- 
pendicular obstruction  is  the  dangerous  and 
often  fatal  type  and  actually  presents  itself 
as  one  variety  of  acute  intestinal  obstruction 
since  the  appendix  is,  in  reality,  a closed 
loop  of  bowel.  The  seriousness  of  a sudden 
blocking  of  the  lumen  of  an  appendix,  usual- 
ly by  a concretion,  depends  upon  the  con- 
tent of  the  distal  appendix,  and  when  this 
is  highly  infectious  we  see  a rapid  develop- 
ment of  an  empyema  of  the  appendix,  throm- 
bosis of  the  appendiceal  artery  with  early 
perforation,  and  peritonitis.  These  are  the 
people  who,  within  a period  of  three  or  four 
hours,  have  strikingly  well  developed  right 
lower  quadrant  symptoms  w i t h muscle 
guard  or  rigidity,  usually  a rapidly  rising 
white  count,  and  whom  we  may  find,  on  oc- 
casion, to  have  a perforated  appendix  within 
a period  of  six  or  eight  hours.  It  is  this 
group  wherein  still  lies  the  mortality. 

Accepting  the  fact  that  a diagnosis  of 
acute  appendicitis  has  been  made  and  that 
operation  is  to  be  immediately  undertaken, 
it  goes  without  saying  that  fluids  must  be 
replaced  while  the  operating  room  is  pre- 
pared, if  the  patient  has  been  the  subject  of 
repeated  vomiting,  or  if  diarrhea,  as  occurs 
in  perhaps  5 per  cent  of  the  cases,  has  been 
a feature.  We  will  accept  the  fact  that  anes- 
thesia has  been  decided  upon  and  wish  to 
carry  no  particular  torch  for  either  general 
or  spinal,  this  being  determined  by  the  pref- 
erence of  the  operator  and  the  availability 
of  pei’sonnel. 

When  we  come  to  the  matter  of  the  sur- 
gical approach  one  has  available  a consid- 


erable range  of  incisions  which  may,  with 
advantage,  be  considered.  From  the  earli- 
est days  there  was  a strong  prejudice 
against  cutting  across  fibers  of  any  muscle 
and  this  was  particularly  true  with  refer- 
ence to  the  rectus  abdominis  muscle.  It  is, 
therefore,  natural  that  all  early  surgical  in- 
cisions were  the  vertical  type  and  it  was  not 
until  1894  that  McBurney  wandered  from 
the  fold  of  those  who  used  vertical  incisions 
for  operations  in  acute  appendicitis. 

We  may  briefly  consider  the  four  com- 
mon incisions  employed  today.  First,  the 
vertical  mid-rectus  or  transrectus  incision 
in  which  the  incision  is  carried  down 
through  the  right  rectus  muscle  at  a level 
approximately  at  the  umbilicus.  It  is  a 
commonly  employed  incision,  particularly 
when  the  diagnosis  may  be  in  doubt  or  in 
the  female  subject,  but  has  the  common  dis- 
advantage that,  in  order  to  obtain  any  de- 
gree of  exposure,  it  must  extend  over  suffi- 
cient length  and  result  in  denervation  of  that 
part  of  the  rectus  muscle  which  lies  medial 
to  the  incision.  Its  greater  disadvantage  is 
that  it  enters  the  abdomen  over  the  small 
bowel  well  medial  to  an  appendix  lying  in 
its  usual  site. 

The  paramedian  incision  is  one  familiar 
to  all  in  that  the  rectus  muscle  is  pulled  lat- 
erally after  the  anterior  sheath  has  been  di- 
vided. It  is,  in  the  upper  abdomen,  an  ex- 
cellent incision,  but  in  the  lower  abdomen  it 
has  the  inherent  disadvantage  of  all  medial- 
ly placed  incisions. 

The  Battle-Kammerer-Lennander  incision 
is  actually  a modification  of  the  paramedian 
incision,  the  difference  being  that  the  rectus 
sheath  is  incised  in  its  lateral  third  and  the 
rectus  muscle  is  pulled  medially.  This  does 
place  the  incision  more  laterally,  which  has 
an  advantage  in  appendicitis,  but  has  a dis- 
tinct disadvantage  in  that  it  requires  the  in- 
terruption of  more  nerve  supply  to  the  rectus 
muscle  in  getting  adequate  exposure,  and, 
therefore,  has  never  been  a popular  incision. 

Probably  the  most  widely  used  incision 
for  appendicitis  today  is  that  originally  de- 
scribed by  McBurney,  or  the  slight  modifi- 
cation described  by  Rockey  which  is  now 
known  as  the  Rockey-Davis  incision.  The 
only  difference  between  the  McBurney  in- 
cision and  that  described  by  these  later  sur- 
geons was  the  direction  of  the  skin  incision. 
In  the  McBurney  it  is  oblique,  in  the  right 
lower  quadrant,  and  in  the  Rockey-Davis 


258 


Nebraska  S.  M.  J. 


the  skin  incision  is  made  transversely 
through  the  skin  and  the  fat,  the  remaining 
portion  of  the  operation  being  exactly  the 
same  as  the  McBurney.  The  external  oblique 
is  divided  in  the  line  of  its  fibers  well  lateral 
to  the  edge  of  the  rectus  muscle.  Often  in 
young  girls  there  will  be  muscle  fibers  in  the 
external  oblique  at  this  level  which  may  be 
confusing  to  the  occasional  surgeon.  The  in- 
ternal oblique  and  transversalis  fascia  are 
then  divided  transversely  beginning  medially 
at  the  lateral  edge  of  the  rectus  muscle.  If 
one  incises  the  fascia  overlying  the  lateral 
rectus  muscle  first,  then  carrying  this  in- 
cision laterally  through  the  internal  oblique 
and  transversalis  fascia,  it  is  much  easier  to 
separate  these  two  layers  by  prying  them 
apart,  rather  than  bluntly  separating  them 
with  scissors  or  hemostat.  The  presenting 
peritoneum  below  is  then  opened  and  the 
incision  enlarged  by  traction  on  two  re- 
tractors placed  within  the  peritoneal  cavity. 

What  incision  shall  one  therefore  use? 
Certainly  we  must  use  that  incision  with 
which  we  are  the  most  familiar,  but  in  medi- 
cine there  is  also  the  advantage  of  using  the 
incision  which  has  the  most  to  recommend 
it.  The  one  important  thing  is  to  I’emember 
that  you  must  see  what  you  are  going  to  do. 
Deaver  used  to  say,  “only  cut  what  you  can 
see  and  only  see  what  you  can  cut.”  This 
implies  perfect  exposure  on  all  occasions  and 
this  can  only  be  obtained  through  adequate 
incisions  and  an  incision  properly  made. 
Hennage  Ogilvie  has  said  the  use  of  stalk- 
ing lights  and  long  instruments  working 
through  a small  incision  is  merely  an  exam- 
ple of  perverted  ingenuity.  We  must  never 
lose  sight  of  the  fact  that  an  incision  heals 
from  the  side  and  not  from  end  to  end.  A 
long  incision,  when  necessary,  will  heal  as 
promptly  as  a short  one;  it  minimizes  the 
trauma  not  only  of  the  abdominal  wall  but 
the  whole  operative  field;  and,  as  a corol- 
lary, must  be  safer. 

It  is  my  own  practice,  except  in  very  un- 
usual cases,  to  expose  the  appendix  through 
a muscle  splitting  incision  of  the  McBurney 
type.  For  those  who  say  “what  do  you  do 
when  you  have  made  an  error  in  diagnosis?” 
I can  only  answer  that  it  is  amazing  how 
accurately  one  can  evaluate  the  intraperi- 
toneal  lesion  through  this  incision  with  mini- 
mal trauma  and  no  increased  risk.  If  the 
patient  is  found  to  have  some  other  condi- 
tion necessitating  a more  adequate  exposure 
the  gridiron  incision  may  be  abandoned  and 


a medial  one  made.  No  apology  need  be 
made  for  this  change.  A muscle  splitting  in- 
cision will  heal  as  rapidly  as  a larger  one 
and  it  is  surprising  how  frequently  a Mc- 
Burnev  incision  will  be  adequate.  It  has  the 
advantages  of  cutting  no  muscle  fibers  and 
no  important  nerves,  and  there  is  a tendency 
for  this  wound  to  draw  together  rather  than 
apart  when  the  patient  strains.  Moreover, 
in  acute  appendicitis  the  inflamed  organ  is 
not  dragged  across  the  peritoneal  cavity  as 
when  approached  by  a paramedian  or  rectus 
incision  but  is  picked  out  of  the  peritoneal 
cavity  through  an  incision  which  immediate- 
ly overlies  it.  The  general  peritoneal  cavity 
can  be  completely  protected  from  contamin- 
ation by  the  use  of  this  atraumatic  direct 
approach  which  weakens  the  abdominal  wall 
less  than  any  other  type  of  incision.  Final- 
ly, if  it  be  necessary  to  leave  a drain  in  the 
peritoneal  cavity  the  direction  of  the  drain- 
age is  the  shortest  possible  course  to  the  sur- 
face and  the  incidence  of  incisional  hernia  is 
minimized. 

If,  of  necessity,  one  finds  that  there  is  a 
lesion  in  the  pelvis  an  enlargement  of  the 
McBurney  incision  is  a very  simple  matter, 
by  the  technique  of  Meyer  or  of  Weir,  and 
we  have  frequently  found  it  useful  in  remov- 
ing a twisted  ovarian  cyst  or  other  adnexal 
pathology. 

If  one  elects  a McBurney  incision  it  is  im- 
portant to  have  it  properly  placed.  In  the 
original  statement  this  was  given  as  being 
between  li/?  inches  and  2 inches  from  the 
right  anterosuperior  spine,  on  a line  joining 
the  spine  with  the  umbilicus.  However,  Mc- 
Burney’s  point,  as  defined  by  McBurney,  is 
the  classical  point  of  greatest  tenderness  in 
appendicitis,  and  this  is  most  useful  to  have 
in  mind  when  an  incision  to  expose  the  ap- 
pendix is  about  to  be  made.  I would  like  to 
emphasize  this  statement  and  save  you  trou- 
ble by  finding  the  site  of  maximum  tender- 
ness and  then  centering  your  incision  over 
that  point.  Remember  always,  that  the  pa- 
tient with  a sthenic  habitus,  whom  I like  to 
call  the  “Tony  Galento”  build,  will  usually 
have  a high  lying,  fixed  cecum,  while  the 
asthenic  torso  generally  harbors  a long,  low- 
lying  cecum  which  may  be  mobile  and  is 
very  often  deep  in  the  right  pelvis. 

Having  opened  the  peritoneal  cavity  di- 
rectly over  the  cecum  it  is  at  once  apparent 
whether  we  are  dealing  with  an  inflamma- 
tory disease  in  this  area.  The  more  acutely 
involved  the  appendix  the  more  adequate 
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must  be  the  exposure  and  a McBurney  inci- 
sion can  easily  be  increased  in  size  by 
spreading  it  forcibly  with  retractors  with- 
out injuring  any  important  structure.  If 
this  does  not  give  adequate  exposure  extend 
the  wound  downward  by  splitting  the  inter- 
nal oblique  and  transversalis  muscles  medial 
to  the  lateral  edge  of  the  rectus  muscle,  after 
pulling  this  structure  medially.  As  one  as- 
sists our  residents  and  sees  our  younger  men 
in  practice  encountering  difficulty  in  remov- 
ing the  appendix,  90  per  cent  of  the  en- 
countered difficulty  is  the  result  of  inade- 
quate exposure.  This  point  cannot  be  too 
strongly  stressed. 

If  there  is  difficulty  in  exposure  of  a 
high  lying  retrocecal  appendix,  extend  the 
wound  upward  by  the  same  technique,  for 
all  appendices  do  not  lie  in  the  same  posi- 
tion. The  accompanying  chart,  borrowed 
from  Gladstone  & Wakely,  indicated  the 
common  positions  in  which  one  may  expect 
to  find  the  appendix  (figure  1).  One  occa- 
sionally finds  the  structure  in  the  lower  left 
quadrant  or  in  the  left  upper  quadrant.  One 
must  constantly  remember  that  the  appendix 
is  attached  to  the  caput  cecum  and  its  posi- 
tion will  be  dependent  entirely  on  the  rota- 
tion of  that  structure  during  the  develop- 
ment of  a given  individual. 

If,  on  opening  the  peritoneal  cavity,  one 


Figure  1.  Common  position  in  which  the  appendix 
is  found  at  operation. 


smells  the  characteristic  odor  of  perforation 
it  is  extremely  important  that  the  rest  of 
the  peritoneal  area  be  thoroughly  protected 
by  introducing  n a r r o w saline  saturated 
sponges  superiorly  in  the  right  colic  gutter, 
medial  to  the  cecum  above,  and  against  the 
small  bowel  to  the  left  of  the  appendiceal 
site.  This  protection,  followed  religiously 
in  the  pre-antibiotic  days,  is  still  extreme- 
ly important  and  will  prevent  widespread 
peritoneal  contamination  if  a localized  ab- 
scess is  found  when  the  tip  of  the  appendix 
is  delivered.  It  is  our  custom  to  identify 
the  cecum  and  bring  it  into  the  incision.  By 
gentle  traction  the  base  of  the  appendix  can 
almost  invariably  be  found  and  I have  yet 
to  see  an  individual  with  a congenitally  ab- 
sent appendix.  Often  it  is  difficult  to  locate 
the  structure,  particularly  one  of  those 
which  are  completely  retroperitoneal  and, 
therefore,  outside  the  peritoneal  cavity.  Re- 
member, that  by  simply  following  along  the 
longitudinal  bands  of  the  cecum  you  will  in- 
evitably come  to  the  base  of  the  appendix. 
To  expose  this  type  of  structure  may  re- 
quire opening  the  peritoneum  lateral  to 
the  cecum.  If  the  appendix  can  then  be  de- 
livered, its  subsequent  removal  can  be  car- 
ried out  by  any  one  of  several  accepted  meth- 
ods. Our  own  preference  is  to  doubly  ligate 
the  mesentery  enmasse  using  a ligature  car- 
rier but  one  need  have  no  quarrel  with  those 
who  wish  to  use  multiple  hemostats  with 
mattress  sutures  or  ties.  A word  of  caution, 
however,  in  those  mesenteries  which  are  ex- 
tremely edematous  and  which  may  be  cut 
through  by  the  too  hasty  drawing  down  of  a 
catgut  knot.  In  these,  traction  must  be  veiy 
gently  exerted  upon  the  suture  lest  one  cut 
the  ihesentery  and  vessels  with  the  subse- 
quent development  of  a spreading  sub- 
peritoneal  hematoma  and  a difficult  prob- 
lem to  handle. 

When  the  appendix  cannot  be  delivered 
into  the  wound,  retrograde  removal  is  often 
necessary.  This  involves  identification  and 
division  of  the  base  of  the  appendix  with 
subsequent  working  toward  its  tip  with  seg- 
mental ligation  of  the  mesentery.  One  very 
useful  point  in  carrying  out  this  technique 
is  to  remember  to  return  the  cecum  to  the 
peritoneal  cavity  after  the  base  of  the  ap- 
pendix has  been  divided,  placing  a small 
pack  on  the  cecum  and  holding  this  back 
and  up  with  a curved  Deaver  retractor.  This 
then  brings  the  appendix,  with  its  mesen- 
tery, into  sharp  relief  without  the  necessity 
of  working  around  and  under  the  cecum 
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which  has  been  replaced  within  the  abdom- 
inal cavity. 

It  is  our  custom  to  clamp  and  doubly  li- 
gate the  base  of  the  appendix  after  division 
with  a scalpel.  It  is  then  cauterized  with 
phenol  and  alcohol.  There  is  no  objection 
to  the  use  of  the  actual  cautery  for  this  pro- 
cedure but  since  we  employ  a great  deal  of 
cyclopropane,  actual  cautery  is  obviously 
not  safe  within  the  operating  room. 

The  question  of  inversion  of  the  appen- 
diceal stump  has  been  one  which  has  been 
debated  for  thirty  years.  In  the  first  ten 
years  of  my  practice  all  appendiceal  stumps 
were  routinely  inverted  using  a purse  string 
suture  of  linen.  During  the  war  years  this 
technique  was  discontinued  except  in  those 
cases  in  which  there  was  necrosis  at  the  base 
of  the  appendix  and  one  was,  therefore,  not 
sure  of  the  safety  of  the  ties.  We  have  not 
inverted  an  appendiceal  stump  since  that 
date.  Certainly  it  is  not  necessary  nor  does 
it  carry  with  it  any  real  advantage.  I am 
opposed  to  the  use  of  a purse  string  suture 
with  simply  clamping  the  appendiceal  stump, 
dividing  and  inverting  it  without  a tie.  Well 
documented  instances  are  reported  in  which 
very  profound  hemorrhage  occurred  with 
this  technique  after  the  inversion  of  a non- 
tied  appendiceal  stump  and  there  is  little  to 
recommend  it. 

It  is  our  practice  to  run  the  distal  three 
feet  of  the  small  bowel  for  a Meckel’s  di- 
verticulum and  mesenteric  adenitis  only  in 
those  cases  in  which  the  pathologic  changes 
found  do  not  seem  adequate  or  in  which  the 
appendiceal  infection  was  extremely  early 
and  not  extending  through  to  the  serosal 
surface. 

When  does  one  leave  a drain  in  the  peri- 
toneal cavity  following  the  removal  of  an 
acutely  inflamed  appendix?  Certainly  there 
is  no  need  to  drain  those  cases  in  which 
there  is  turbid  fluid  without  odor.  This 
fluid  should  be  carefully  removed  by  suc- 
tion and  the  abdomen  closed.  On  innumer- 
able occasions  cultures  of  such  fluid  have 
shown  it  to  be  sterile.  When,  however,  odor 
is  present,  one  must  give  serious  thought  to 
the  necessity  of  leaving  a drain  down  into 
the  right  pelvic  cavity.  If  the  appendix  is 
actually  perforated,  resulting  in  gross  con- 
tamination of  the  peritoneal  cavity,  or  an 
abscess  is  actually  present,  drainage  should 
be  instituted.  We  believe  that  it  is  extreme- 
ly important  first  to  remove  all  the  purulent 


material  by  a suction  tip  which  is  carefully 
carried  down  through  the  false  and  into  the 
true  pelvis,  the  small  bowel  and  colon  being 
held  away  by  the  blade  of  a long  Deaver  re- 
tractor. A soft  drain,  without  gauze  lining, 
is  placed  deep  in  this  area  and  brought  out 
through  the  McBurney  incision.  In  those 
instances  in  which  we  close  the  abdominal 
cavity  without  drainage  and  yet  in  which 
there  was  obviously  a gangrenous  appendix 
with  veiy  early  peritoneal  soiling,  it  is  cer- 
tainly wise  to  thoroughly  irrigate  the  wound 
with  saline  and  to  drain  the  subcutaneous 
tissue  down  to  the  fascia.  It  is  a well  known 
fact  that  the  peritoneal  cavity  will  handle 
considerably  more  infection  than  will  the 
fatty  tissues  of  the  abdominal  wall  and  this 
undoubtedly  explains  the  relatively  high  in- 
cidence of  cutaneous  wounds  in  these  pa- 
tients, appearing  seven  to  ten  days  after  op- 
eration and  after  the  patient  has  gone  home. 
The  antibiotics  used  in  such  instances  hold 
the  infection  in  abeyance  and  when  their  ef- 
fect has  subsided  the  organisms  still  alive 
create  the  abscess  which  requires  drainage 
when  the  patient  comes  back  to  the  office. 

How  .should  one  handle  an  appendiceal 
abscess?  There  are,  in  general,  two  types 
of  abscesses  which  must  be  considered.  The 
first  is  the  recent  abscess  of  24  or  48  hours 
duration  in  which  one  finds  a local  collec- 
tion of  pus  around  a perforated  appendix. 
These,  we  believe,  should  be  handled  by  re- 
moval of  the  appendix  and  the  institution  of 
drainage.  The  second  condition  is  that  of 
the  established  abscess,  which  is  generally 
some  days  or  even  a week  or  two  old,  and 
presents  itself  as  a tender  palpable  mass  in 
the  right  lower  quadrant.  In  the  estab- 
lished appendiceal  abscess,  conservative 
treatment  is  probably  the  safest  course  to 
pursue  and  it  has  been  our  custom  to  follow 
this  procedure  during  the  recent  years.  If 
immediate  operation  is  carried  out  in  such  a 
case  it  is  most  difficult,  and  certainly  un- 
wise, to  attempt  to  find  the  appendix.  All 
that  should  be  done  in  such  an  instance  is  to 
enter  the  abscess  cavity  from  the  lateral  side 
through  a small  muscle  splitting  incision  and 
institute  drainage.  In  the  conseiwative 
treatment  one  orders  antibiotics,  local  hot 
packs,  and  fluids  either  intravenously  or 
orally,  as  the  situation  demands;  and  it  is 
the  usual  picture  to  see  the  abscess  slowly 
subside,  and,  finally  in  a period  of  from  ten 
days  to  two  weeks  become  no  longer  palp- 
able. Should,  however,  pain  increase  during 
this  period,  the  abscess  increase  in  size,  and 
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the  temperature  and  leukocytosis  continue 
to  rise,  drainage  becomes  imperative. 

In  all  those  cases  in  which  an  appendiceal 
abscess  is  handled  either  by  the  conseiwative 
method  or  by  simple  drainage,  secondary 
appendectomy  should  be  insisted  upon  in  a 
period  of  from  three  to  six  months.  It  is 
amazing  how  completely  all  the  adhesions 
will  have  disappeared  if  one  waits  for  this 
period  of  time.  To  overlook  the  necessity  of 
urging  this  secondary  operation  is  to  invite 
re-perforation  at  a later  date.  It  has  been 
my  ill  fortune  to  see  the  same  individual 
have  three  distinct  appendiceal  abscesses  be- 
fore he  could  be  convinced  of  the  necessity 
of  coming  back  during  a quiet  interval  for 
appendectomy. 

A final  word  about  the  management  of 
pelvic  abscess  occurring  as  a complication 
of  perforated  appendicitis.  These  abscesses 
almost  invariably  occur  because  the  infection 
lay  deep  in  the  right  pelvis  and  passed 
around  the  front  of  the  rectum  where  it  is 
attached  posteriorly  deep  in  the  pelvis  and 
created  an  abscess  in  the  left  quadrant  of  the 
true  pelvis  which  was  not  reached  by  the 
drain  placed  at  the  time  of  operation.  These 
abscesses  can  either  be  drained  through  the 
rectum  or  the  vagina  when  they  become  suf- 
ficiently well  localized,  but  it  is  surprising 


how  often  they  will  be  discharged  through 
the  rectum  if  one  does  a daily  rectal  examin- 
ation on  such  individuals  and  employs  fre- 
quent warm  enemas. 

Appendicitis  will  remain  with  us  though 
there  is  interesting  evidence  that  its  inci- 
dence is  decreasing.  There  is  no  more  in- 
triguing disease  in  the  field  of  surgical  prac- 
tice, because  it  is  dressed  in  so  many  costumes. 
I would  stress,  in  conclusion,  once  again  the 
precept  of  Zachary  Cope  who  pointed  out 
that  the  most  important  thing  in  the  his- 
tory is  the  order  of  onset  of  symptoms  and 
signs,  namely,  (1)  generalized  abdominal 
pain,  (2)  nausea  and  vomiting,  (3)  pain  in 
the  right  lower  quadrant,  (4)  fever,  and 
(5)  leukocytosis.  All  of  these  may  be  vari- 
able but  the  order  of  onset  is  usually  to  be 
trusted.  Lastly,  the  only  physical  finding 
which  is  of  constant  importance  is  that  of 
localized  tenderness,  and  it  must  be  sought 
and  searched  for  again  and  again  if  one  is 
not  to  be  found  wanting.  If,  then,  one  keeps 
in  mind  this  common  malady  which  can  be 
seen  from  the  early  weeks  of  life  to  the  ninth 
decade,  and  knows  how  to  approach  it  log- 
ically in  that  period  prior  to  perforation,  we 
may  all  hope  to  see  the  mortality  further  re- 
duced from  its  present  figure  of  approxi- 
mately .3  per  cent  in  acute  nonperforated 
appendicitis. 


Sir  Ronald  A.  Fisher,  a renowned  statistician,  discusses  “Smok- 
ing-: The  Cancer  Controversy,”  on  the  basis  of  the  data  of  Doll  and 
Hill.  The  following  excerpts  from  his  booklet  are  self-explanatory: 

“Now  Doll  and  Hill,  in  their  first  inquiiy  . . . did  include  in 
their  questionnaire,  which  was  put  both  to  cancer  patients  and  to 
the  patients  from  other  diseases,  the  question:  ‘Do  you  inhale?’ 
And  the  result  came  out  that  there  were  fewer  inhalers  among  the 
cancer  patients  than  among  the  non-cancer  patients.”  p.  20. 

“Should  not  these  workers  have  let  the  world  know,  not  only 
that  they  had  discovered  the  cause  of  lung  cancer  (cigarettes),  but 
also  that  they  had  discovered  the  means  of  its  prevention  (inhaling 
cigarette  smoke)  ? How  had  the  M.R.C.  the  heart  to  withhold  this 
infoiTnation  from  the  thousands  who  would  othei*wise  die  of  lung 
cancer?”  p.  47. 
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An  ANALYSIS  of  400  CONSECUTIVE  CASES 
of 

Acute  Upper  Respiratory  Disease* 


To  most  doctors  and  laymen,  a "cold"  is  just 
a "cold"  until  some  complication  arrests  our  at- 
tention and  dictates  a more  logical  and  energetic 
therapy  than  usually  provided.  Either  we  pre- 
scribe some  "cold  medicine"  with  a few  append- 
ed instructions,  rarely  followed,  or  each  victim 
gets  a "shot,"  meaning  penicillin.  Doctor  Rose 
is  using  an  unusual  opportunity,  at  the  Health 
Center,  to  provide  a logical,  rapid,  inexpensive 
means  of  classifying  cases  of  "U.  R.  1."  and  of 
quickly  determining  the  treatment  each  case 
should  receive.  This  paper  is  the  first  step  in 
presenting  this  accumulating  information  to  our 
readers. 

—EDITOR. 

UPPER  respiratory  infections, 
variously  labeled  acute  U.R.I., 
septic  throat,  rhinitis,  pharyn- 
gitis, laryngitis,  laryngotracheitis,  tracheo- 
bronchitis, and  so  forth,  with  their  associat- 
ed sinusitis,  otitis  media,  conjunctivitis,  lym- 
phadenitis and  other  complications,  are  mo- 
notonous to  care  for.  Most  physicians  give 
them  little  in  the  way  of  concentrated  effort 
or  time,  having,  instead,  a more  or  less 
stereotyped  approach  to  their  diagnosis  and 
treatment.  Medical  schools  spend  little  or 
no  time  teaching  students  the  art  of  diag- 
nosing respiratory  diseases  of  this  type,  and 
possibly  rightly  so  since  medicine  is  an  ex- 
tensive and  complex  subject  and  most  teach- 
ing time  must  be  devoted  to  ailments  known 
to  be  more  serious  than  the  common  cold. 

The  armed  services  and  large  industrial 
firms  take  exception  to  the  idea  that  upper 
respiratory  disease  is  of  minor  significance. 
It  has  been  estimated  that  the  common  cold 
and  its  allies  account  for  approximately  75 
per  cent  of  lost  time,  not  to  mention  lost 
efficiency.  A similar  situation  exists  in  the 
Universities  and,  in  fact,  all  areas  where 
people  are  forced,  by  the  very  nature  of  the 
situation,  to  associate  with  each  other  in 
large  groups  in  a more  or  less  continued  en- 
vironment. This  is  a well  known  fact  and 
needs  no  further  elaboration. 

Differential  diagnosis  of  acute  upper  res- 
piratory disease  is  rarely  based  on  a con- 
ciously  organized  and  individualized  consid- 
eration of  the  numerous  ramifications  of 
the  clinical  picture.  Treatment  consists  of 
“c  o 1 d”  preparations  — ASA  compounds. 


KENNETH  D.  ROSE,  M.D. 

Director  of  Research,  University  Health  Center 
Lincoln,  Nebraska 


lozenges  and  troches,  gargles,  throat  paint- 
ing with  various  agents,  and  antibiotics,  de- 
pending upon  the  enthusiasm  or  the  auster- 
ity of  the  attending  physician.  Antibiotics 
were  formerly  administered  to  any  and  all 
cases  of  acute  upper  respiratory  infection 
and  with  some  justification,  I believe.  Sta- 
tistics would  unquestionably  demonstrate  a 
marked  decrease  in  serious  complications 
such  as  glomerular  nephritis,  rheumatic  fe- 
ver, and  mastoiditis,  to  name  only  three.  It 
would  be  interesting  to  know  how  many 
cases  of  scarlet  fever  have  been  aborted  at 
their  inception  by  the  use  of  antibiotics  em- 
ployed routinely  for  treatment  of  the  acute 
upper  respiratory  disease.  The  development 
of  the  resistant  microorganism  has,  how- 
ever, caused  us  to  take  another  look  at  ooir 
routine  use  of  antibiotics.  Where  once  we 
could  shrug  off  the  diagnosis  and  treatment 
of  the  acute  upper  respiratory  infection  by 
“covering”  all  cases  of  this  nature  with  an 
antibiotic,  we  are  now  again  faced  with  the 
inevitable  need  to  sharpen  our  diagnostic 
acumen  and  select  the  cases  in  which  anti- 
biotic treatment  is  indicated. 

It  is  necessary  to  individualize  each  pa- 
tient’s problem.  But  how  to  do  this  for 
such  a mundane  and  uninteresting  medical 
subject  as  a “common  cold”  and  simplify  it 
so  that  even  the  most  disinterested  physi- 
cian would  find  it  easy,  presents  what  at 
first  glance  seems  to  be  an  impossible  prob- 
lem. 

This  investigation  was  undertaken  as  an 
attempt  to  organize  clinical  and  laboratoiy 
evidence  in  a simple  office-type  procedure. 
The  ultimate  hope,  and  possible  goal,  is  to 
organize  symptoms  and  signs  into  clinical 
categories  which,  based  on  a background  of 
laboratory-confirmed  evidence,  can  reason- 
ably be  expected  to  furnish  the  interested 

*From  the  University  Health  Service,  University  of  Ne- 
braska, Lincoln. 


May,  1960 


263 


Figxire  1 

UNIVERSITY  HEALTH  CENTER 
UNIVERSITY  OF  NEBRASKA 
LINCOLN,  NEBRASKA 


Clinic  No 

Age 

Sex 


RESPIRATORY  DISEASE  CLINIC 
Symptom  Questionnaire 


1.  How  long  have  you  been  ill  ? 

2.  Have  you  suffered  from  any  of  the  following? 

(Please  answer  all  questions  with  check  mai'k 
in  appropriate  box). 

Yes  No 


a.  Fever?  □ □ 

b.  Chills?  □ □ 

c.  Genei’alized  muscular  aches?  □ □ 

d.  Sore  throat — 

Mild?  □ □ 

Severe  ? □ □ 

e.  Stuffy  or  nanny  nose? □ □ 


3.  Have  you  taken  any  medication  ? 

a.  What  kind? 

b.  When  takeai  last? 


f. 

Itchv  nose  ? 

□ 

□ 

g- 

Itchv  eves? 

□ 

□ 

h. 

Cough — 
Mild  f 

□ 

□ 

Sevei-e  ? 

□ 

□ 

i. 

Sputum  ? 

□ 

□ 

j- 

Plugging  of  ears? 

□ 

□ 

k. 

Earache  ? 

□ 

□ 

1. 

Headache  ? 

□ 

□ 

m. 

Chest  pain  or  ii-ritation? 

□ 

□ 

n. 

Swollen  glands? 

□ 

□ 

Physical  Examination 

Items  starred  (*)  To  Be  Comp'eted  Only  If 
Otherwise,  Presumed  Norma). 


Indicated. 


1. 

2. 

3. 


Temperatui’e. 

Pulse 

Oi’al  cavity: 


4.  Nose: 


5.  Phaiynx: 


6.  Eyes* 


Eai*s* 


8.  Glands* 


9.  Chest* 


Nonnal Ulcerative 

Ginghitis Papillae  hypertrophied. 

Stomatitis  Septic 

Tongue  Coated 

Nonnal 

Mucous  membrane  pale Inflamed 

Turbinates  swollen Nonnal 

Exudate  Mucoid Punilent 


Nonnal 

Tonsillar  Lymphoid  hyTaeaqalasia 

Tonsillar  bed  Septic  Exudate 

Phai-ynix  Lymphoid  hj^aei-plasia Inflamed—. 

Post  nasal  drainage  absent Pi'esent 


Conjuncthntis  Oculai’ Palpebral. 

Exudate Sei’ous Punilent— 


Otitis  Media 
Othei’ 


Sei’ous Puiailent- 


Antei'ior  Ceiwicals Axillary- 

Posterior  Cei^’icals Inguinal. 


Expansion 

Auscultation. 
Pei'cussion 


Enlai'ged Tender- 

Enlarged Tender. 


10.  Abdomen* 

Liver 
Spleen 

Othei’ 

11.  White  Blood  Count  and  Diffei’ential* 

WHAT  MEDICINE  WAS  PRESCRIBED: 

1.  Nothing 

2.  Antibiotic 

3.  Cold  Tablet 
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physician  with  an  indication  of  the  best 
method  of  treatment.  To  “individualize” 
and  to  “organize”  seem  paradoxical  until 
one  realizes  that  organized  consideration  of 
each  patient’s  symptoms  and  signs  is  neces- 
sary. 

Experimental  Procedure 

With  the  development  of  the  digital  com- 
puter and  its  associated  data-processing  de- 
vices during  the  past  ten  years,  methods  for 
analyzing  collected  facts  have  become  more 
precise  and  free  from  the  element  of  human 
error  and  bias,  and  at  the  same  time  much 
more  rapid. ^ This  initial  study  consists  of 
such  a statistical  analysis  of  the  presenting 
complaints  and  physical  signs  in  400  un- 
selected cases  of  acute  upper  respiratory  dis- 
ease presenting  themselves  at  the  University 
of  Nebraska  Student  Health  Department 
Clinic  from  April  15,  1959,  through  June  6, 
1959.  Figure  1 is  a reproduction  of  the 
data  sheet  kept  on  each  patient.  It  will  be 
observed  that  data  other  than  symptoms  and 
signs  were  collected.  The  analysis  on  sex, 
age,  duration  of  illness,  medication  prior  to 
coming  to  the  clinic,  and  type  of  medication 
prescribed  were  included  to  broaden  the 
basis  of  the  study.  Data  were  processed 
and  analyzed  through  the  Data  Processing 
Laboratory  of  the  University  of  Nebraska 
and  with  the  assistance  and  advice  of  Mr. 
E.  H.  Moses,  the  Director. 

Analysis  of  Data 

Duration  of  Illness.  From  an  epidemi- 
ological standpoint,  it  is  interesting  to  know 
how  long  a disease  process  has  been  present 
before  the  patient  seeks  medical  advice.  This 
is  particularly  true  in  the  case  of  respira- 
toiy  diseases  in  a “captive”  population. 
Chart  No.  1 reveals  that  268  (67%)  of  all 
of  the  patients  sought  medical  advice  by  the 
third  day.  A certain  “hard  core”  of  rugged 
individualists,  75  (19.75%)  waited  and 
coughed  from  seven  days  up  to  a month  or 
more.  This  information  is  significant  when 
one  considers  the  environment  in  which  stu- 
dents live  and  helps  to  explain  the  perpetu- 
ation of  the  upper  respiratory  disease  prob- 
lem throughout  the  year. 

Most  students  take  some  sort  of  medicine 
prior  to  coming  to  the  University  Health 
Service.  A Health-Service-sponsored  pro- 
gram for  common  cold  treatment  is  main- 
tained in  the  organized  houses,  where  a 
Health  Chairman  under  medical  supervision, 
dispenses  a “cold”  preparation  upon  request. 


Table  1 lists  various  types  of  self-treatment. 
A significant  finding  is  that,  in  spite  of  the 
bombardment  of  the  population  with  ad- 
vertisements on  T.V.,  radio,  in  magazines, 
and  so  forth,  for  numerous  “cold”  cures, 
there  were  still  621/4,  per  cent  of  the  patiepts 
who  took  only  aspirin  compounds  or  noth- 
ing. Throat  gargles  were  used  by  no  one. 
Very  few  patients  were  encountered  in  this 
study  who  had  made  prior  use  of  the  Health- 
Service-sponsored  program.  The  implica- 
tion of  this  observation  warrants  further  in- 
vestigation. 


TABLE  1 

TYPE  OF  SELF  MEDICATION  BEFORE 
COMING  TO  CLINIC 


Type 

Number 

Per  Cent 
of  Total 

Nothing 

147 

36.75 

Proprietary  Cold  Tablet 

115 

28.75 

Salicylate 

102 

25.5 

Antibiotic 

15 

3.75 

Nasal  Spray  or  Drop 

10 

2.5 

Antihistamine 

4 

1.0 

Chest  Rub 

4 

1.0 

Not  Reporting 

3 

0.75 

Total 

400 

100.00 

Analysis  of  Symptoms  and  Signs.  Of  the 
400  cases  studied,  385,  or  96.25  per  cent, 
presented  themselves  with  the  complaint  of 
sore  throat,  cough,  or  both.  Of  this  total, 
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345,  or  86.25  per  cent  had  a sore  throat, 
while  288,  or  72  per  cent,  had  a cough.  Two 
hundred  twenty-one  of  the  385  (57.34%), 
on  examination  showed  pharyngeal  lym- 
phoid hyperplasia  without  exudate.  Of  the 
remaining  164,  85  had  an  inflamed  phaiyn- 
geal  mucous  membrane  without  exudate  or 
lymphoid  hyperplasia;  the  throats  of  the 
other  79  were  essentially  normal.  Thus,  306 
of  the  original  400  cases  (76.5%)  collected 
presented  themselves  with  sore  throat 
and/or  cough  and  pharyngeal  lymphoid  hy- 
perplasia and/or  inflamed  pharyngeal  mu- 
cous membrane.  This  76.5  per  cent  ap- 
peared to  be  of  significant  magnitude  to 
warrant  further  analytical  study. 

The  oral  temperature  is  an  easily  obtained 
vital  sign  that  gives  helpful  information 
when  properly  taken;  i.e.,  first  the  ther- 
mometer must  be  shaken  down  prior  to  in- 
sertion in  the  mouth  — a trite  but  necessary 
admonition;  secondly,  the  bulb  should  be  in- 
serted and  kept  well  back  in  the  buccal 
pouch ; and  thirdly,  it  should  be  left  in  place 
a full  three  minutes.  The  thermometer 
should  be  of  good  quality,  neither  a “hard 
shake”  nor  “soft  shake.” 

In  analyzing  the  collected  cases  for  tem- 
perature variations,  an  arbitrary  level  of 
99.6°  was  selected  as  a base  line  above 
which  the  temperature  would  be  considered 
significantly  elevated.  A temperature  of 
99.2°  or  100°  could  probably  just  as  well 
have  been  selected  without  altering  the  re- 
sults to  any  marked  degree. 

Table  2 lists  the  findings  on  analysis. 
Items  six  and  seven,  those  patients  with  pre- 
senting symptoms  only,  but  without  accom- 
panying physical  signs  of  upper  respiratory 
disease,  were  included  for  comparison.  Of 
the  306  with  a symptom-sign  complex  of 
sore  throat  and/or  cough  and  pharyngeal 
lymphoid  hyperplasia  and/or  inflamed 
throat,  258,  or  84.3  per  cent,  had  tempera- 
tures of  99.6°  or  below.  One  hundred  eighty- 
one  of  the  total  (60%)  had  temperatures  of 
98.6°  or  below. 

Of  the  original  400  cases  on  statistical 
analysis,  thirty-seven  were  found  to  have 
sore  throat  with  tonsillar  hyperplasia  with 
septic  exudate.  These  were  the  acute  septic 
throat  cases. 

Treatment.  When  a patient  presents 
himself  to  a physician,  with  symptoms,  he 
comes  expecting  to  be  treated.  This  fact 


TABLE  2 

SYMPTOM-SIGN  COMPLEX  IN  385  CASES 
OF  UPPER  RESPIRATORY  INFECTION 

Temperatures 
99.6°  and  tJnder 
Over  98.7  to  98.6  and 
Symptoms  and  Signs  Cases  99.6°  99.6°  Under 

1.  Sore  throat,  coug-h, 
pharyngeal  lymphoid 


hyperplasia 

.145 

22 

38 

85 

2. 

Sore  throat,  cough 
and  inflamed  throat. 

, 54 

9 

14 

31 

3. 

Sore  throat. 

pharyngeal  lymphoid 
hyperplasia 

. 52 

9 

9 

34 

4. 

Sore  throat, 
inflamed  throat 

. 31 

2 

11 

18 

5. 

Cough,  pharyngeal 
lymphoid  hyper- 
plasia 

. 24 

6 

5 

13 

Subtotal 

-306 

48 

77 

181 

6. 

Sore  throat,  cough 
Normal  throat 

. 49 

1 

13 

35 

7. 

Sore  throat  or 
cough.  Normal 
throat 

. 30 

1 

5 

24 

Subtotal 

. 79 

2 

18 

59 

Total  Cases 

.385 

50 

95 

240 

points  emphatically  to  the  viral 

upper 

res- 

piratory  disease  dilemma.  What  should  be 
used  if  anything?  What  role  will  secondary 
infections  play  in  a given  case?  One  can 
scarcely  ask  a patient  with  a common  cold 


TABLE  3 

TREATMENT  OFFERED  IN  PATIENTS  WITH 
SYMPTOMS  - SIGN  COMPLEX  OF  VIRAL 
UPPER  RESPIRATORY  INFECTION  AND 
TEMPERATURES  OF  99.6°  OR  BELOW 

Treatment 
*Cold  Chemo- 
Prep-  thera- 
Cases  Nothing  aration  peutic 

1.  Sore  throat,  cough. 


pharyngeal  lymphoid 


hypei-piasia 

.123 

11 

48 

64 

Sore  throat,  cough 
inflamed  throat 

. 45 

2 

21 

22 

Sore  throat, 
pharyngeal  lymphoid 
hypei^plasia 

. 43 

5 

16 

22 

Sore  throat, 
inflamed  throat 

. 29 

2 

15 

12 

Cough,  phai-yngeal 
lymphoid  hypei'- 
plasia  _ 

. 18 

3 

8 

7 

Subtotal 

.258 

23 

108 

127 

Sore  throat 
and  cough 
Normal  throat 

. 48 

7 

27 

14 

Sore  throat 
or  cough 
Normal  throat 

29 

5 

16 

8 

Subtotal 

. 77 

12 

45 

22 

Total  Cases 

335 

35 

151 

149 

♦Salicylate,  with  or  without  antihistamine  and/or  de- 
congestant. 
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to  return  daily  while  he  is  watched  until 
the  eventual  outcome  of  his  given  infection 
becomes  manifest.  Laboratory  tests  to  de- 
termine the  presence  of  potential  secondary 
invaders  are  not  only  time-consuming  but 
they  are  too  expensive,  in  the  ordinaiy  pa- 
tient’s mind,  for  a simple  cold.  Many  physi- 
cians have  undoubtedly  had  my  experience, 
upon  being  duly  impressed  by  the  no-anti- 
biotic  school  of  thought,  of  seeing  what  on 
initial  visit  appeared  to  be  sisters  with  sim- 
ple common  colds  blossom  forth  to  full 
blown  cases  of  scarlet  fever  by  the  next  vis- 
it, four  days  later.  One  required  weeks  of 
care  to  recover  from  the  renal  complications 
of  this  disease.  The  dilemma  is  present  and 
is  becoming  more  acute  in  this  day  of  the  re- 
sistant microorganism. 

In  order  to  study  this  problem,  the  reports 
on  the  335  cases  with  normal  or  low-grade 
fevers  were  analyzed  as  to  method  of  treat- 
ment. These  figures  appear  in  table  3.  The 
amazing  thing  is  that  35  of  the  total  were 
given  nothing,  and  for  151  only  a salicylate 
or  one  of  its  allied  proprietary  compounds 
was  prescribed.  These  186  cases  represent 
55.5  per  cent  of  the  cases  in  this  category, 
a rather  courageous  percentage. 

Discussion 

Several  conclusions  may  be  drawn  from 
this  collection  of  upper  respiratory  disease 
cases.  First  of  all,  in  a more  or  less  cap- 
tive population  such  as  exists  in  a University 
environment,  early  and  proper  care  of  all 
cases  of  the  common  cold  is  extremely  im- 
portant. In  this  day  of  educational  empha- 
sis, epidemics  of  viral  upper  respiratory  dis- 
eases may  be  disastrous  in  their  effect  on 
the  total  learning  ability  of  the  student  pop- 
ulation. Attention  must  be  directed  toward 
individualizing  diagnosis  and  treatment  so 
that  prompt  return  to  full  activity  may  be 
achieved. 

Secondly,  most  cases  appearing  for  treat- 
ment (62.25%)  had  not  attempted  self- 
treatment of  any  degree  other  than  some 
form  of  salicylate.  In  other  words,  the  Uni- 
versity student  has  not  been  breached  by 
cold-treatment  commercials.  He  seeks  ad- 
vice from  the  physician.  We  should  be  pre- 
pared to  give  it  in  a conscientious  and  un- 
derstanding manner. 

Thirdly,  the  bulk  of  the  patients  present- 
ing themselves  with  upper  respiratory  dis- 
ease complaints  fell  into  a relatively  easily 
diagnosable  symptom-sign  complex.  This  is : 


SYMPTOMS 
Sore  Throat 
Cough 

SIGNS 

Pharyngeal  lymphoid  hyperplasia 
Inflamed  throat 

The  presence  of  these  in  any  combination 
along  with  a normal  or  low-grade  fever  con- 
stitutes a good  presumptive  diagnosis  of 
viral  upper  respiratory  diseases.  Nasal  dis- 
charge and  inflammation,  glandular  enlarge- 
ment, muscular  aches,  chills,  and  so  forth, 
are  all  not  forgotten,  but  the  above  data 
are  basic. 

Fourthly,  the  cases  of  septic  throat  infec- 
tion, bronchitis,  pneumonia,  otitis  media, 
and  others,  are  relatively  few  in  number,  are 
easily  diagnosed,  and  the  treatment  is  ob- 
vious. What  should  one  do  with  this  70-80 
per  cent  of  viral  upper  respiratory  diseases? 
The  answer  is  not  apparent.  At  the  pres- 
ent, one  does  as  one’s  total  body  of  experi- 
ence dictates,  but  it  leaves  one  with  an  un- 
comfortable feeling  of  incompleteness. 

We  are  undertaking  a study  of  this  group 
of  patients  at  the  present  time  in  which  em- 
phasis will  be  placed  on  determining  beta- 
hemolytic  streptococcus  carrier-states,  blood 
counts,  the  role  of  allergy  in  recurrent  colds, 
and  a comparative  study  of  antibiotic  vs. 
“cold  preparations”  therapy.  Statistical 
analysis  by  data  - processing  methods 
(I.B.M.)  will  again  be  undertaken.  It  is 
hoped  that  some  concrete  and  useful  infor- 
mation may  come  from  this  study. 

Summary 

A statistical  analysis  of  400  consecutive 
cases  of  upper  respiratory  disease  by  data- 
processing  methods  is  presented  and  dis- 
cussed in  relationship  to  diagnosis,  treat- 
ment and  epidemiology  in  the  captive-type 
environment  of  a University  campus.  Dura- 
tion of  illness  before  seeking  medical  advice 
varied  from  less  than  one  to  over  thirty 
days,  with  most  patients  (67%)  presenting 
themselves  within  three  days  after  onset  of 
symptoms.  In  spite  of  “cold”  advertise- 
ments, two-thirds  of  these  patients  had  tak- 
en nothing  or  only  aspirin  compounds  prior 
to  seeking  medical  advice.  An  early-diag- 
nosable  symptom  - sign  complex  of  sore- 
throat  and/or  cough,  temperature  of  99.6° 
or  below,  pharyngeal  lymphoid  hyperplasia 
and/or  inflamed  throat,  was  found  in  258 
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(64.5%)  of  the  400  cases.  Similar  sjTnp- 
toms  and  temperatures  were  found  in  an- 
other 77  (19.3%)  who  had  normal  appear- 
ing throats.  Thus  84  per  cent  of  the  cases 
appearing  for  treatment  could  be  easily  iden- 
tified as  “viral-type”  upper  respiratoiy  in- 
fections by  following  the  recommended  sim- 
ple classification.  The  problem  of  treat- 
ment however  is  not  solved.  Whereas  treat- 
ment in  septic  pharjmgitis,  tonsilitis,  and  so 


forth,  is  obvious,  it  is  obscure  in  the  virus 
upper  respiratory  disease.  The  evolution  of 
the  resistant  micro-organism  has  only  com- 
pounded the  problem.  Further  work  on  this 
problem  is  outlined. 

References 

1.  Ledley,  R.  S. : Digital  Electi'onic  Computers 

in  Biomedical  Science.  Science  130:1225-1234  (Nov.) 
1959. 


If  you  want  your  father  to  take  care  of  you, 
that’s  paternalism. 

If  you  want  your  mother  to  take  care  of  you, 
that’s  maternalism. 

If  you  want  Uncle  Sam  to  take  care  of  you, 
that’s  Socialism. 

If  you  want  a dictator  to  take  care  of  you, 
that’s  Communism. 

If  you  want  to  take  care  of  yourself, 
thats’  Americanism. 

(This  was  printed  in  Kiwanis  Magazine) 
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Bed-Wetting: 

A NON-SIMMICK  SOLUTION 


Doctor  Jones'  suggested  solution  to  the  prob- 
lem of  bed-wetting  seems  to  be  a reversal  of  the 
usual  psychologic  approach.  This  approach  may 
appeal  to  the  reader  as  a well-founded  answer 
to  this  age-old  problem. 

—EDITOR 


BED-WETTING  continues  to  be 
a source  of  considerable  anxi- 
ety to  both  parents  and  chil- 
dren. While  it  is  not  a serious  problem  in 
the  sense  of  causing  any  physical  damage  or 
being  handicapping  in  any  significant  way, 
it  is  a serious  problem  from  the  standpoint 
of  disrupting  family  harmony.  For  that 
reason  I would  like  to  offer  the  following 
for  your  consideration. 

Most  of  the  “problem”  bed-wetting  oc- 
curs in  children  who  have  been  previously 
accustomed  to  sleeping  through  the  night 
and  waking  up  dry.  Typically,  the  child  has, 
sometime  between  the  ages  of  two  and 
three  learned  either  to  go  all  night  without 
waking  or  to  wake  in  the  middle  of  the 
night  and  empty  his  bladder  in  an  approved 
place.  Then  comes  the  stress  of  moving  to  a 
new  neighborhood,  starting  school,  or  mov- 
ing from  kindergarten  to  first  or  second 
grade,  or  some  other  significant  change  in 
his  external  environment,  following  which 
enuresis  begins  to  be  a problem.  Again  typ- 
ically, the  parents,  and  particularly  the 
mother,  respond  to  this  situation  with  much 
more  alarm  than  is  appropriate.  Mother 
fears  that  this  is  some  indictment  of  her  as 
a mother,  or  that  something  is  organically 
wrong  with  the  child,  and  is  even  strongly 
inclined  to  hope  that  the  latter  is  the  case. 
Overcoming  her  shame  by  degrees,  she  con- 
sults all  of  her  friends  and  any  strangers 
who  may  be  available  for  a possible  solution 
to  this  difficulty.  Frequently,  but  not  al- 
ways, she  consults  the  family  physician. 

She  tries  all  of  the  suggested  remedies,  in- 
cluding waking  the  child  in  the  middle  of  the 
night  and  sending  him  to  the  bathroom  in 
a half-dazed  state,  administering  sympatho- 
mimetic drugs,  electric  buzzers  activiated  by 
moisture,  restricting  fluids  from  late  after- 
noon until  the  next  moming,  and  even 
witchcraft,  on  occasion. 

The  simple  truth  of  the  matter  appears  to 
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be  that  in  a child  who  is  organically  intact 
and  functioning,  enuresis  is  a manifestation 
of  tension  incompletely  resolved.  The  child 
faced  with  new  and  different  situations 
which  tax  his  capabilities  considerably  is 
not  entirely  relaxed  when  he  goes  to  bed  at 
night.  Because  he  is  incompletely  relaxed 
he  sleeps  at  a shallow,  superficial  level  rath- 
er than  soundly.  Because  the  level  of  sleep 
is  superficial,  the  dividing  line  between  mo- 
tor activity  and  contemplation  of  such  ac- 
tivity is  not  well-defined.  This  is  an  espe- 
cially pertinent  consideration  because  the 
child,  in  his  search  for  comfort  and  security, 
very  logically  aims  at  some  procedure  which 
he  is  certain  will  gain  him  approval.  In  the 
age  range  where  bed-wetting  is  a frequent 
problem,  approval  and  survival  are  very 
nearly  synonymous  in  the  child’s  mind.  In 
most  instances  the  children  have  noted  the 
fact,  repeatedly,  that  there  are  few  if  any 
situations  in  which  they  can  be  more  certain 
of  their  mother’s  approval  than  when  they 
are  voiding  on  the  toilet,  rather  than  in  the 
bed,  in  their  diapers,  in  their  pants,  or  on 
the  floor.  Seeking  this  approval  the  child 
dreams  that  he  is  doing  just  as  mother 
would  wish,  namely,  going  to  the  pot.  Since 
his  sleep  is  not  deep  enough  to  separate 
motor  control  from  fantasy,  he  proceeds, 
not  only  to  dream  that  he  is  voiding  but.  in 
fact,  to  do  so.  As  a consequence  of  this  all- 
too-realistic  dream,  he  awakens  in  more 
trouble  than  when  he  went  to  sleep.  Conse- 
quently, tension  increases  and  an  unpleas- 
ant cycle  begins  to  perpetuate  itself.  The 
more  he  is  disapproved  of  for  wetting  the 
bed,  the  harder  he  tries  to  gain  approval  in 
his  dreams,  and  the  more  he  therefore  wets 
the  bed.  The  “cures”  that  occur  in  these 
situations  often  coincide  with  the  child’s 
learning  to  sleep  even  more  lightly  and  thus 
establishing  voluntary  motor  control  which 
eliminates  the  bed-wetting  but  unhappily 
produces  little  in  the  way  of  healthy  rest. 

I have  noted  consistently  good  results  in 
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problems  of  this  nature  when  the  mother  ad- 
heres to  the  following  regimen.  She  accepts 
the  fact  that  the  bed-wetting  is  an  uncon- 
scious effort  on  the  child’s  part  to  please 
and  acts  accordingly.  When  the  child  awak- 
ens in  a wet  bed,  distressed  and  apprehen- 
sive of  her  disapproval,  it  is  well  worthwhile 
to  make  some  such  statement  as,  “It’s-,  al- 
right, Honey,  I am  going  to  do  the  laundry 
anyway  and  a little  more  doesn’t  matter 
gi’eatly.”  It  helps  further  to  explain  in  so 
many  words  that  her  reason  for  not  wetting 
her  own  bed  is  simply  that  it  is  more  com- 
fortable to  sleep  in  a dry  bed  than  a wet  one. 
This  may  seem  to  be  a superfluous  state- 
ment, but  it  does  serve  the  purpose  of  allow- 
ing the  child  to  begin  to  see  use  of  the  toilet 
as  something  he  does  for  his  own  comfort 
and  convenience,  rather  than  for  mother’s 
approval.  Another  feature  that  may  lend 
credence  to  mother’s  tolerance  and  support 
is  for  her  to  place  dry  pads  or  sheets  near 
the  child’s  bed,  at  the  same  time  telling  him 
that  he  may  have  dry  linen  when  he  wishes, 
and  she  will  help  him  with  it  if  he  wants  her 
to  do  so. 

Probably  the  single  most  important  factor 
in  this  treatment  is  that  mother  understands 
and  accepts  the  fact  that  bed-wetting,  far 
from  being  an  expression  of  hostility  toward 
her,  is  an  all-out  effort  to  gain  her  approval. 

In  five  and  six  year  old  children  the  usual 
period  to  go  from  bed-wetting  to  dry  sleep- 


ing is  four  to  five  days.  I have  noticed  sev- 
eral instances  of  children  eight  and  nine 
years  old  who  had  been  wetting  the  bed  at 
least  once  every  night  for  several  years  who 
began  sleeping  dry  a week  following  the  in- 
stitution of  this  regimen. 

This  problem  is  yet  another  instance 
where  an  ounce  of  prevention  is  worth  a 
pound  of  cure.  The  difficulty  dealt  with  in 
this  article  may  be  quite  easily  avoided  if 
the  child  is  allowed  to  learn  bowel  and  blad- 
der habits  in  a constructive  way,  rather 
than  being  “trained.”  Experimentation  ini- 
tiated by  imitating  older  people  will,  in 
time  (and  it  takes  time),  lead  the  child  to 
the  conclusion  that  being  dry  is  more  com- 
fortable than  being  wet.  Praise  for  con- 
forming or  disapproval  for  failing  to  con- 
form are  the  measures  by  which  bowel  and 
bladder  habits  are  learned  as  something  done 
to  please  mother. 

It  is  easily  understandable,  following 
months  and  years  of  many  diaper  changes 
and  endless  laundries,  that  any  mother  will 
develop  a powderful  desire  to  “train”  Junior. 
She  and  he  will  both  be  much  happier  if  he 
learns  on  the  basis  of  his  ovm  comfort  rath- 
er than  for  her  approval.  It  probably  is  not 
humanly  possible  for  a mother  to  show  no 
approval  when  the  little  one  finally  makes 
the  trek  on  his  own  initiative.  She  will  fare 
best,  however,  if  she  keeps  the  approval  at  a 
minimum  in  his  presence. 


“Abdominal  pain  that  attends  vascular  occlusive  disease  is  char- 
• acteristically  rapid  in  onset,  and  agonizing  ...  It  tends  to  be  con- 

stant and  diffuse  . . .”  (Harrison:  Principles  of  Intemal  Medicine, 
1950,  p.  44.) 
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SPECIAL  ARTICLE 


Dynamics  of  Blue  Shield 

and  Their 

RELATIONSHIP  TO  THE  FUTURE 
OF  PRIVATE  MEDICAL  CARE* 


Doctor  Layton  traces  the  philosophy  of  Blue 
Shield  from  its  inception  through  the  successive 
hazards  of  depression,  competition,  affluence, 
and  the  rise  of  a new  generation  of  physicians 
unacquainted  with  these  situations.  He  main- 
tains that,  regardless  of  the  present  environment 
of  Blue  Shield  and  of  the  lag  that  seems  to  slow 
the  modernizing  of  some  of  its  provisions,  it 
must  be  maintained  for  the  benefit  of  the  people 
and  of  the  medical  profession. 

—EDITOR 

CONTRARY  to  the  opinion  of 
many,  Blue  Shield  did  not 
spring  fully  armed  like  Athena 
from  the  brow  of  a medical  Zeus  to  defend 
the  world  against  socialized  medicine.  The 
existence  of  our  most  profound  depression 
had  previously  led  medical  leaders  to  explore 
the  possibility  of  some  form  of  prepaid  med- 
ical insui’ance  protection  for  both  the  patient 
and  the  physician.  Those  of  you  who  worked 
through  those  unfortunate  years  will  recall 
too  well  the  instances  in  which  needed  med- 
ical care  was  not  obtained  because  inability 
to  pay  weighed  heavily  on  the  consciences 
of  many  individuals.  You  will  also  recall 
quite  well  instances  in  which  physicians 
were  forced  to  turn  to  other  occupations  in 
order  to  augment  their  gi*eatly  diminished 
incomes.  Some  means  of  protection  for 
both  parties  had  to  be  devised.  The  insur- 
ance companies,  at  this  time,  refused  the  job 
on  any  scale  as  broad  as  that  proposed. 
Others,  notably  in  Washington,  became 
aware  of  the  need  for  medical  care  in  large 
segments  of  the  population.  The  new  fed- 
eral paternalistic  philosophy  was  gaining 
momentum.  Finally  the  threat  of  Messrs. 
Wagner,  Murray,  and  Dingle  rallied  support 
of  virtually  all  physicians  behind  those  who 
proposed  the  development  of  programs 
which  became  Blue  Shield. 

Throughout  the  country,  these  plans  be- 
gan in  the  interest  of  the  public  and,  con- 
sequently, for  the  benefit  of  the  profession. 
The  many  hours  of  thought  spent  by  con- 
cerned individuals  in  the  early  planning  led 
to  cautious  beginnings  while  knowledge  was 
developed  concerning  the  relationship  of 
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Kansas  City,  Missouri 


premiums  to  utilization.  Public  acceptance 
of  even  these  limited  programs  was  instan- 
taneous and  far  exceeded  all  expectations. 
As  success  became  obvious,  the  scope  of 
benefits  was  broadened,  and  always  the 
same  enthusiastic  public  response  was  met. 
In  recent  years,  the  greatest  compliment 
has  been  paid  to  the  achievements  of  Blue 
Shield.  The  commercial  companies  who  or- 
iginally rejected  the  plans  as  ill-advised, 
now  have  entered  the  field  in  a highly  com- 
petitive manner.  Rapid  growth  and  com- 
petition have  produced  problems,  but  more 
will  be  said  of  this  later. 

Because  these  plans  developed  at  the  local 
level  and  independently  there  were  varia- 
tions between  the  programs,  primarily  of  a 
fiscal  nature;  differences  in  fee  schedules, 
full  payment  versus  indemnity,  and  scope 
of  benefits  to  mention  a few.  Four  major 
philosophic  principles  were,  however,  com- 
mon to  all.  These  I would  list  as  follows: 
(1)  The  progi’ams  were  developed  in  the 
public  interest  to  be  made  available  to  all 
of  the  public  within  the  limits  of  reasonable 
insurance  principles  and  at  a common  com- 
munity rate;  (2)  the  programs  were  repre- 
sentative of  the  profession  in  the  locality 
served;  (3)  the  programs  were  dedicated  to 
the  principle  that  the  patient-doctor  rela- 
tionship must  not  be  disturbed  by  their  ex- 
istence; and  (4)  the  programs  were  limited 
in  their  efforts  to  the  economic  aspects  of 
medicine  and  avoided  influence  in  the  nor- 
mal practice  of  medicine. 

Certainly  Blue  Shield  programs  every- 
where were  originally  established  with  the 
public  interest  at  heart.  The  nonprofit  na- 
ture of  these  organizations  bears  witness  to 

^Presented  at  Blue  Shield  Professional  Relations  Confer- 
ence, Chicago,  Illinois,  February  1.  1960. 
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this  fact.  The  vast  majority  of  Blue  Shield 
plans  include,  on  their  governing  boards,  in- 
dividuals who  are  there  to  represent  the  pub- 
lic. Originally,  fee  schedules  were  devised, 
whether  on  a service  or  indemnity  basis,  at 
levels  that  would  provide  satisfactory  pay- 
ment to  the  majority  of  doctors  for  much 
of  the  population.  The  broad  coverage  of 
members  of  the  community,  the  acceptance 
of  all  reasonable  risks,  the  provisions  for 
group  conversion,  and  the  development  of 
individual  enrollment  programs  have  all 
been  evidence  of  the  profession’s  intention 
to  provide  the  best  possible  services  for  the 
subscribers. 

Unfortunately  the  success  of  these  pro- 
grams was  so  great  that  in  many  areas  little 
effort  was  made  to  keep  pace  with  the 
times.  Through  the  years,  fee  schedules 
became  inadequate  to  meet  the  needs  of  the 
public.  This  led  to  criticism  from  both  the 
public  and  the  profession,  and,  in  virtually 
all  areas,  efforts  are  under  way  to  correct 
this  inequity.  In  recent  years  the  develop- 
ment of  competition  from  the  commercial 
companies  has  changed  the  relationship  be- 
tween Blue  Shield  and  the  public  it  serves. 
Health  and  welfare  issues,  now  having  been 
admitted  to  the  bargaining  tables  as  proper 
fringe  benefits,  are  too  often  largely  a mat- 
ter of  dollars  and  cents  and  not  a matter  of 
seiwice  required  or  provided.  Both  man- 
agement and  union  leaders  are  eager  to  sell 
to  their  employees  and  members  the  belief 
that  something  special  has  been  the  result 
of  bargaining  sessions.  When  commercial 
carriers  are  .used,  too  often  it  is  found  that 
the  pennies  provided  purchase  a fairly  good 
sui'gical  schedule,  but  when  the  employee 
has  medical  illness,  little  or  no  benefits  are 
available.  You  are  all  familiar  with  the 
surgical  fee  schedule  of  the  commercial 
company  which  in  a footnote  states:  “all 
unlisted  procedures  will  be  paid  at  $5.00.” 
The  availability  of  such  programs  has  had 
an  adverse  effect  on  the  gi’owih  of  Blue 
Shield  in  recent  years,  because  the  subscrib- 
er too  often  has  no  voice  in  determining 
what  product  will  be  purchased,  and  he 
knows  not  until  the  need  is  present  how  in- 
adequate his  coverage  may  be.  The  develop- 
ment of  commercial  competition  has  pro- 
duced other  problems.  As  we  said  before. 
Blue  Shield  wishes  to  cover  as  much  of  the 
community  as  is  feasibly  possible.  Such 
coverage  must  inevitably  include  poor-risk 
individuals.  Prior  to  the  development  of 
competition,  a community  rate  took  care  of 


good  and  poor  risks  alike.  Now  we  find 
that  Blue  Shield,  not  infrequently,  loses  de- 
sirable gi’oup  contracts,  even  on  a non- 
profit basis,  to  conmiercial  companies  who 
can  write  for  that  gi’oup  alone  at  a lower 
rate  and  show  a significant  profit.  Contin- 
uation of  this  trend  will  leave  Blue  Shield 
priced  out  of  the  market  for  those  who  need 
it  most  and  whom  the  commercial  companies 
will  not  cover.  It  is  certainly  true  that  the 
magnitude  of  Blue  Shield  growth  and  the 
development  of  commercial  competition, 
have  created  present  problems  despite  Blue 
Shield’s  sincere  public  interest.  These  prob- 
lems must  be  solved  or  they  will  be  inten- 
sified. 

What  of  the  relationship  between  Blue 
Shield  and  the  medical  profession  which 
created  it?  Certainly  in  the  beginning  this 
relationship  was  good.  Blue  Shield  provid- 
ed income  for  seiwices  where  income  other- 
wise might  not  have  been  available.  Blue 
Shield  has  been,  and  continues  to  be,  the 
most  effective  defense  against  the  inroads  of 
agencies  who  wish  to  insert  themselves  into 
the  practice  of  medicine.  Over  the  years, 
many  factors  have  tended  to  discourage  this 
excellent  relationship.  First  and  foremost 
of  these  probably  is  prosperity.  IMuch  less 
often  now  does  the  physician  have  to  worry 
about  his  patient’s  ability  to  pay  a reason- 
able fee.  The  reception  rooms  are  filled  with 
patients  who  are  well  acquainted  with  won- 
der drugs,  the  ravages  of  cancer,  and  the 
dangers  of  heart  disease.  Relative  affluence 
has  led  many  physicians  to  believe  that  Blue 
Shield  is  no  longer  an  economic  necessity, 
and  interest  in  the  progi’am  in  many  areas 
has  waned.  The  unforeseen  success  of  Blue 
Shield  has  made  it  difficult  for  administra- 
tive staffs  and  governing  boards  to  keep  the 
physician  informed  of  management’s  prob- 
lems, and  decisions  have  been  made  with- 
out soliciting  the  opinion  of  the  profession 
in  general.  A gi-adual  parting  of  the  ways 
has  occurred  between  busy  doctors  with  lit- 
tle time  for  Blue  Shield  and  a busy  Blue 
Shield  personnel  with  little  time  for  profes- 
sional relations.  Physicians  began  to  look 
upon  Blue  Shield  as  “just  another  insurance 
company”  and  to  wonder  why  we,  as  physi- 
cians, were  engaged  in  insurance  practices. 
As  physicians  fees  increased  to  make  up  for 
mounting  overhead  and  cost  of  living,  too 
often  Blue  Shield  fee  schedules  remained 
static.  The  Blue  Shield  subscriber  who  felt 
he  had  purchased  a high-gi-ade  “doctors 
plan”  found  in  his  mail  a supplemental  bill 
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from  his  physician  and  was  understandably 
irritated.  Criticism  was  directed  toward 
the  physician  and  the  physician,  in  turn,  re- 
flected it  upon  the  inadequate  payment  of 
his  Blue  Shield  Plan.  Subscriber  and  physi- 
cian alike  sometimes  found  that  commercial 
returns  were  far  more  adequate  for  certain 
procedures.  The  progress  of  medicine  with 
increased  specialization  and  differentiation 
of  fees  between  the  genei-al  practitioner  and 
specialist,  particularly  those  engaged  in  the 
nonsurgical  specialties,  has  in  recent  years 
produced  an  extremely  difficult  situation. 
Resentment  engendered  by  all  these  factors 
has  often  been  great.  A new  generation  of 
physicians,  unfamiliar  with  the  background 
of  Blue  Shield  and  unversed  in  Blue  Shield 
philosophies,  has  been  highly  critical  of  the 
programs.  They  look  on  Blue  Shield  as  an- 
other interfering  agency  in  their  relation- 
ship with  their  patient.  Blue  Shield  was 
created  to  represent  the  profession  in  eco- 
nomic affairs  with  the  public.  For  numer- 
ous reasons,  some  of  which  I have  men- 
tioned, we  have  not  kept  faith  with  that 
particular  trust. 

The  third  philosophic  concept,  namely, 
that  Blue  Shield  should  not  interfere  in  pa- 
tient-doctor relationship  is  proper,  but  ex- 
tremely naive.  Blue  Shield  was  initially  in- 
tended to  serve  as  a depository  for  funds  to 
be  disbursed  to  the  physician  for  services 
rendered  to  the  subscriber.  In  such  an  ar- 
rangement there  would  seem  to  be  little  op- 
portunity for  interference  on  the  part  of 
Blue  Shield  and  it  is  true  such  interference 
is  never  intended.  Rapid  growth,  with  sales 
to  large  groups,  results  frequently  in  the 
subscriber’s  having  little  knowledge  of  the 
limitations  of  the  contract  he  has  purchased. 
The  existence  of  funds  in  the  form  of  Blue 
Shield  payment,  inevitably  alters  the  pa- 
tient’s attitude  toward  the  expense  of  medi- 
cal care  and  must  have  a similar  influence 
upon  the  physician.  Pressures  are  brought 
to  bear  to  provide  services  under  circum- 
stances which  will  “utilize  insurance’’  and 
spare  the  individual  out-of-pocket  expense. 
This  must  inevitably  effect  the  economic 
aspects  of  the  patient-doctor  relationship 
and,  in  turn,  have  some  bearing  on  the 
manner  in  which  medical  care  is  provided. 
Although  not  the  intent,  this  is  a byproduct 
of  Blue  Shield  or  any  program  which  under- 
takes to  provide  benefits  earmarked  for  a 
specific  purpose.  Demands  for  unnecessary 
services,  requests  for  unnecessary  hospital- 
ization, and  insistence  upon  the  utilization 


of  unnecessary  techniques  by  either  patient 
or  physician  produce  stresses  which  wear 
thin  the  professional  relationships  of  Blue 
Shield.  We  must  recognize  that  the  exist- 
ence of  Blue  Shield,  or  of  commercial  insur- 
ance as  well,  does  have  an  effect  upon  the 
economic  aspect  of  the  patient-doctor  rela- 
tionship and  these  in  turn,  to  some  extent, 
will  be  reflected  in  their  personal  relation- 
ship. 

The  fourth  philisophic  principle ; that 
Blue  Shield  must  not  influence  the  practice 
of  medicine  is  also  quite  laudable.  Again, 
however,  it  is  inevitable  that  certain  aspects 
of  the  practice  of  medicine  will  be  influenced 
to  some  extent  by  economic  factors.  The 
existence  of  funds  designated  for  that  pur- 
pose make  elective  surgery  more  readily 
elected.  The  existence  or  nonexistence  of 
surgical  assistant’s  fees  will  affect  operating 
room  personnel.  The  presence  or  absence 
of  allowances  for  consultation  will  influence 
the  frequency  of  consultation.  Even  the 
duration  of  hospital  stay  will  be  influenced 
to  some  extent  by  the  existence  of  funds  to 
pay  for  additional  days.  Such  allowances 
may  provide  for  adequate  care  where  the 
absence  of  funds  might  mean  substandard 
treatment.  On  the  other  hand,  the  existence 
of  such  funds  also  invites  abuses.  Fee 
schedules  agreed  to  by  significant  numbers 
of  the  profession  must  certainly  influence 
the  patient’s  evaluation  of  the  worth  of  his 
physician’s  services.  The  thoughtless  inclu- 
sion or  exclusion  of  certain  benefits  will  in- 
fluence, to  some  degree,  the  manner  in  which 
medicine  is  practiced  in  a given  area  and 
may,  in  turn,  tend  to  lead  the  profession 
along  pathways  somewhat  different  from 
those  it  might  have  followed. 

The  effects  of  prepaid  medical  care  on  the 
doctor-patient  relationship  and  on  the  prac- 
tice of  medicine,  certainly,  so  far  as  Blue 
Shield  is  concerned,  are  unintended.  I am 
sure  they  were  unforeseen  by  its  founders 
and  every  effort  is  made  by  governing 
boards  to  minimize  these  effects.  We  must, 
however,  recognize  that  they  are  there  and 
anticipate  them  in  our  future  planning  as 
well  as  assess  their  influence  in  the  evalua- 
tion of  present  and  past  problems. 

Throughout  these  foregoing  comments,  I 
have  attempted  to  point  out  some  philosophic 
bases  on  which  Blue  Shield  was  founded  and 
to  demonstrate  at  least  some  of  the  major 
influences  in  its  development.  To  repeat. 
Blue  Shield  was  created  by  the  profession 
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in  the  public  interest.  The  unforeseen  num- 
bers of  purchasers  have  made  it  almost  a 
public  trust.  Blue  Shield  was  never  intend- 
ed to  serve  solely  for  the  doctor’s  benefit 
at  the  expense  of  the  public.  Had  this  been 
true,  socialized  medicine  would  have  been 
here  long  ago.  Blue  Shield  was  meant  to 
represent  the  profession  as  a fiscal  arm,  not 
necessarily  to  augment  the  income  of  physi- 
cians, but  to  help  insure  that  a significant 
portion  of  the  population  would  be  in  a po- 
sition to  pay  proper  medical  bills.  Cer- 
tainly, it  has  never  been  the  intent  of  Blue 
Shield  to  influence  either  the  manner  in 
which  medicine  is  practiced  or  the  relation- 
ship between  the  doctor  and  his  patient. 

What  now  of  the  future?  No  one  can 
doubt  that  prepaid  medical  care  is  here  to 
stay.  It  will  remain  on  a voluntary  basis 
if  we  can  solve  our  problems.  It  will  be 
here  on  an  involuntary  basis  if  we  cannot. 
We  must  meet  the  competitive  threat  of  the 
insurance  industry  in  part  through  dollar 
competition  but,  more  importantly,  through 
education  of  the  leaders  of  management,  la- 
bor, and  civic  organizations.  They  must  be 
shown  that  Blue  Shield  was  provided  by  the 
medical  profession  for  the  public  welfare 
and  that,  as  such,  it  is  not  in  itself  a mem- 
ber of  the  insurance  industry.  They  must 
be  convinced  that  only  through  Blue  Shield 
and  the  medical  profession  can  the  prob- 
lems of  medical  care  for  the  aged,  the  indi- 
gent, and  other  poor-risk  groups  be  ade- 
quately met  except  by  the  extravagant  inter- 
vention of  the  federal  government.  They — 
management,  labor,  and  civic  groups — must 
constantly  be  reminded  that  a few  pennies 
increase  in  monthly  dues  provides  not  only 
higher  quality  protection  for  those  whom 
they  represent,  but  also  is  a contribution  for 
the  medical  welfare  of  those  groups  shunned 
by  organizations  who  hold  profit  as  their 
reason  for  existence.  Failing  in  these  at- 
tempts, Blue  Shield  must  be  ready  to  employ 
economic  competitive  procedures  such  as  ex- 
perience rating,  and  segmentation  of  bene- 
Hts  in  order  to  maintain  good  risk  con- 
tracts and  to  expand  into  other  desirable 
groups  not  previously  covered.  Only 
through  these  means  can  we  continue  to 
serve  the  community  as  a whole  at  a rate 
which  the  community  can  afford.  The  voice 
of  the  public  is  readily  heard,  and  what 
John  Q.  Public  wants  he  usually  gets  one 
way  or  another.  Certainly,  the  requests  of 
the  public  for  increased  scope  of  benefit, 
more  complete  coverage  by  fee  schedules, 


whether  service  or  indemnity,  will  be  met 
and  must  be  met  by  the  doctors’  plan  if  the 
practice  of  medicine  is  to  smwive  in  its  pres- 
ent foiTn. 

Blue  Shield  cannot  long  exist  without  the 
support  of  the  medical  profession.  Similar- 
ly the  independent  practice  of  medicine 
cannot  long  exist  in  the  absence  of  Blue 
Shield.  We  are  in  truth  mutually  depend- 
ent. Too  many  of  the  professions  have  for- 
gotten and  others  have  never  learned  Dr. 
Feierabend’s  often  quoted  “principle  of  sub- 
sidiarity,” which  may  be  summed  up  as  fol- 
lows : “When  there  is  a social  problem  the 
solution  of  that  problem  must  be  provided 
by  the  lower  and  better  qualified  gi’oup.  If 
this  group  either  cannot  or  will  not  meet  its 
obligation,  it  becomes  the  responsibility  of 
the  state  to  do  so.”  Blue  Shield  is  the  in- 
strument of  the  lower  and  better  qualified 
gi’oup,  namely  the  medical  profession.  Indi- 
vidual members  of  the  profession  must  be  re- 
minded of  the  continued  integi’ity  of  purpose 
of  Blue  Shield.  More  of  them  must  be 
brought  in  to  participation  at  an  active  lev- 
el through  committee  membership,  and 
service  on  advisory  groups.  We  must  not 
forget  that  Blue  Shield  represents  the  entire 
profession  and  must  not  let  itself  be  led,  by 
the  efforts  of  organized  minorities,  into  ac- 
tions which  are  favorable  only  to  those  min- 
orities. Those  changes  in  Blue  Shield  pro- 
grams which  are  acceptable  to  the  profession 
as  a whole  and  which  meet  the  public  need, 
must  be  enthusiastically  embraced.  Those 
which  would  only  benefit  a segment  of  the 
profession  must  be  avoided  with  equal  en- 
thusiasm. To  this  end  closer  liaison  with 
organized  medicine  at  the  local  level  is  essen- 
tial. Communications  between  state  and 
county  medical  organizations  and  their  com- 
ponent Blue  Shield  plans  must  be  increased. 
We  must  realize  that  Blue  Shield  inevitably 
will  influence,  at  least  on  the  economic  side, 
the  practice  of  medicine  and  the  patient-doc- 
tor relationship.  We  must  insure,  through 
consultation  with  organized  medicine  and 
thoughtful  consideration  on  the  part  of 
Blue  Shield  governing  boards,  that  these  in- 
fluences will  not  adversely  affect  the  art  and 
science  of  medical  practice. 

It  is  to  the  everlasting  credit  of  the  med- 
ical profession  that  Blue  Shield  was  created. 
The  scientific  senses  of  medicine  have  be- 
come so  acute  and  so  constantly  used  that 
little  time  is  left  for  the  development  of  eco- 
nomic acumen.  Blue  Shield  must  serve  as 
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I eyes  to  see  the  danger  arising  from  a vocal 
i minority  of  the  profession  who  would  main- 
j tain  the  status  quo  in  the  face  of  economic 
: change.  It  must  be  the  ears  to  hear  the 

j murmurs  of  the  public  before  they  become 

! a roar.  It  must  be  the  tongue  to  savor  the 
I sweet  and  sour  of  economic  change  before 
' the  bite  is  swallowed.  It  must  be  the  nose 


to  detect  the  aroma  of  the  social  planners 
and  bureaucrats  who  would,  for  selfish  in- 
terests, deposit  their  offensive  socialistic  ex- 
crement on  public  and  profession  alike.  Blue 
Shield  must  be  the  touch  kept  gently  and 
reassuringly  at  the  public  risk,  alerting  the 
profession  to  impending  needs  through  the 
axones  of  communications. 


From  the  Delegate’s  Report,  Transactions  of  the  House  of  Dele- 
gates, A.M.A.,  13th  Clinical  Meeting: 

“Lest  there  by  any  misintei-pretation,  we  state  unequivocally 
that  the  American  Medical  Association  fii-mly  subscribes  to  free- 
dom of  choice  of  Physician  and  free  competition  among  physicians 
as  being  prerequisites  to  optimal  medical  care.  The  benefits  of 
aay  system  which  provides  medical  care  must  be  judged  on  the 
degree  to  which  it  allows  of,  or  abridges,  such  freedom  of  choice 
and  such  competition.” 
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ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
]\Iay  7,  Kearney,  Good  Samaritan  Hos- 
pital 

May  21,  Alliance,  Central  School  Build- 
ing 

June  4,  Wayne,  Student  Union 
June  18,  Grand  Island,  St.  Francis  Hos- 
pital 

ANNUAL  iMEETING  OF  THE  AMERI- 
CAN MEDICAL  ASSOCIATION  — June 
13-17,  1960,  Miami  Beach,  Florida. 

THE  THIRD  INTERNATIONAL  CON- 
GRESS OF  PHYSICAL  MEDICINE  — 
August  21-26,  1960,  inclusive;  Mayflower 
Hotel,  Washington,  D.C. 

MEDICAL  SOCIETY  EXECUTIVES  IN- 
STITUTE—August  31 ; and  A.M.A.-PUB- 
LIC  RELATIONS  INSTITUTE,  Septem- 
ber 1 and  2;  Drake  Hotel,  Chicago,  Illi- 
nois. 

THE  EIGHTH  CONGRESS  OF  THE  PAN- 
PACIFIC SURGICAL  ASSOCIATION— 
September  27  through  October  5,  1960; 
Honolulu,  Hawaii.  Dr.  F.  J.  Pinkerton, 
Director  General,  Suite  230,  Alexander 
Young  Building,  Honolulu  13. 

AMERICAN  COLLEGE  OF  SURGEONS 
46TH  ANNUAL  CLINICAL  CONGRESS 
— October  10-14,  1960,  in  San  Francisco, 
California.  For  infoimiation  write:  Dr. 
William  E.  Adams,  Secretary,  American 
College  of  Surgeons,  40  East  Erie  Street, 
Chicago  11,  Illinois. 

OMAHA  MID -WEST  CLINICAL  SO- 
CIETY, 1960  SESSIONS  — October  31 
through  November  3,  1960. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS of  the  United  States,  67th  An- 
nual Convention — October  31,  November 
1 and  2,  1960 ; IMartlower  Hotel,  Washing- 
ton, D.C.  Theme,  “The  ^Military  Role  in 
Medical  Progress.” 

Medicare  in  Operation 

This  article  is  a review  of  the  bulletin 
on  the  restoration  of  certain  care  to  the 
^Medicare  Program,  which  was  mailed  to  all 
practicing  physicians  in  Nebraska  on  Janu- 
ary 1,  1960.  Because  of  the  rush  and  ur- 
gency of  issuance,  some  inconsistencies  re- 
sulted and  clarification  is  required. 


On  page  4,  paragi-aph  7 (a)  No.  3,  please 
note  the  typographical  error.  This  para- 
graph should  read:  “Congenital  defects  of 
skeletal  and/or  central  nervous  system 
which  are  readily  indentifiable  as  repre- 
senting chronic,  long-term  conditions  and 
characteristically  respond  poorly  to  surgical 
intervention.” 

Section  ^’I,  on  pages  6,  7,  and  8,  explain- 
ing Acute  Emotional  Disorder  coverage 
should  be  clarified.  A limitation  of  21  days 
(in-hospital)  care  is  to  be  applied  to  all  t3*pes 
of  Acute  Emotional  (nervous  and  mental) 
cases.  Pa>Tnent  is  authorized  only  for  the 
management  of  the  Acute  phase  of  the  con- 
dition. The  only  case  where  an  extension 
of  the  21-day  limitation  may  be  requested 
from  Washington  is,  in  those  cases  where 
the  service  member  was  unable  to  join  his 
dependent  in  sufficient  time  to  make  ar- 
rangements for  care  at  other  than  IMedicare 
expense. 

Section  IX,  on  page  10,  referring  to  the 
requirement  of  a IMedicare  Permit,  should 
be  understood  to  mean  that  a IMedicare  Per- 
mit is  required  on  all  cases  submitted  for 
pajTnent  by  the  attending  physician,  unless 
the  case  is  a bona  fide  acute  emergency  and 
substantiated  as  such.  The  Assistant  Sur- 
geon, Radiologist,  Pathologist,  Consultant, 
Physiatrist,  Anesthetist,  Anesthesiologist, 
Physical  Therapist,  and  Dentist  (when  not 
in  capacity  of  attending  physician)  will  not 
be  required  to  submit  a Medicare  Permit 
with  their  claims,  (providing  there  is  a 
statement  that  a Permit  was  furnished  by 
the  attending  physician  and  he  is  identified 
by  name).  In  cases  where  other  than  the 
attending  physician  submits  a report,  these 
reports  cannot  be  processed  until  the  at- 
tending physician  submits  his  report. 

THE  1960  ANNUAL  CONFERENCE  OF 
PLANS  — BLUE  CROSS-BLUE  SHIELD 

T^venty-three  Nebraskans,  16  of  them 
physicians,  attended  The  1960- Annual  Con- 
ference of  Plans  — Blue  Cross-Blue  Shield 
— at  the  Statler  Hilton  Hotel,  Los  Angeles, 
California,  April  3-7,  1960.  The  progi’am 
consisted  of  business-sessions  and  progi*am- 
sessions.  These  were  held  separately  by 
each.  Blue  Cross  and  Blue  Shield,  excepting 
a joint  program- session  on  April  3rd  and 
another  the  afternoon  of  April  4th. 

The  program-sessions  went  more  or  less 
deeply  into  many  subjects  both  directly  and 
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indirectly  bearing  upon  voluntary  health  in- 
surance. Those  bearing  indirectly  upon 
Blue  Cross  and  Blue  Shield  may  be  exempli- 
fied by  the  titles  “A  Common  Endeavor”  by 
Ardell  T.  Everett,  of  Newark,  Vice  Presi- 
dent of  The  Prudential  Insurance  Company 
of  America,  and  “Blue  Cross  and  Blue  Shield 
as  Methods  of  Financing  Health  Care”  by 
Mr.  Jerome  Pollack,  Detroit,  Program  Con- 
sultant, United  Automobile  Workers  of 
America.  Those  dealing  directly  with  Blue 
Shield  delved  into  nearly  every  aspect  of 
our  service  plans,  especially  their  relation- 
ship to  the  private  practice  of  medicine,  so- 
cialization, the  status  of  private  medicine 
versus  socialized  medicine  in  Canada,  the 
legal  aspects  of  Blue  Shield,  the  economics 
of  medical  care,  and  the  care  of  the  65-and- 
over  citizens.  Special  note  should  be  made 
of  the  mechanics  of  implementing  Blue 
Cross  and  Blue  Shield  to  handle  Civil  Seiw- 
ice  contracts  under  the  new  law.  The  Fed- 
eral Employees  Health  Benefits  Act  of  1959. 

The  joint  session  on  April  4th  dealth  with 
the  prodigious  job  that  has  been  done  in 
preparation  for  enrolling  and  servicing  Civil 
Service  employees  under  this  new  Health 
Benefits  Act.  Whereas  the  Blue  Shield 
Plans  are  separate  and  autonomous,  have 
varying  premium  rates  and  benefits,  are 
both  service  and  indemnity  in  type,  and 
have  other  differences,  the  Act  demands 
two  benefit  levels  and  two  price  levels,  and 
that  the  administration  must  be  through  a 
single  channel,  i.e.,  there  can  not  be  multiple 
dealings  between  the  employer  (the  Govern- 
ment) and  the  individual  Plans. 

Enrollment  of  Civil  Service  personnel  in 
the  Plan  chosen  by  each  individual  will  take 
place  during  June  and  contracts  will  be- 
come effective  during  July,  of  this  year. 
While  all  of  the  1,800,000  Federal  employ- 
ees and  their  2,200,000  dependents  will  not 
choose  Blue  Cross  and  Blue  Shield,  it  is  con- 
fidently expected  that  our  Plans  will  enroll 
their  fair  share  of  them.  The  volume  of  the 
first  year’s  premiums  is  expected  to  be 
about  $250,000,000,  payment  of  which  will  be 
shared  by  Government  and  individual  on 
approximately  a 40/60  basis.  It  is  not  the 
number  of  new  subscribers  nor  the  size  of 
the  premiums  that  intrigue  one  at  the  mo- 
ment, but  the  number  of  hours,  days,  weeks, 
and  months  spent  by  the  Plans’  committee 
that  undertook  and  accomplished  the  neces- 
sary negotiations  leading  to  our  readiness 
to  enroll  and  service  the  large  number  of 


people  in  such  a short  time.  It  was  a job 
that  required  wisdom,  patience,  and  stamina, 
and  the  task  has  been  accomplished.  ‘Nuff 
said ! 

The  following  abstracts  present  the  perti- 
nent ideas  expressed  in  several  of  the  pa- 
pers and  lectures  given  before  the  program- 
sessions  of  Blue  Cross.  Much  of  this  in- 
formation is  applicable,  also,  to  Blue  Shield. 

A Common  Endeavor 

To  this  listener  even  the  title  of  this 
gentleman’s  address  implied  an  awareness 
of  the  commercial  insurance  companies  to 
try  to  work  in  harmony  with  the  Blue  Plans 
rather  than  to  fight  them.  Mr.  Ardell  T. 
Everett  is  Second  Vice  President  of  The 
Prudential  Insurance  Company  of  America. 
One  point  in  his  speech  I thought  was 
worthy  of  note: 

A certain  city  official  made  the  remark 
that  he  thought  all  people  with  hospital  in- 
surance, Blue  Cross  or  commercial  should 
help  pay  for  indigent.  The  speaker  noted 
above  was  quick  to  voice  his  objection  to 
this  plan.  “Why,  he  asked,  should  those 
citizens  with  enough  foresight  and  good 
judgment  to  have  some  type  of  health  insur- 
ance, but  unfortunate  enough  to  have  to 
use  it,  have  to  be  expected  to  bear  the  bur- 
den of  the  indigent?”  He  expressed  the 
opinion  that  all  taxpayers  should  bear  this 
responsibility,  not  just  those  hospitalized 
and  having  some  type  of  Health  Care  In- 
surance. 

A Study  of  Blue  Cross  in  New  York  State 

Ray  Ti-ussell,  M.D.,  New  York  City 

This  study  was  the  outcome  of  some  ad- 
verse criticism  of  the  Blue  Plans  in  New 
York.  In  spite  of  this,  nine  million  people 
in  New  York  are  covered  by  Blue  Cross,  and 
some  of  these  plans  are  even  now  increasing 
their  benefits  to  include  new-born  infants 
and  the  mentally  ill. 

In  the  study  232  hospitals  were  surveyed, 
and  although  hospital  charges  in  general 
were  up,  so  too  were  living  costs  in  all  other 
areas.  The  speaker  noted  that  the  tendency 
to  unionization  in  New  York  will  force  hos- 
pital care  costs  to  go  terrifically  high  this 
year. 

Other  findings  of  interest: 

1.  Day  of  the  week  of  admission  had 
some  bearing  on  how  long  the  patients 
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stayed  in.  Thus,  patients  coming  into  the 
hospital  on  Friday  usually  stayed  longer  due 
to  departments  closing  down  over  the  week 
end. 

2.  Not  much  difference  in  ancillary 
charges  whether  the  coverage  was  by  Blue 
Cross  or  a commercial  company. 

3.  The  Blue  Plans  have  held  the  line  on 
rate  increases  better  than  any  others. 

In  a question  and  answer  period,  Dr. 
Trussell  pointed  out  that  the  question  of 
hospitals  being  used  that  were  not  accredit- 
ed was  discussed.  Later  on  a study  is  to 
be  carried  out  as  to  certain  doctors  being 
reimbursed  for  procedures  that  they  may 
not  be  qualified  to  do.  Who  will  be  the 
judge  as  to  this  last  point  will  be  a ticklish 
question.  It  would  seem  the  hospital  medi- 
cal staff  will  be  left  with  this  “hot  potato.” 
The  outcome  of  the  study  will  be  observed 
with  interest  I’m  sure. 

Dr.  Trussell  noted  that  when  doctors 
wanted  medical  care  or  service  for  them- 
selves or  family  they: 

1.  Went  to  accredited  hospitals. 

2.  Went  to  bigger  medical  centers. 

3.  Did  not  have  other  General  Practi- 
tioners serve  them. 

4.  Tended  to  go  to  medical  centers  and 
have  salaried  doctors  do  twenty-five 
per  cent  of  the  surgery. 

The  Third  Annual  Justin  Ford 
Kimball  Award  Address 

Russell  A.  Nelson,  M.D.,  Baltimore 

The  Blue  Plans  have  had  much  to  do  with 
medical  progress.  Because  of  their  desire 
to  insure  the  less  desirable  risks,  these 
plans  have  caused  an  increase  in  the  utiliza- 
tion of  hospitals.  At  the  same  time  they 
have  been  responsible  for  the  decrease  in 
the  number  of  indigent  cases.  This  has 
been  a deterrent  to  good  medical  training, 
since  there  are  now  less  charity  cases  to  be 
utilized  for  study  by  interns  and  residents. 

Further,  Blue  Cross  has  been  responsible 
for  the  increased  use  of  the  laboratory. 
X-ray,  and  specialty  services.  In  1957 
there  were  about  155,000  practicing  physi- 
cians, and  of  this  number  81,000  in  general 
practice,  and  74,000  in  full  time  specialty 
practice. 

One  point  made  by  the  doctor  was  that 


medical  schools  need  more  and  more  help. 
He  remarked  that  the  government  did  help, 
but  as  quickly  added  that  it  was  not  the  kind 
of  help  we  desire.  He  then  spoke  of  some 
plan  that  would  have  Blue  Cross  help  to 
defray  some  of  these  deficits. 

In  closing  he  questioned,  that  if  Blue 
Cross  had  caused  the  increase  in  the  use  of 
X-ray,  laboratory,  and  specialty  services ; 
why  not  some  help  from  Blue  Cross  for  re- 
search. The  big  question  was  how.  He 
urged  the  two  Blue  Plans  to  do  some  analyz- 
ing in  their  own  house. 

Public  Relations  “No  Magic  Lamp” 

Lawrence  T.  Cooper,  Los  Angeles 

Public  relations  begin  at  the  “grass-root 
level”  according  to  this  speaker.  From  the 
Hospital  Administrator  down  to  the  house- 
keeping personnel,  all  have  a part  to  share 
in  selling  hospital  care. 

He  spoke  of  a certain  insurance  company 
that  through  the  years  has  urged  all  of  us 
to  guard  and  look  after  our  health  — a 
subtle  type  of  advertising  if  you  please.  He 
feels  that  Blue  Cross  should  not  only  pay 
its  way  and  say  so,  but  it  should  uphold  the 
activity  of  the  hospitals  and  the  doctors. 

He  urged  a program  of  self-scrutiny  to 
see  what  our  public  thinks  of  us;  educators, 
politicians,  college  students,  and  by  all 
means  the  family  group.  He  noted  that 
some  of  the  facts  found  might  be  disappoint- 
ing, but  serve  as  foundation  to  build  on  for 
the  future. 

He  spoke  of  the  community  law,  and  in 
this' vein,  an  enterprise,  and  how  it  must 
work  for  the  good  of  the  community  at  all 
times.  He  felt  that  Blue  Cross  tended  to 
fill  one  of  these  niches,  and  urged  the  Blue 
Plans  to  assume  a “selling  stance,”  to  not 
sit  back  and  be  satisfied,  but  to  go  out  and 
be  aggressive  and  sell. 

Public  Relations  amounts  to  our  daily  life 
and  actions.  Don’t  be  sure  of  being  the 
king  pin  tomorrow.  Try  to  capture  each 
day  as  it  comes. 

Fight  for  the  Health-Care  Dollar 

Charles  E.  Silbennan,  New  York 

Mr.  Silberman  had  several  points  of  in- 
terest to  discuss  in  regard  to  Health  Care. 
One  of  these  was  that  by  1970  there  will 
be  an  increase  of  approximately  fifty  per 


278 


Nebraska  S.  M.  J. 


cent  of  potential  users  and  buyers  of  medi- 
cine. Also,  even  at  this  time,  there  has 
been  a rather  marked  increase  in  the  num- 
ber of  families  that  have  an  income  of  at 
least  $7,500. 

In  the  consumer  market  by  1970  there 
will  be  a great  deal  of  the  matter  of  choice, 
and  not  just  necessity.  In  other  words  the 
American  public  is  becoming  now,  and  by 
1970  will  be  very  selective  in  what  they 
buy  — this  includes  hospital  care  — and 
they  expect  it  to  be  good. 

In  the  past,  proponents  of  good  medicine 
have  been  prone  to  compare  the  money  spent 
for  medicine,  with  that  money  spent  for 
recreation.  To  some  this  may  come  as  a 
surprise,  but  money  spent  in  the  so-called 
“fun  market”  has  actually  decreased  in  the 
last  few  years. 

Mr.  Silberman  expressed  the  opinion  that 
America  is  in  the  midst  of  a cultural  ex- 
plosion, with  the  worker,  and  the  middle- 
class  approaching  each  other  in  every  me- 
dium. 

One  final  point  that  made  us  feel  good, 
was  that,  although  there  has  been  a great 
rise  in  hospital  costs,  there  has  been  a 
greater  increase  in  the  standard  of  hos- 
pital care,  and  as  he  stressed,  these  facts 
are  not  always  made  clear  when  one  is 
discussing  hospital  expenses. 


Miami  Beach  Offers  Ideal  Climate, 
Diverse  Activities  for  A.M.A. 
Meeting 

Miami  Beach,  a lush  chain  of  islets  set  in 
the  sparkling  Atlantic,  promises  ideal 
weather  and  vast  entertainment  facilities  for 
the  109th  annual  meeting  of  the  American 
Medical  Association,  June  13-17. 

The  meeting  is  A.M.A.’s  first  in  Miami 
Beach  since  the  winter  of  1954. 

The  fabled  resort  area  offers  the  ultimate 
in  sun  and  fun  — temperatures  averaging 
from  75  to  85  in  June  and  a variety  of  ac- 
tivities to  fit  every  taste. 

Miami  Beach  escapes  the  extremes  of  heat 
and  cold  by  virtue  of  the  warm  waters  of 
the  Gulf  Stream  and  its  peninsular  loca- 
tion. In  summer,  the  sun  is  tempered  by 
fleecy  clouds  and  occasional  rain. 

The  beauty  of  the  city  is  enhanced  by 


the  trees,  shrubs  and  flowers  that  bloom  in 
abundance  in  private  gardens  and  public 
parks. 

An  estimated  125,000  visitors  can  be  ac- 
commodated in  Miami  Beach  at  any  given 
time.  Including  metropolitan  Miami,  there 
are  a total  of  917  hotels  and  motels  with 
55,600  rooms. 

The  waters  of  the  Atlantic  and  Biscayne 
Bay  offer  ample  opportunity  for  swimming, 
skiing,  skin  diving  and  fishing. 

There  are  miles  of  beaches  dotted  with 
palms,  water  ski  schools  and  coral  reefs  for 
skin  divers  to  explore.  Sail  boats  and  mo- 
tor boats  may  be  rented. 

Fishing  boats  also  are  available  for  char- 
ter. One  of  the  most  popular  sports  is 
Gulf  Stream  trolling  for  sailfish,  marlin  and 
other  salt-water  heavyweights.  Freshwater 
fishermen  will  find  game  fish  in  bay  and 
inlet  waters,  such  as  tarpon  from  10  to  150 
pounds  or  more. 

Sightseers  can  enjoy  a breathtaking  view 
of  scenic  residential  islands  and  waterfront 
estates  from  the  deck  of  modern  cruisers 
that  ply  the  bay.  A glass  bottom  sightsee- 
ing boat,  “The  Meraiaid,”  also  operates 
from  the  City  Yacht  Basin. 

For  golfers,  there  are  two  championship 
courses  in  Miami  Beach,  12  others  in  the 
city  of  Miami. 

Shopping  is  a pleasant  pastime  along 
palm-lined  Lincoln  Road  stretching  from 
the  bay  to  the  ocean.  Many  of  the  shops  are 
branches  of  world-famous  houses. 

For  nighttime  diversion,  Miami  Beach 
features  some  of  the  nation’s  top  stars  and 
revues  at  smart  supper  clubs  along  with 
many  fine  restaurants.  Summer  menus 
usually  include  fish  served  fresh  from  the 
water. 

Among  the  interesting  places  to  go  in  the 
Miami  area  is  Vizcaya,  a magnificent  16th 
century  Italian  palazzo  which  houses  the 
Dade  County  Art  Museum. 

The  69-room  mansion  contains  a price- 
less collection  of  European  and  Asiatic  art 
from  the  first  to  the  19th  century.  It  is 
surounded  by  10  acres  of  formal  gardens. 

A strictly  20th  century  show  is  Miami’s 
“Buildorama”  where  quality  products  of  the 
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Miami  Beach,  the  fabulous  Florida  resoi't  center  pictured  above, 
becomes  the  site  of  the  109th  Annual  Meeting  of  the  American 
Medical  Association  on  June  13-17.  The  scientific  meeting  will  take 
place  in  the  beautiful  Fontainebleau  Hotel  and  in  the  completely 
air-conditioned  Miami  Beach  Auditorium,  located  a short  distance 
from  ocean  front  hotels. 
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nation’s  leading  builders  and  manufacturers 
of  home  accessories  are  displayed. 

Famous  scenes  from  history  come  to  life 
in  Miami’s  Wax  Museum.  The  half-million- 
dollar  structure  contains  42  dioramas,  such 
as  the  Yalta  Conference  with  lifesize  wax 
figures  of  Roosevelt,  Churchill  and  Stalin. 

A living  vestige  of  the  past  can  be  seen 
at  numerous  Indian  villages  in  and  near 
Miami.  Brightly  clad  Seminole  Indians  in- 
habit villages  of  thatched  - roof  huts  and 
still  follow  the  centuries-old  customs  of  their 
ancestors. 

Other  attractions  are  the  Fairchild  Trop- 
ical Gardens;  the  Seaquarium  where  por- 
poises leap  for  their  dinner;  the  Serpen- 
tarium;  Rare  Bird  Farm;  Monkey  Jungle; 
Crandon  Park  Zoo,  and  Parrot  Paradise. 

Just  a short  ride  from  the  outskirts  of 
Miami  is  famed  Everglades  National  Park, 
presenting  an  exotic  panorama  of  plant  and 
wildlife  unlike  any  other  area  in  the  United 
States. 

Nearby  islands  within  easy  reach  of  Mi- 
ami include  Cuba,  Haiti,  Jamaica,  Nassau, 
Puerto  Rico  and  others  in  the  West  Indies. 
Most  are  a short  air  trip  or  an  overnight 
boat  trip  from  the  mainland.  It’s  possible  to 
go  to  Cuba  by  car.  From  Key  West,  an  auto 
ferry  makes  the  trip  in  seven  hours. 

DUTIES  AND  RESPONSIBILITIES 
OF  A TRUSTEE 

Mr.  James  E.  Ludlam,  a lawyer  and  a 
Trustee,  California  Hospital,  speaking  at  the 
1960- Annual  Conference  of  Plans,  in  Los 
Angeles,  on  April  4th,  1960,  under  the  title, 
“Elements  of  Non-Profit  Trusteeship,’’  had 
the  following  to  say  about  the  responsibili- 
ties of  the  Trustee: 

“In  the  eyes  of  the  law  a member  of  a 
Blue  Cross  (or  Blue  Shield)  Board  is  not 
just  another  committee  member  — he  is  a 
trustee  charged  with  the  fiduciary’s  respon- 
sibility for  the  administration  of  his 
trust  . . .’’  And  again,  “A  Blue  Cross  (or 
Blue  Shield)  director  must  act  at  all  times 
for  the  best  interests  of  the  . . . Plan  which 
he  governs.  As  a doctor,  hospital  admin- 
istrator, or  businessman  he  will  bring  spe- 
cial knowledge  and  experience  to  the  board 
table  which  he  is  expected  to  share  with 
the  other  directors,  but  when  the  chips  are 
down  and  a decision  is  made  he  must  act  for 


the  best  interests  of  the  . . . subscribers  — 
his  trust  beneficiaries  — not  for  the  best 
interests  of  the  County  Medical  Society,  his 
local  hospital,  or  his  business.” 

The  Sixties  — Decade  of  Decision — 

(Reprinted  from  The  PR  Doctor,  February,  1960) 

There’s  a revolution  going  on  in  your  own 
backyard  — a revolution  that  within  ten 
years  could  alter  your  whole  life,  determine 
how  you  practice  medicine  and  dictate  the 
way  you  care  for  your  patients. 

The  crisis  will  come  in  the  ’60’s,  perhaps 
within  a matter  of  months.  The  decision  to 
be  made  is  this:  who  will  take  the  leader- 
ship in  solving  medical  and  health  prob- 
lems? 

This  is  no  case  of  the  “good  guys”  vs.  the 
“bad  guys.”  It  is  a case  of  Americans  look- 
ing for  the  best  way  to  provide  medical  care 
for  everyone.  The  goals  on  each  “side”  are 
the  same  — the  mechanisms  for  achieving 
them  differ. 

The  whole  revolution  stems  f"om  a grow- 
ing feeling  that  suitable  medical  care  is  not 
only  important,  it  is  the  right  to  which 
everyone,  regardless  of  his  financial  status, 
is  entitled. 

No  doctor  of  medicine  would  quibble  with 
the  objective.  Traditionally  individual  MDs 
and  medical  organizations  have  labored  to 
care  for  the  indigent  as  well  as  the  paying 
patient. 

The  doctor,  however,  disagrees  that  a 
“right”  implies  a government  handout  in  all 
cases.  He  would  question  the  growing  hue 
and  cry  that  problems  related  to  medical 
care  are  so  acute  that  the  government  must 
step  in  to  solve  them.  In  the  first  place, 
he  would  like  some  evidence  to  show  that 
these  problems  really  exist  since  he  hasn’t 
been  able  to  document  them  in  his  own  ex- 
perience. In  the  second  place,  he  knows  the 
government  is  less  qualified  than  the  medi- 
cal profession  to  tackle  the  job.  Above  all. 
he  bitterly  resents  the  fact  that  politicians 
use  medical  care  as  a stepping  stone  to  po- 
litical success. 

Yet  people  are  increasingly  willing  to  let 
the  government  assume  the  responsibility 
for  health  affairs.  For  though  they  bear  no 
grudge  against  medical  organizations,  a lot 
of  Americans  feel  physicians  are  losing  this 
leadership  by  default. 
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This  is  mighty  strong  talk  but  this  is  a 
mighty  serious  issue. 

Well,  what  happened  to  medicine?  One 
cogent  answer  turns  up  time  after  time  in 
a recent  survey  conducted  for  A.]\I.A.  by  an 
independent  firm.  Doctors  — individually 
and  collectively  are  guilty  of  a communica- 
tions failure. 

The  survey  points  up  communications 
failure  in  these  vital  areas; 

— Failure  to  communicate  to  patients 
understandingly  and  understandably 
about  their  illnesses. 

— Failure  to  ccommunicate  effectively  re- 
garding fees  and  medical  costs  as  they 
relate  to  other  prices  today. 

— Failure  to  communicate  effectively  on 
a personal  level  with  patients.  This 
leads  to  complaints  that  the  doctors  are 
cold,  indifferent  to  people’s  personal 
problems  both  medical  and  financial; 
that  they  don’t  care  about  people’s  feel- 
ings, that  they  make  people  wait  too 
long. 

— Failure  to  communicate  the  story  on  the 
long-established  programs  medicine  has 
launched,  i.e.  to  train  more  doctors,  to 
get  these  doctors  into  communities  need- 
ing them,  to  police  its  own  ranks. 

— Failure  to  communicate  its  real  public 
interest  in  the  case  of  the  indigent,  the 
aged,  the  economically  stricken. 

Medicine’s  planned  efforts  to  get  out  of 
the  scientific  cocoon  and  into  the  community 
to  tell  its  story  are  recent,  dating  back  less 
than  a decade  in  some  cases.  i\Iuch  progress 
has  been  made,  but  will  it  be  enough  to  stem 
the  tide  of  support  for  government  medi- 
cine ? 

Part  of  the  communications  failure  may 
be  traced  to  doctors’  commendable  reticence 
to  promote  themselves  and  their  organized 
projects.  ]\Iany  a doctor  will  say,  “If  you 
do  a good  job,  people  will  ultimately  find 
out  about  it.’’  But  “ultimately”  may  be  too 
late.  Politicians  are  wasting  no  time  pro- 
moting unsound  and  undesirable  schemes  to 
“governmentalize”  medicine.  They  know 
that  salesmanship  of  a product  — or  a point 
of  view  — is  essential  today. 

Though  physicians  and  medical  societies 
may  not  be  well  versed  in  the  techniques  of 
communicating  in  the  way  that  a salesman 


or  politician  does,  they  have  the  winning 
card.  The  modern  medical  care  system  in 
America,  under  constant  scrutiny  and  un- 
dergoing continual  improvement  by  physi- 
cians and  allied  medical  people,  is  the  best 
in  the  world. 

Unpleasant  as  the  realities  of  the  need  for 
“salesmanship”  may  be  to  the  scientifically 
oriented  physician,  it  is  essential  that  he 
stand  up  for  the  system  he  knows  works 
best  — and  at  the  same  time,  work  to  assure 
that  it  continues  to  be  the  best.  He  can 
promote  his  point  of  view  in  the  name  of 
organized  medicine,  not  selfishly,  but  on  be- 
half of  the  public  interest. 

Today  the  medical  profession  must  adapt 
its  techniques  to  the  times.  You  don’t  use 
a musket  in  the  face  of  a machine  gun  bar- 
rage. MDs,  medical  societies  and  allied 
groups  must  emphasize  through  every  avail- 
able means  to  the  public  that  working  to  im- 
prove today’s  medical  system  will  provide 
better  medical  care  in  the  long  run  than 
substituting  a government  system. 

The  times  are  today. 

The  technique  is  positive  action  coupled 
with  better  communications. 

Medicine  in  the  News 

From  the  Neligh  News — 

'Twenty  - five  Northeast  Nebraska  fliers 
and  their  wives  met  in  Norfolk  in  March  to 
make  plans  to  form  an  organization. 

Dr.  and  IMrs.  Dwaine  Peetz  of  Neligh  were 
introduced  and  they  told  of  their  vacation 
trip  to  IMexico  and  Central  America  in  which 
Dr.  Peetz  piloted  his  own  plane.  He  is  an 
active  member  of  the  Nebraska  Chapter  of 
Flying  Physicians. 

From  the  Springfield  3Ionitor — 

Dr.  Gordon  Francis  of  Bellevue  has 
opened  temporary  offices  in  Gretna.  He 
presently  has  office  hours  from  9 to  12  on 
Monday,  Wednesday,  and  Friday. 

From  the  Lincoln  Journal — 

A total  of  $24,240  was  loaned  during  1959 
by  the  Nebraska  Medical  Foundation,  Inc., 
to  23  junior  or  senior  medical  students  at- 
tending the  University  of  Nebraska  and 
Creighton  University  medical  schools. 

A longtime  loan  of  $5,000  by  the  Nebras- 
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ka  State  Medical  Association  to  the  Foun- 
dation made  it  possible  to  gi*ant  all  medical 
students’  requests  for  aid  during  1959,  ac- 
cording to  Foundation  president,  Dr.  Har- 
old Morgan  of  Lincoln. 

Also  adding  to  the  fund  total  was  a $500 
gift  from  the  Southwest  Nebraska  Medical 
Society,  made  up  of  physicians  in  Red  Wil- 
low, Hayes,  Dundy,  Chase,  Hitchcock,  Fron- 
tier and  Furnas  Counties. 

Utlimate  aim  of  the  Foundation  is  to 
reach  a $50,000  revolving  and  self-perpetu- 
ating basis. 

From  the  Omaha  World-Herald — 

A story  about  the  development  of  the  Uni- 
versity of  Nebraska  College  of  Medicine  ap- 
pears in  the  March  issue  of  “The  New 
Physician,”  journal  of  the  Student  American 
Medical  Association.  The  author  is  Marcia 
J.  Mickelsen,  public  relations  asistant  at  the 
college  of  medicine. 

From  the  Norfolk  News — 

The  United  States  in  the  next  18  years 
will  need  51,000  more  physicians.  Dr.  Jerry 
Tamisiea  of  Omaha  told  Norfolk  Junior  Col- 
lege students  at  a recent  orientation  session. 

Dr.  Tamisiea  discused  the  fields  of  medi- 
cine and  paramedics.  He  also  talked  about 
pharmacy  and  fields  related  to  it  such  as 
retail  medicine  and  hospital  pharmacy. 
There  is  a need  for  5,000  more  persons  in 
physiotherapy,  he  said,  adding  there  is  also 
a need  for  more  medical  librarians. 

Dr.  Tamisiea  told  his  audience  of  the  need 
for  medical  technologists  in  hospital  labora- 
tories, doctors’  offices  and  as  assistants  in 
research. 

From  the  Lincoln  Journal — 

Adequate  hospital  facilities  are  available 
to  take  care  of  the  needs  of  Lincoln  Air 
Force  Base,  according  to  an  editorial  in  the 
March  issue  of  the  Nebraska  State  Medical 
Journal. 

The  publication,  which  has  opposed  an 
L.A.F.B.  hospital  since  1955,  said  the  Lin- 
coln Veterans  Hospital  has  a bed  capacity 
of  280  but  an  average  daily  patient  load  of 
213,  leaving  67  unoccupied  beds.  “Further- 
more,” the  editorial  continued,  “.  . . it  is 
hoped  to  spend  . . . more  than  $3  million  on 
this  hospital  within  the  next  two  years.” 

The  editorial  said  Nebraska  Representa- 


tive Phil  Weaver  . . . “glibly  speaks”  of  a 
hospital  adequate  for  approximately  17,000 
service  personnel.  “It  is  safe  to  say,”  the 
editorial  declared,  “that  there  never  have 
been  more  than  8,500,  including  civilian  em- 
ployees and  military  dependents,  with  ac- 
tual military  strength  probably  not  exceed- 
ing 5,500.” 

Dr.  George  Covey,  Editor  of  the  Journal, 
wrote  the  article. 

From  the  Omaha  World-Herald — 

A “significant  reduction”  in  the  number 
of  patients  in  state  mental  institutions  can 
be  achieved  through  active  programs,  a Ne- 
braska physician  has  told  Congress. 

Dr.  Cecil  L.  Wittson,  chairman  of  the  De- 
partment of  Neurology  and  Psychiatry  at 
the  University  of  Nebraska  College  of  Med- 
icine, cited  his  own  state  as  an  example. 

He  urged  Congress  to  provide  funds  this 
year  for  six  regional  clinical  research  cen- 
ters, primarily  for  psychiatric  research. 

Doctors  in  the  News 

You  may  have  seen  the  following  which 
is  clipped  from  AM. A.  News  for  April  4, 
1960.  If  you  have  not,  it  will  do  your  heart 
good  to  read  it,  and  we  are  happy  to  repro- 
duce it  for  you. 

Never  Too  Old  to  Write — 

Dr.  Homer  Davis,  92-year-old  Genoa,  Ne- 
braska physician,  is  doing  his  part  to  help 
defeat  the  Forand  bill.  A past  president 
of  the  Nebraska  State  Medical  Asociation, 
Dr.  Davis  sent  this  letter  to  his  congress- 
men : 

7 am  a Democrat,  hut  not  one  of  these 
darn  spenders.  We  have  got  to  keep 
within  our  budget  or  go  busted.  If  ive 
go  broke  it  might  not  affect  you  and 
me  so  much  hut  what  about  our  chil- 
dren, our  grandchildren  aifid  most  of  all, 
our  country.  I am  ashamed  of  some  of 
our  Democrat  eggheads  who  want  to 
spend  everything , go  in  debt  and  break 
all  of  us.  We  have  to  pay  our  necessary 
expenses.  We  in  Nebraska  have  learned 
to  go  tvithout  things  that  ive  may  ivant 
but  cannot  afford. 

/ say  to  you,  do  your  best  to  keep  our 
country  safe  and  raise  hell  tvith  any 
congr'cssman  who  wants  to  spend  and 
spend. 
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/ believe  the  Forand  bill  is  one  of 
these  extra  expense  bills  that  is  su7-ely 
not  needed.  It  is  socialized  medicine. 
That  is  bad. 

Meet  Two  of  Our  New  Members 

Louis  J.  Wilkie,  M.D.,  born  September  26,  1927 
in  Glen  Lyon,  Pennsylvania,  received  his  education 
at  the  Meyers  High  School,  Wilkes-Barre,  Penn- 
sylvania, the  Penn 
State  University,  and 
the  State  College  of 
Pennsylvania.  Doctor 
Wilkie  graduated  June 
12,  1953  recemng  his 
Doctor  of  Medicine 
from  the  Jefferson 
Medical  College. 

His  internship  \v  a s 
served  at  the  Wilkes- 
Bari'e  General  Hospital 
after  which  he  took  a 
residency  in  Radiology 
at  the  Jefferson  Med- 
ical College  and  Hos- 
p i t a 1,  University  of 
Pennsylvania  Hospital  and  V.A.  Hospital  for  a 
period  of  three  yeai*s.  For  a period  of  a year  fol- 
lowing his  residency.  Doctor  Wilkie  was  Associate 
Radiologist  at  the  Wilkes-BaiTe  General  Hospital, 
after  which  he  located  in  Omaha,  Nebraska. 

Doctor  Wilkie  is  a member  of  the  American  Col- 
lege of  Radiology,  Nebraska  State  Radiologic  So- 
ciety, Nebraska  State  Medical  Association,  Omaha- 
Douglas  County  Medical  Society  and  the  American 
Medical  Association.  He  is  certified  with  the 
Ameincan  Board  of  Radiology.  Doctor  Wilkie  also 
seiwed  in  the  American  Army  Medical  Corp,  1944- 
47. 

Doctor  Wilkie  and  his  wife,  Linda,  are  the  par- 
ents of  two  children:  Louis  Charles,  4;  and  Pamela, 
7 months.  As  hobbies.  Doctor  Wilkie  enjoys  bridge, 
bowling,  golf  and  photography. 

Robert  M.  Stryker,  M.D.,  was  born  June  1,  1932, 
in  Omaha,  Nebraska.  He  received  his  elementary 
education  at  the  Dundee  Grade  School,  taking  his 
premedical  w o r k at 
Nebraska  University 
and  Omaha  Univeraity. 

Doctor  Stiyker  gradu- 
ated from  the  Univer- 
sity of  Nebraska  Col- 
lege of  Medicine,  June. 

1958. 

H i s intership  w a s 
ser\"ed  at  the  Metho- 
dist Hospital,  Omaha, 

Nebraska,  after  which 
he  started  practice  at 
8284  Haskall,  Omaha, 

Nebraska. 

Doctor  Stiyker  and 
his  wife,  Marj',  are  the  parents  of  three  children; 
Cynthia  Jane,  8;  David,  3;  and  Deborah  Sue,  1. 

He  is  a member  of  the  American  Academy  of 
General  Practice. 


News  and  Views 

Somebody  Sold  the  Nurses  a “Bill  of  Goods” — 

We  saw  this  (and  more)  in  Nebi'aska 
Nurse  for  March  1960,  page  11 : 

“It  behooves  every  nurse  to  become  fa- 
miliar with  the  resolution  adopted  by  the 
House  of  Delegates  at  the  A.N.A.  Biennial, 
June,  1958,  which  placed  your  association 
on  record  as  favoring  the  principle  of  ex- 
tending old-age,  survivors,  and  disability  in- 
surance to  include  health  insurance.”  The 
article  is  entitled  “How  to  Become  Informed 
on  the  Forand  Bill.” 

Telecast  “March  of  Medicine”  To  Be 
Seen  in  May — 

The  practice  of  medicine  in  widely  scat- 
tered regions  of  the  United  States  will  be 
the  subject  of  a special  hour-long  docu- 
mentary to  be  telecast  over  the  N.B.C.-TV 
network  on  Fridav,  May  27,  at  8:00  p.m. 
(CST). 

The  program,  to  be  telecast  in  color  as 
well  as  black  and  white,  is  another  in  the 
award-wdnning  “March  of  Medicine”  series 
produced  by  Smith,  Kline  & French  Lab- 
oratories in  cooperation  with  the  American 
Medical  Association. 

Entitled  “M.D.  U.S.A.,”  the  special  re- 
port will  depict  the  work  of  five  American 
physicians  in  various  geographical  areas  of 
the  country  as  they  provide  care  for  a wide 
array  of  patients. 

Sequences  were  filmed  in  Alaska,  Arizona, 
Louisiana,  Pennsylvania,  and  Wisconsin. 
“M.D.  U.S.A.”  highlights  the  understanding 
and  skill  of  modern  doctors. 

Danger  in  Some  Malpractice  Policies — 

The  inclusion  of  a provision  limiting  the 
insurance  company’s  liability  in  certain  poli- 
cies for  professional  liability  insurance  has 
caused  concern  to  the  Committee  on  Pro- 
fessional Insurance  of  the  Texas  Medical 
Association. 

The  new  provision  denies  coverage  in  re- 
spect of  a claim  which  is  insured  by  any 
other  existing  policies  except  as  regards  any 
liability  in  excess  of  that  which  might  be 
payable  under  such  other  policies. 

An  attorney  writing  in  the  Texas  State 
Journal  of  Medicine  states  that  the  effect  of 
this  type  of  provision  may  not  be  readily 
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apparent  to  the  physician  whose  professional 
liability  insurance  consists  of  but  a single 
policy.  This  provision  is  of  importance  to 
those  physicians  who  carry  more  than  one 
policy  insuring  them  from  professional  lia- 
bility. 

The  article  states  that  this  new  provision 
known  to  have  been  included  in  policies  is- 
sued by  the  St.  Paul  Fire  & Marine  Insur- 
ance Company,  if  generally  incorporated, 
would  raise  a difficulty  in  the  event  a physi- 
cian was  judged  liable  and  carried  two  poli- 
cies with  this  provision.  In  such  a case  it 
is  conceivable  that  both  insurance  companies 
would  each  disclaim  liability  on  the  grounds 
that  the  other  underwriter  is  responsible 
for  primary  coverage  and  his  own  policy 
provides  only  “excess  coverage.” 

Also  described  is  the  question  of  the  ef- 
fectiveness of  the  physician’s  legal  defense 
if  attorneys  for  his  insurance  carriers  were 
to  fight  among  themselves  as  to  their  re- 
spective liabilities  rather  than  giving  full  at- 
tention and  cooperation  to  the  defense  of 
the  claim  being  made  against  the  physician. 
Also  to  be  considered  is  the  rate  charged  for 
this  type  of  insurance.  If  a physician  car- 
ries two  such  policies,  each  at  the  usual 
rate,  one  of  the  rates  may  be  considered  to 
be  excessive  if  only  “excess  coverage”  is 
afforded  by  one  of  the  policies.  The  prin- 
ciple of  “excess  coverage”  type  of  insurance 
exposes  the  carrier  to  a lesser  degree  of  risk 
or  loss  and  should  be  accompanied  by  pro- 
portionately lower  premium  rates,  but  this 
is  said  not  to  have  been  the  case  where  this 
type  of  provision  has  been  found. 

It  is  recommended  that  physicians  who 
are  carrying  policies  with  more  than  one 
carrier  review  their  policies  to  determine 
if  they  contain  this  or  similar  provisions. 

A State  Health  Council — 

Described  as  an  organization  that  is  work- 
ing for  the  physician,  the  Michigan  Health 
Council  is  a non-profit,  educational,  volun- 
tary association  made  up  of  80  state-level 
associations,  societies,  universities  and  other 
groups  which  have  a major  interest  in 
health. 

Explained  in  the  Journal  of  the  Michigan 
State  Medical  Society,  the  Council  receives 
financial  assistance  through  annual  grants 
from  participating  organizations  and 
groups,  each  of  which  receives  but  one  vote. 
Founded  in  1943,  and  reorganized  in  1947, 


the  Council  is  said  to  have  been  accepted  as 
a vital  course  in  health  matters  in  Michigan. 
Its  primary  objective  is  to  encourage  and 
stimulate  the  establishment  of  health  and 
medical  care  programs  in  local  areas  of 
Michigan  on  a voluntary  basis. 

The  Health  Council  acts  as  a coordinating 
force  to  draw  various  efforts  together  into 
a unified  approach  against  disease,  un- 
healthy conditions,  ignorance  or  uncertain- 
ty. This  coordination  is  said  to  eliminate 
unnecessary  duplication  or  overlapping  of 
health  programs  by  individual  groups  in 
this  state. 

The  Executive  Office  is  staffed  by  four 
people  with  direction  and  guidance  from  a 
21-man  Board  of  Trustees  who  are  elect- 
ed from  the  voting  membership.  These 
Trustees  represent  a variety  of  fields  of 
knowledge.  Thirteen  committees  also  im- 
plement the  work  of  the  Health  Council. 

One  of  its  activities  is  to  operate  a Pro- 
fessional Placement  Service  of  a size  which 
requires  almost  half  of  the  organization’s 
annual  budget.  The  Placement  Service  is 
divided  into  physician,  dentist,  and  veter- 
inary medicine  sections  and  the  physician 
placement  section  is  operated  under  the 
guidance  of  the  Michigan  State  Medical  So- 
ciety Committee  on  Rural  Medical  Service. 
The  placement  of  354  physicians  in  the  past 
seven  years  is  attributed  to  the  Health  Coun- 
cil. 

At  the  suggestion  of  the  State  Medical  So- 
ciety, the  immediate  past  presidents  of  its 
component  county  medical  societies  act  as 
local  advisors  to  the  Physician  Placement 
Service.  These  advisors  evaluate  the  local 
situation  when  there  is  a question  of  need 
in  a particular  community  and  also  advise 
a physician  seeking  a location  regarding  op- 
portunities for  practice  in  the  community. 
The  physician  placement  program  contacts 
each  graduating  senior  of  the  Michigan 
medical  schools  and  offers  the  facilities  of 
the  Service.  Also  contacted  is  every  Michi- 
gan resident  who  attends  a medical  school 
in  other  states;  such  students  are  urged  to 
use  the  Service  and  return  to  the  home  state 
for  practice. 

An  annual  conference  is  scheduled  for  the 
members  of  the  Council  and  others  who  may 
be  interested  in  the  program.  Also  spon- 
sored is  an  annual  two-  or  three-day  meeting 
termed  the  Rural  Health  Conference. 
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Since  1958,  a positive  career  program  has 
been  a major  activity  of  the  Council.  Such 
activities  are  considered  presently  inade- 
quate because  of  lack  of  proper  financing. 
An  appeal  is  being  made  for  Foundation 
support  of  this  activity. 

The  Council  also  has  stimulated  the  devel- 
opment of  community  health  councils  con- 
ducted through  chapters  of  the  organization. 
Eighty-three  such  chapters  are  in  operation 
and  are  considered  a grass  roots  project 
which  provides  an  opportunity  for  the  citi- 
zen to  work  out  his  health  problems  in  a 
democratic  and  voluntary  basis. 

Liability  for  Emergency  Call  Duty — 

The  physician  who  volunteers  for  emer- 
gency call  service  at  his  local  hospital  is 
governed  as  regards  liability  by  the  general 
applicable  rule  of  law  which  assumes  that 
such  a physician  represents  and  warrants 
that  he  has  the  learning  and  skill  of  the 
average  member  of  the  profession  in  the 
community  in  which  he  resides. 

This  liability  is  discussed  by  the  Legal 
Council  of  the  Michigan  State  Medical  So- 
ciety in  its  Journal.  The  discussion  results 
from  a custom  of  the  entire  medical  staff  at 
the  hospital  serving  for  emergency  duty  on 
a rotating  basis.  Each  emergency  case  is 
seen  by  the  physician  on  call  who  may  either 
handle  the  case  or  refer  the  patient  to  an 
appropriate  member  of  the  staff.  Among 
the  physicians  who  may  participate  are 
those  whose  practice  is  limited  to  one  of  the 
several  specialties,  some  of  them  not  includ- 
ing their  customary  work  the  management 
of  those  patients  who  comprise  the  majority 
of  problems  seen  on  emergency  service. 

The  Legal  Council  is  of  the  opinion  that 
if  such  a specialist  is  likely  to  be  called  upon 
to  render  care  for  which  he  is  not  qualified, 
he  cannot,  from  the  legal  standpoint,  safely 
volunteer  for  such  service  except  he  is  the 
only  physician  available. 

For  an  illustration,  the  example  of  a phys- 
ician specializing  in  ophthalmology  who  is 
confronted  with  a seriously  injured  person 
on  the  highway  is  described.  It  would  be 
not  only  the  right  but  the  duty  of  such  a 
physician  to  do  the  best  that  he  could  under 
the  circumstances  and  he  would  incur  no 
legal  liability  in  so  doing.  If  he  were  to 
voluntarily  assume  responsibility  for  such  a 
case  when  a fully  qualified  physician  was 


available,  the  ophthalomologist  would  run 
a risk  of  being  legally  vulnerable. 

Stressing  that  it  is  impossible  to  give  com- 
pletely categorical  answers  to  such  ques- 
tions, a summary  indicates  that  a physician 
would  be  justified,  if  his  experience  is  lim- 
ited to  a speciality,  in  volunteering  to  serv- 
ice an  emergency  room  only  if  and  when  no 
more  adequately  trained  or  skilled  physi- 
cians are  available. 

California  Limits  Legal  Liability — 

A recently  effective  California  law  grants 
professional  immunity  to  those  physicians 
who  give  first-aid  at  the  scene  of  an  acci- 
dent. 

A news  item  in  the  Journal  of  the  Michi- 
gan State  Medical  Society  states  that  the 
interpretation  of  the  law  will  have  to  await 
court  decisions.  The  law  provides  that  the 
individual  physician  act  in  good  faith  to  ren- 
der emergency  care  at  the  scene  of  an  emer- 
gency. The  person  rendering  such  emer- 
gency care  shall  not  be  liable  for  any  civil 
damages  as  a result  of  any  acts  or  omis- 
sions, according  to  the  law. 

The  Quality  of  Nursing  Homes — 

Nursing  homes  must  serve  the  emotional, 
medical,  and  rehabilitative  needs  of  their 
guests  and  the  operators  are  faced  with  the 
need  for  development  of  professional  stand- 
ards and  qualifications.  Rather  than  regard 
himself  as  a participant  in  a business  enter- 
prise, the  nursing  home  operator  must  be  a 
member  of  a paramedical  profession,  ac- 
cording to  a statement  from  the  Committee 
on  Aging  of  the  Texas  Medical  Association 
published  in  the  Texas  State  Jowmal  of  Med- 
icine. 

The  service  of  nursing  homes  is  being 
pressed  into  a stage  of  rapid  expansion  and 
development  because  of  the  increased  long- 
evity of  the  disabled  and  debilitated.  The 
establishment  of  state  minimum  standards 
and  licensing  of  nursing  homes  has  con- 
tributed to  their  acceptance  as  a service  of 
the  long  term  care  of  the  chronically  ill. 

The  medical  profession  is  encouraged  to 
assume  a role  of  leadership  in  encouraging 
nursing  home  operators  to  seek  ways  to  de- 
velop educational  and  training  resources 
with  accreditation  as  a goal. 

It  is  the  hope  of  the  Texas  Medical  Asso- 
ciation committee  that  university  and  col- 
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lege  associated  schools  of  nursing  will  be 
urged  to  offer  courses  suitable  for  training 
; in  this  field.  The  development  of  training 
j programs  is  considered  necessary  if  the  per- 

! sonnel  of  the  nursing  home  are  to  handle 

j the  responsibilities  in  an  adequate  manner, 

f Steroids  in  Surgical  Stress — 

, The  relationship  between  the  activity  of 
the  adrenal  cortex  and  stress  has  been 
known  for  many  years.  Many  clinical  ob- 
servations are  said  to  support  Selye’s  report 
indicating  that  the  secretory  activity  of  the 
adrenal  cortex  is  increased  during  stress. 

I 

; An  editorial  in  the  Pennsylvania  Medical 
Jow'nal,  describes  possible  mechanisms  for 
the  production  during  stress  of  increased 
amounts  of  circulating  hormones,  particu- 
larly hydrocortisone.  Available  chemical 
tests  to  determine  the  concentration  of  hy- 
drocortisone in  the  circulating  blood  are  said 
to  support  this  concept. 

It  is  possible  for  acute  exhaustion  of  the 
adrenal  cortex  to  occur  during  or  after  sur- 
gery. The  resulting  deficiency  of  circulat- 
ing hydrocortisone  may  be  manifested  by 
shock  which  does  not  respond  to  blood  trans- 
fusions and  vasopressor  drugs.  It  is  said  to 
respond  dramatically  to  hydrocortisone  giv- 
en intravenously. 

The  human  adrenal  glands  are  said  to  pro- 
duce about  30  mg.  of  hydrocortisone  daily. 
Their  replacement  after  adrenal  exhaustion 
should  require  about  1 mg.  of  hydrocortisone 
intravenously  each  hour. 

It  is  important  to  determine  if  the  patient 
has  been  receiving  cortical  hormones  prior 
to  surgery,  because  such  medication  may  be 
accompanied  by  suppression  of  the  activity 
of  the  patient’s  adrenal  glands,  resulting  in 
inadequate  amounts  of  circulating  hormones 
with  shock  after  surgery. 

Human  Interest  Tales 

Dr.  I.  L.  Thompson,  West  Point,  cele- 
bated  his  81st  birthday  on  March  23rd. 

Dr.  R.  C.  Fenstermacher,  Nebraska  City, 
has  been  elected  president  of  the  Otoe 
County  Medical  Society  for  the  coming  year. 

Mrs.  D.  M.  Bloch,  wife  of  Dr.  D.  M. 
Bloch,  Arlington,  died  suddenly  at  her  home 
early  in  March. 

Dr.  T.  P.  Krush,  Omaha,  was  a guest 


speaker  at  the  March  meeting  of  the  Wayne 

A.A.U.W. 

Dr.  Robert  P.  Heany,  Omaha,  has  been 
given  a 3-year  Lederle  Medical  Faculty 
Award  of  $6,199. 

Dr.  R.  L.  Cassel,  Fairbury,  was  a guest 
speaker  at  a recent  meeting  of  the  Lions 
Club  of  that  city. 

Dr.  Houtz  Steenburg,  Aurora,  was  the 
guest  speaker  at  a regular  meeting  of  the 
Rotary  Club  of  that  city. 

Dr.  Frank  Martin,  Norfolk,  was  the  guest 
speaker  at  a recent  meeting  of  the  St.  Mary’s 
Hospital  Auxiliary  in  that  city. 

Dr.  George  Salter,  Norfolk,  spoke  on  the 
Forand  Bill  at  a March  meeting  of  the  Ki- 
wanis  Club  of  Norfolk. 

Dr.  Donald  Pisar,  a resident  of  Atkinson 
since  last  July,  has  left  this  community  and 
moved  to  New  York  City  where  he  will  join 
the  staff  of  a hospital. 

Dr.  G.  W.  LeWorthy,  Lincoln,  was  a 
guest  speaker  at  the  March  meeting  of  the 
Nebraska  Society  of  Biological  Scientists 
held  in  Lincoln. 

Drs.  G.  Paul  Charlton  and  George  Hoff- 
meister,  Hastings,  spoke  on  hypnotism  at,  a 
meeting  of  the  Faculty  Women’s  Club  of  that 
city  in  March. 

Dr.  Robert  S.  Long,  Omaha,  was  the  dele- 
gate from  Nebraska  to  the  annual  meeting 
of  the  American  Society  of  Internal  Medi- 
cine held  in  San  Francisco  in  April. 

Dr.  and  Mrs.  Paul  Martin,  Ord,  traveled 
to  New  Orleans  in  March  where  Dr.  Martin 
attended  the  New  Orleans  Graduate  Med- 
ical Assembly. 

Dr.  H.  F.  Elias,  Beatrice,  attended  the 
March  meeting  of  the  American  College  of 
Surgeons  in  Colorado  Springs.  Dr.  Elias 
is  president  of  the  Nebraska  Chapter. 

Dr.  Paul  Maxwell,  Lincoln,  was  guest 
speaker  at  the  March  meeting  of  the  South- 
west Nebraska  County  Medical  Society  in 
McCook. 

Dr.  Irwin  H.  Kaiser,  University  of  Utah 
College  of  Medicine,  was  a speaker  at  an 
all-day  postgraduate  obstetrics  and  gyne- 
cology course  at  Lincoln  General  Hospital. 

Dr.  John  M.  McKain,  Omaha,  is  the  co- 
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author  of  an  article  which  appeared  in  a 
recent  issue  of  Surgery,  Gynecologj'  and  Ob- 
stetrics. 

Dr.  R.  \V.  Homan,  Crete,  attended  the 
annual  meeting  of  the  American  Academy 
of  General  Practice  in  Philadelphia  in 
March. 

Mrs.  Oliver  0.  Nickum  and  Mrs.  Eugene 
E.  Simmons,  Omaha,  were  hostesses  for  the 
April  meeting  of  the  Omaha  Doctors’  Wives’ 
Club. 

Dr.  Isaiah  Lukens,  Tekamah,  has  been 
presented  a Certificate  of  Appreciation  for 
his  10  years  of  service  as  medical  advisor  to 
the  Selective  Service  Board  of  Burt  County. 

Dr.  H.  S.  Heim,  Humboldt,  attended  a 
symposium  on  Neurologj'  and  Psychiatry 
at  the  University  of  Nebraska  College  of 
i\Iedicine  in  March. 

Dr.  and  Mrs.  J.  P.  Gilligan,  Nebraska 
City,  traveled  to  New  Orleans  in  IMarch 
where  Dr.  Gilligan  attended  the  New  Or- 
leans Graduate  IMedical  Assembly. 

Dr.  John  Brush,  Omaha,  participated  in 
a panel  program  at  the  American  College 
of  Surgeons  meeting  in  Minneapolis  in 
April. 

The  three  general  hospitals  of  Lincoln  will 
receive  a total  of  6 interns  in  July  as  a re- 
sult of  the  1960  National  Intern  Matching 
Program. 

Dr.  A.  L.  Smith,  Jr.,  Lincoln,  has  been 
named  a member  of  the  council  of  the  sec- 
tion on  cardiovascular  diseases  at  the  Pan 
American  Medical  Association  Congress  to 
be  held  in  May  in  Mexico  City. 

Dr.  Howard  P.  Lewis,  Portland,  Oregon, 
was  the  principal  speaker  at  the  annual 
meeting  of  the  Nebraska  Chapter  of  the 
American  College  of  Physicians  held  in  Lin- 
coln in  March. 

Dr.  and  Mrs.  Otis  Miller,  Ord,  attended 
the  annual  meeting  of  the  American  Acad- 
emy of  General  Practice  held  in  Philadelphia 
in  IMarch.  Following  the  meeting  they  took 
a trip  to  Bermuda. 

Dr.  J.  P.  Hahn,  Hartington,  has  received 
a Certificate  of  Appreciation  in  recognition 
of  15  years  of  service  as  medical  advisor 
of  the  Selective  Service  board  of  Cedar 
County. 

Dr.  C.  L.  Anderson,  Stromsburg,  has  been 


awarded  a Certificate  of  Appreciation  for 
his  15  years  of  service  as  medical  advisor 
for  the  Selective  Service  Board  of  Polk 
County. 

Dr.  R.  W.  Hanisch,  St.  Paul,  has  received 
a Certificate  of  Appreciation  in  recognition 
of  his  5 years  of  service  as  medical  advisor 
to  the  Selective  Seiwice  Board  of  Howard 
County. 

The  annual  medical-legal  of  the  Omaha- 
Douglas  County  Medical  Society  and  the 
Omaha  Bar  Association  was  held  in  March. 
Major  William  Rule  of  the  Armed  Forces 
Institute  of  Pathologj’  in  Washington  was 
the  guest  speaker. 

Dr.  and  Mrs.  H.  D.  Runty,  DeWitt,  at- 
tended the  Annual  Meeting  of  the  American 
Academy  of  General  Practice  in  Philadel- 
phia, in  March.  After  the  meeting  they  vis- 
ited their  son  who  is  stationed  on  the  Island 
of  San  Salvador. 


Announcements 

Second  Annual  OreRon  Cancer  Conference — 

The  Second  Annual  Oregon  Cancer  Con- 
ference is  being  held  July  7 and  8,  1960,  in 
Portland  under  the  joint  sponsorship  of  the 
Oregon  State  Medical  Society,  the  Oi’egon 
Division  of  the  American  Cancer  Society, 
and  the  University  of  Oregon  Medical 
School. 

An  outstanding  list  of  guest  lecturers  for 
the  Conference  has  been  arranged.  In  addi- 
tion to  their  individual  presentations,  each 
guest  speaker  will  participate  in  one  or  more 
panel  discussions. 

The  program  is  being  developed  under  the 
direction  of  the  Committee  on  Cancer  of  the 
Oregon  State  Medical  Society.  Dr.  Martin 
A.  Howard  of  Portland  is  Chairman. 

All  sessions  of  the  Conference  will  be  held 
in  the  new  Sheraton  Hotel  in  Portland.  The 
entire  expense  of  the  Conference  is  being 
underwritten  by  the  Oregon  Division  of  the 
American  Cancer  Society.  There  will  be  a 
charge  for  the  luncheons  and  banquet. 

A block  of  rooms  has  been  reserved  at  the 
Sheraton  for  physicians  wishing  to  attend 
the  Conference.  A copy  of  the  complete 
program  and  hotel  reservation  forms  may  be 
obtained  by  writing  to  Roscoe  K.  Miller, 
Executive  Secretary,  Oregon  State  Medical 
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Society,  2164  S.W.  Park  Place,  Portland  5, 
Oregon. 

6th  International  Consress  of 
Internal  Medicine — 

The  6th  International  Congress  of  Intern- 
al Medicine  will  be  held  in  Basle,  Switzer- 
land, August  24-27,  inclusive.  This  is  or- 
ganized by  the  International  Society  of  In- 
ternal Medicine.  Official  languages  will  be 
German,  French,  and  English  with  simul- 
taneous transaction  for  the  principal  lec- 
tures. Programs  and  registration  forms  may 
be  obtained  from  the  secretary  of  the  6th 
International  Congress  of  Internal  Medicine, 
Steinentorstrasse  13,  Basle  10. 

Postgraduate  Seminar  in  Arthritis — 

The  Florida  Chapter  of  the  Arthritis  and 
Rheumatism  Foundation  has  announced  a 
postgraduate  seminar  in  arthritis  and  relat- 
ed disease  to  be  held  at  Diplomat  Hotel,  Hol- 
ly wood-by-the-Sea,  Florida,  June  11  and  12, 
1960.  This  seminar  follows  immediately 
after  the  annual  meeting  of  the  Arthritis 
and  Rheumatism  Foundation  and  immedi- 
ately preceding  the  Annual  Sessions  of  the 
A.M.A.  This  course  is  accredited  for  8 
hours  Category  I Credit  by  the  Academy  of 
General  Practice. 

Annual  Otolaryngologic  Assembly — 

From  September  24  through  30,  1960,  the 
University  of  Illinois  College  of  Medicine 
will  offer  an  intensive  postgraduate  basic 
and  clinical  program  for  participating 
otolargyngologists  with  one  week  of  daytime 
and  evening  sessions.  It  is  designed  to  bring 
to  the  specialists  a wide  variety  of  current 
advances  in  management,  therapy,  and  phil- 
osophies. Review  of  basic  morphologic  fea- 
tures is  also  included  by  means  of  labora- 
tory demonstrations,  dissection  and  prosec- 
tion, all  augmented  by  visual  aides,  here 
will  be  panel  programs  and  luncheon  chats. 
If  interested,  write:  Department  of  Otolar- 
yngology, University  of  Illinois  College  of 
Medicine,  1853  West  Polk  Street,  Chicago 
12,  Illinois. 

General  .Scientific  Program  at  Rochester — 

The  Committee  on  Scientific  Assembly  of 
the  Minnesota  State  Medical  Association 
announces  the  general  scientific  program  of 
its  107th  Annual  Meeting,  May  23,  24,  and 
25,  1960.  The  meeting  will  be  held  in  the 


Mayo  Civic  Auditorium,  Rochester,  Minne- 
sota. 

Highlights  of  the  program  include  a full 
day  of  Symposiums  on  Rheumatic  Heart 
Disease,  May  23 ; a lecture  on  space  medi- 
cine; the  Arthur  H.  Sanford  Lecture  on 
Clinical  Pathology;  “The  Acutely  Bunied 
Child;”  and  a Clinical-Pathologic  Confer- 
ence on  Diseases  of  the  Chest. 

American  Medical  Association  Golf  Tournament — 

The  American  Medical  Golf  Association 
will  hold  a tournament  during  the  A.M.A. 
Annual  Meeting  at  the  Diplomat  Country 
Club  in  Hollywood,  Florida,  on  June  13, 
1960.  This  will  be  its  44th  Annual  Tourna- 
ment. Tee  Off  Time  will  be  8:00  a.m. 
through  2:00  p.m.  the  13th.  Cocktail  hour 
will  be  7 :00  p.m.,  and  a banquet  will  follow. 

Members  of  the  A.M.A.  who  do  not  hold 
membership  in  the  A.M.G.A.  should  contact 
Dr.  John  A.  Growdon,  1324  Professional 
Building,  Kansas  City,  Missouri,  to  obtain 
an  application  form.  The  A.M.G.A.  features 
a lifetime  membership  to  A.M.A.  members 
for  a membership  fee  of  $3.00. 

Art  Works  Exhibition  by  American  Physicians — 

The  23rd  anual  exhibition  of  art  works 
by  American  physicians  will  be  held  June 
13  through  June  18,  1960,  at  the  Miami 
Beach  Exhibition  Hall  and  Auditorium,  it 
was  announced  by  Lewis  M.  Johnson,  M.D., 
President  of  the  American  Physicians  Art 
.Association. 

Held  in  conjunction  with  the  annual  con- 
vention of  the  American  Medical  Associa- 
tion, the  show  will  include  over  300  works 
of  art  in  oil,  water  color,  sculpture,  crafts, 
photography  and  lithography. 

Participants  and  prospective  exhibitors 
may  obtain  further  information  from  Dr. 
Kurt  F.  Falkson,  7 East  78th  Street,  New 
York  City,  Secretary  of  the  American  Physi- 
cians Art  Association. 

Reserve  Physicians  May  Earn  Retirement 
Points  at  Aerospace  Medical  Association 
Meeting,  May  9-11^ — 

Retirement  point  credits  may  be  earned 
by  reserve  Medical  Corps  officers  who  at- 
tended the  forthcoming  31st  annual  meeting 
of  the  Aerospace  Medical  Association  at  the 
Americana  Hotel,  Miami  Beach,  Florida, 
May  9-11,  1960,  the  Department  of  Defense 
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announced  recently.  This  authorization  cov- 
ers eligible  physicians  who  are  reserve  Med- 
ical Corps  officers  of  the  United  States 
Army,  Navy,  or  Air  Force  on  inactive  stat- 
us. 


Deaths 

Earl  V.  Wiedman,  M.D.,  Lincoln.  Doctor 
Wiedman  died  March  11,  at  the  age  of  67, 
of  a cerebral  hemorrhage.  Doctor  Wiedman, 
a 1918  graduate  of  the  University  of  Ne- 
braska College  of  Medicine,  began  his  prac- 
tice of  medicine  in  Lincoln  in  1919  and  con- 
tinued his  practice  in  the  city  until  his  death. 

A.  C.  Johnson,  M.D.,  Omaha.  A 1921  grad- 
uate of  the  University  of  Minnesota  College 
of  Medicine,  Doctor  Johnson  died  February 
3rd,  1960,  at  the  age  of  65  in  a local  hos- 
pital. An  Omaha  surgeon  since  1926,  he 
joined  the  Creighton  University  School  of 
Medicine  faculty  in  1929.  He  also  was  on 
the  staffs  of  St.  Catherine’s,  St.  Joseph’s. 
Clarkson,  Immanuel,  Childrens  and  Doctors 
Hospitals. 


The  Woman's  Auxiliary 

Dawson  County  Woman’s  Auxiliary  News — 

Dr.  Ray  Wycoff,  Lexington,  organized  a 
meeting  on  the  Forand  bill  for  members  of 
the  9th  Councillor  District,  Nebraska  State 
Medical  Association,  and  their  guests,  in 
Kearney,  March  10. 

After-dinner  speaker  was  Martin  Baker, 
Wichita,  Kansas,  Consultant,  Division  of 
Field  Services,  to  the  American  Medical 
Association. 

Mr.  Baker  based  his  opposition  to  the  For- 
and bill  primarily  on  these  points:  (1)  The 
bill  does  not  cover  indigents  or  groups  of 
the  aged  not  under  Social  Security;  (2)  a 
survey  shows  that  the  age  group  over  65  al- 
ready pays  its  hospital  bills  94  per  cent  of 
the  time;  (3)  the  bill  limits  yearly  hospital- 
ization to  only  60  days,  and  government  of- 
ficials select  hospitals  and  surgeons;  (4) 
thus  government  employees  exercise  control 
over  hospital  and  surgical  procedure  (be- 
lieved by  Baker  to  be  an  inroad  leading  to 
socialized  medicine);  and  (5)  the  insurance 
industry,  privately  and  nationally,  is  at- 
tempting more  complete  insurance  care  for 
the  aged  through  noncancellable  policies  on 
a voluntary  basis. 


Lancaster  County  Medical  Auxiliary — 

Mrs.  M.  P.  Brolsma  was  elected  president 
of  the  Lancaster  County  Medical  Auxiliary 
at  the  annual  business  meeting  held  in  April 
at  the  Lincoln  University  Club. 

Elected  vice-president  was  Mrs.  F.  P. 
Stone;  secretary,  Mrs.  H.  L.  Papenfuss;  and 
treasurer,  Mrs.  Harold  E.  Harvey. 

Annual  reports  of  this  year’s  board  mem- 
bers were  given. 

Mrs.  George  E.  Lewis,  Jr., 
Publicity  Chairman. 


Know  Your 
Blue  Shield  Plan 


Blue  Shield  — “Just  Another  Insurance 
Company?” 

Every  now  and  then  you  hear  a colleague 
refer  to  his  Blue  Shield  Plan  as  “just  an- 
other insurance  company.”  Frequently  these 
references  come  from  your  younger  col- 
leagues, and  they  reflect  a failure  on  the 
part  of  your  Blue  Shield  Plans  and  their 
sponsoring  medical  societies  in  acquainting 
new  physicians  with  the  medicoeconomic 
history  of  the  past  twenty  years. 

Blue  Shield  differs  radically  from  every 
other  prepayment  or  insurance  plan  — in 
its  basic  purposes,  its  sponsorship  and  its 
organization. 

Blue  Shield  was  established  by  your  pro- 
fession, not  as  a business  enterprise,  but  as 
a means  of  facilitating  the  deliveiy  of  med- 
ical service  to  your  patients.  Since  patients 
need  doctors  and  doctors  need  patients, 
there  has  been  no  need  for  anyone  to  invest 
risk  capital  in  producing  medical  care  or 
in  persuading  people  to  buy  it.  Hence,  Blue 
Shield  pays  no  profit  to  private  investors 
but  devotes  every  possible  penny  of  the  sub- 
scriber’s dollar  to  the  payment  of  needed 
medical  care  services. 

As  an  agency  of  the  medical  profession. 
Blue  Shield’s  policies  and  procedures  are  de- 
termined by  representatives  of  the  sponsor- 
ing medical  societies.  Indeed,  Blue  Shield 
is  the  one  and  only  medical  care  prepayment 
program  in  which  you  physicians  have  a di- 
recting voice. 

But  the  privilege  of  guiding  Blue  Shield 
carries  with  it  an  inescapable  responsibility 
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to  make  Blue  Shield  work  to  the  satisfac- 
tion of  the  44  million  people  who  look  to 
Blue  Shield,  and  to  you  for  medical  care 
protection. 

You  are  responsible  for  Blue  Shield,  and 
it  represents  your  only  strong  shield  against 
the  attacks  of  those  who  would  reduce  the 
position  of  your  profession  to  one  of  servi- 
tude to  the  state. 

OUR  HOUSE  OF  DELEGATES 

(Continued  from  page  248) 
ers;  reports  of  Reference  Committees  indi- 
cating our  attitude  toward  non-service-con- 
nected disabilities  treated  in  Veterans  hos- 
pitals, voluntary  prepayment  health  insur- 
ance, A.M.E.F.  donations,  population  “ex- 
plosions,” cigarettes  and  lung  cancer,  cur- 
rent legislation  in  Congress  of  special  inter- 
est to  medicine,  and  many  other  important 
items. 

One  of  the  most  important  items  for  all 
members  to  read  is  the  “Delegate’s  Report” 
on  the  House  of  Delegates  of  the  American 
Medical  Association.  This  one  was  com- 
posed by  our  “old  trooper,”  Doctor  Joseph 
D.  McCarthy.  Doctor  McCarthy  often  in- 
terprets the  actions  of  the  A.M.A.  House  of 
Delegates  from  the  viewpoint  of  one  who  has 
had  long  indoctrination  by  close  contact 
with,  and  participation  in  important  work- 
details  of  the  A.M.A.  Our  more  junior 
delegate.  Doctor  Earl  Leininger,  is  becoming 
an  experienced  workman.  Nebraska’s  dele- 
gates are  not  figureheads.  They  are  there 
and  at  work  in  the  House  and  its  commit- 
tees, 100  per  cent  of  the  time,  and  our  alter- 
nate delegates  are  sitting  in  as  observers. 
They,  also,  will  “know  the  score”  should 
they  at  any  time  have  to  act  as  delegates.  It 
is  these  men  who  keep  us  informed  and 
make  us  an  integral  part  of  our  parent  or- 
ganization. Our  membership,  by  way  of 
our  own  House  of  Delegates,  is  thus  a part 
of  the  whole  fabric  of  organized  medicine. 

BY  THEIR  BOOTSTRAPS 

The  history  of  the  solution  of  social  prob- 
lems, such  as  problem-drinking,  does  not 
seem  replete  with  examples  where  individu- 
als have  lifted  themselves  out  of  trouble  by 
their  own  bootstraps,  so  to  speak.  Alco- 
holics Anonymous  consists  of  people  who 
have  done  this.  Their  first  step  toward  so- 
briety has  been  to  recognize  their  inability 
to  stop  drinking  without  help,  then  to  get 
that  help  by  banding  together  with  other 


problem-drinkers  pledged  to  help  each  other 
stay  sober  one  day  at  a time.  The  story  of 
the  birth,  growth  and  fruition  of  A. A.  is 
both  interesting  and  instructive  and  will  be 
briefly  summarized. 

This  fast-growing  movement,  known  gen- 
erally as  A. A.,  has  reached  phenomenal 
proportions  in  25  years.  There  are  now 
8000  local  “groups”  in  5760  communities 
in  more  than  80  countries.  The  movement 
began  twenty-five  years  ago  when  a busi- 
ness man,  a problem-drinker  who  had  suc- 
ceeded in  remaining  sober,  failed  to  put  over 
a big  business  deal  in  a strange  city.  In  his 
desperation  to  control  the  almost  overpow- 
ering impulse  to  drown  his  disappointment 
in  alcohol,  he  sought  help  and,  through  a 
minister,  contacted  a local  alcoholic.  This 
one  was  a local  surgeon  who  had  almost  de- 
stroyed his  fine  reputation  by  his  problem- 
drinking. Together,  they  got  the  visitor 
over  his  immediate  “hump.” 

This  incident  convinced  these  two  men 
that  a good  way,  perhaps  the  best  way,  to 
help  alcoholics  stop  drinking  would  be  to 
share  their  experiences  with  others  who 
want  to  stay  sober  yet  admit  they  cannot 
do  it  without  help. 

After  a third  alcoholic  joined  them  and 
succeeded,  with  their  assistance,  the  great 
project  of  helping  others  to  stay  sober  was 
on  its  way.  Soon,  it  seemed,  a sort  of  chain- 
reaction  developed.  Chapters,  or  groups  as 
they  prefer  to  call  themselves,  were  formed 
here  and  there  until  the  present  worldwide 
organization  has  evolved.  The  rapid  growth 
and  spread  of  Alcoholics  Anonymous  is  the 
best  testimony  to  the  success  of  the  move- 
ment. 

There  are  many  unusual  features  about 
A.A.  Aside  from  a central  world-service 
office  supported  by  contributions  from  the 
groups  and  from  the  sale  of  A.A.  literature, 
there  are  no  officers.  At  the  local  level,  a 
steering  committee  manages  such  details  as 
places  of  meetings,  dates,  program,  and  fi- 
nances. No  one  individual  can  speak  for 
the  organization.  They  accept  no  contribu- 
tions from  outside  sources,  and  have  no  di- 
rect connection  with  any  other  organization. 
They  have  avoided  accumulation  of  property 
beyond  prudent  financial  reserves  for  carry- 
ing on  their  program.  And,  of  course,  they 
honor  their  pledge  of  anonymity  for  the  in- 
dividual. 

The  results  achieved  by  this  unusual  asso- 
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ciation  and  their  methods  of  helping  other 
problem-drinkers  have  received  the  approval 
of  physicians,  ministers  of  the  Gospel,  and 
of  the  public  in  general.  Alcoholism  is  be- 
ing accepted  as  a disease  rather  than  a wil- 
ful misdemeanor,  and  much  of  its  social 
stigma  is  gradually  vanishing.  The  Ameri- 
can Public  Health  Association,  in  1951-,  an- 
nounced the  Lasker  Group  Award  to  Alco- 
holics Anonymous  “in  recognition  of  its 
unique  and  highly  successful  approach  to 
that  age-old  public  health  and  social  prob- 
lem, alcoholism.” 


TUBERCULOSIS  ABSTRACTS 

THE  FUTURE  OF  TUBERCULOSIS 

In  a current  series  of  medical  progress  re- 
ports the  author  takes  a long  look  at  the  pres- 
ent situation  in  tuberculosis  therapy  and  con- 
trol. His  summaiy  reprinted  here  is  also  a 
forecast  of  the  futm-e  course  of  this  ancient 
disease  in  our  society. 

A look  at  the  future  may  perhaps  best  summarize 
the  important  aspects  of  tuberculosis  and  its  treat- 
ment, giving  a slant  to  the  trends  of  tuberculosis 
control  and  eradication. 

There  is  reason  to  believe  that  the  recent  pi-ecipi- 
tous  downward  trend  in  the  mortality  of  tubercu- 
losis will  slacken  in  the  years  ahead  and  that  the 
incidence  of  new  cases  will  continue  to  be  signifi- 
cant as  long  as  the  large  community  reseiwoir  of 
tuberculosis  of  uncertain  activity  is  fed  from  so 
many  sources. 

The  eradication  of  tuberculosis  is  no  longer  a 
local  or  a national  problem,  but  a world-wide  con- 
cept needing  cooperation  and  support  on  a com- 
munity as  well  as  on  an  international  basis. 

Tuberculosis,  having  become  an  affliction  of  old- 
er people,  should  witness  a fall  in  incidence  as  the 
members  of  the  older  genei-ation  pass  on  with  their 
disease.  The  present  younger  generation,  with  a 
low  infection  rate,  will  in  time  take  its  place  with 
less  open  disease  more  adequately  treated  and 
probably  with  good  chemoprophylactic  control  of 
their  infection.  But  this  is  a slow  process,  in 
which  Dainvinian  survival  and  elimination  will  still 
play  their  part  in  treatment  and  prevention. 

Tuberculosis  has  always  been  a family  disease, 
most  prevalent  and  devastating  when  families  were 
commonly  larger  than  they  are  today.  But  what- 
ever occurs  in  the  family  size,  home  care  of  tuber- 
culosis, unless  can-ied  out  with  meticulous  regard 
for  its  infectiousness,  may  well  influence  the  epi- 
demiology of  tuberculosis  unfavorably  in  the  fu- 
ture. However  home  care  is  managed,  the  family 
physician  — whether  he  is  internist  or  general 
pracitioner  — will  continue  in  a key  position  in  the 
use  or  abuse  of  the  measures  of  control. 

TUBERCULIN  TEST 

The  tuberculin  test  will  become  increasingly  im- 
portant as  the  infection  rate  of  tuberculosis  falls. 
When  the  older  age  groups  contain  an  increasing 
number  of  nonreactors,  the  tuberculin  test  will  gain 
increasing  usefulness  in  both  case  finding  and  the 


differential  diagnosis  of  pulmonary  lesions.  The 
continuing  record  of  the  individual  tuberculin  re- 
actor will  be  followed  from  the  date  of  conversion 
to  a positive  tuberculin  test.  Depending  on  the 
age  of  the  child  or  adult,  this  record  of  tuberculin- 
conversion  — a sort  of  tuberculin  case  registiy  — 
will  determine  the  need  of  treating  the  primary 
infection  before  the  signs  of  overt  disease  appear. 

Chemotherapy  of  the  tuberculin  converter  to  pos- 
itive will  become  more  widely  used  in  infants  under 
three  years  and  in  adolescents  over  fourteen  years 
of  age. 

Isoniazid  will  be  applied  more  widely  as  a pre- 
ventive in  the  groups  past  forty  years  of  age  with 
known  old  lesions  of  uncertain  and  potential  activ- 
ity. Chemotherapy  will  be  used  for  longer  periods, 
perhaps  indefinitely  in  those  who  have  completed 
standard  initial  regimens  but  who  end  with  open 
cavities  unsuitable  for  surgeiy  or  with  character- 
istics of  instability  in  their  lesion. 

Better  dioigs  may  be  found  in  the  future.  But 
isoniazid  will  undoubtedly  be  found  efficient  in 
controlling  bacilli  that  break  loose  from  dense  cellu- 
lar stiuctures  or  fi’om  the  heart  of  caseous  lesions. 

Concepts  of  adequate  versus  inadequate  chemo- 
therapy will  without  question  greatly  alter  the  fu- 
ture control  of  tuberculosis. 

BCG  will  in  the  future  have  decreasing  useful- 
ness in  communities  and  nations  that  have  become 
sophisticated  in  modern  chemotherapy  and  the  use 
of  isoniazid  in  the  prevention  of  the  complications 
of  primaiy  infections. 

FUTURE  OF  SANATORIUMS 

Sanatoriuns,  though  fewer  in  number,  will  con- 
tinue for  the  care  of  the  long-tenu  cases  of  tuber- 
culosis. It  seems  inevitable  and  proper  that  ini- 
tial care  of  acute  tuberculosis  will  move  more  and 
more  into  the  general  hospitals. 

Tomorrow,  the  tuberculosis  sanatoriums  may 
take  on  community  leadership  in  the  treatment  and 
control  of  tuberculosis.  They  could  encourage 
friendly  relations  with  the  family  doctor  and  the 
thoracic  physician  or  surgeon  who  will  care  for 
their  patients  after  discharge.  They  could  gain 
the  confidence  of  patient  and  referring  physician 
by  a close  understanding  that  comes  only  with 
intellectual  “give  and  take”  with  a diffusion  of 
knowledge  between  those  inside  and  outside  the 
sanatorium,  both  of  whom  are  interested  in  tuber- 
culosis and  guard  the  welfare  of  their  patients. 
The  future  holds  a neat  opportunity  for  the  sana- 
toriums that  work  closely  and  intelligently  with 
the  family  physician,  and  their  continued  suiwival 
may  depend  on  such  cooperation.  In  these  days  of 
home  care  of  tuberculosis  the  oppoidunities  of  the 
sanatorium  for  undergraduate  and  postgraduate 
community  education  in  tuberculosis  could  be  vei’y 
great  and  this  deseiwes  serious  thought. 

The  X ray  will  continue  to  be  the  most  impor- 
tant tool  in  chest  diagnosis  in  spite  of  radiation 
hysterias.  Manufacturers  will  produce  safer  X-ray 
machines  and  better  protective  devices  but  only 
if  radiologists  can  be  persuaded  to  use  them  and 
patients  can  be  urged  to  request  them. 

General-hospital  admission  X-ray  programs  for 
those  over  thirty  years  of  age  will  be  given  wider 
recognition  for  their  usefulness  in  case  finding  for 
both  tuberculosis  and  cancer  of  the  lung.  In  the 
old-age  groups  that  populate  genei’al  hospitals. 
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there  is  interest  not  only  in  finding  the  new  and 
unknown  cases  of  tuberculosis  but  also  in  re-locat- 
ing the  known  recalcitrant  and  the  unknown  re- 
lapses found  by  chance. 

Education  in  tuberculosis  will  be  a continuing 
job  in,  the  future  among  members  of  the  medical 
profession  and  the  laity.  Research  will  require 
larger  funds  as  the  task  of  eradication  becomes 
more  difficult.  The  time  has  passed  fo  rbeing  im- 
pressed with  either  the  decreasing  mortality  or 
the  specific  number  of  reportable  cases  of  tuber- 
culosis. Rather,  one  should  gear  all  planning  to- 
ward the  many  more  millions  of  people  who  are 
infected  with  tubercle  bacillus  and  toward  those 
who  are  the  potentially  active  cases  of  tuberculosis 
of  the  future.  The  importance  of  following  known, 
treated  tuberculous  persons  for  the  prevention  and 
detection  of  relapse  will  be  a far  tougher  job  in 
the  future  than  the  detection  of  new  active  cases 
of  tuberculosis. 

The  goal  of  eradication  of  tuberculosis,  ephem- 
eral as  it  may  be,  will  not  even  appear  on  the 
horizon  until  the  perspective  of  both  national  and 
world-wide  control  is  understood  by  every  commun- 
ity, no  mater  how  small.  There  are  years  of  inten- 
sive and  imaginative  work  ahead.  There  is  prob- 
ably no  short  cut  to  the  ultimate  victory.  Tuber- 
culosis is  still  embedded  in  people  in  every  comer 
of  the  world,  and  world-wide  cooperation  and  ex- 
penditure of  both  energy  and  money  will  be  needed 
for  many  years. 

— 'rheodore  L.  Badger,  M.D.,  The  New  England  Journal  of 

Medicine,  July  16,  1959. 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice  American  Heart  Association 

Mr.  Mac  F.  Cabal  Mr.  Rome  A.  Betts,  Secy. 

Volker  at  Brookside  44  East  23rd  Street 

Kansas  City  12,  Missouri  New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecology 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Marvnn  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1420  Sharp  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Lincoln,  Nebraska 

Nebraska  Blue  Cross- Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Chex'ry^  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Ixjrch,  Secretary- 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 


Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Elye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaba,  Nebraska 

Nebraska  State  Dental  Association 
F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogrers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebi-aska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal 

REGULATION  OF  HOSPITAL  PRACTICE 

At  the  recent  sessions  of  our  House  of 
Delegates  a matter  of  major  concern  seemed 
to  be  the  initial  attempts  to  upgrade  the 
practice  of  surgery  in  the  many  fine  small 
hospitals  throughout  our  state.  One  has 
eveiy  reason  to  believe  that  doctors  working 
in  these  hospitals  are  just  as  honest  and  up- 
right as  those  who  work  in  the  larger  hos- 
pitals of  our  larger  cities;  or,  to  state  the 
proposition  conversely,  the  degree  of  dis- 
honesty and  lack  of  upright  conduct  of  these 
two  gi'oups  of  doctors  is  essentially  the 
same. 

Several  members  of  the  House,  in  dis- 
cussing this  problem,  dwelt  almost  entirely 
upon  the  feeling  of  personal  humiliation  that 
any  such  attempted  regulation  cast  upon 
them.  These  men  seemed  to  feel  that  the 
rules  and  regulations  thus  far  suggested  con- 
stituted a personal  affront.  If  those  who 
were  trying  to  defeat  the  efforts  to  set  up 
rules  and  regulations  really  believe  there  are 
no  physicians  or  surgeons  who  need  regula- 
tion along  the  lines  being  discussed,  they  are 
naive  or  are  deluding  themselves.  If  they 
think  the  mild  restrictions  suggested  up  to 
this  point  are  too  repressive  and  too  sugges- 
tive that  some  doctors  are  not  inclined  to  be 
guided  by  good  conscience  and  the  code  of 
ethics  in  their  hospital  practices,  then  they 
should  take  a good  long  look  about  them. 
Those  doctors  who  practice  in  our  smaller 
hospitals  and  who  feel  that  rules  established 
by  the  profession  are  too  repressive,  should 
take  a long  look  at  the  rules  and  regulations 
under  which  the  larger,  urban  hospitals  and 
their  staffs  operate.  They  should,  also,  note 
the  “teeth”  in  these  rules  and  regulations. 

In  the  best  interest  of  all  — patients,  doc- 
tors, hospitals  — everybody  concerned 
should  be  not  only  willing  to  work  under 
properly  constituted  rules  and  regulations, 
but  should  pitch  in  and  help  formulate  these 
directives. 

“EXTERMINATION”  AND 
“MUTILATION” 

Often  one  reads,  usually  in  a journal  de- 
voted to  the  interests  of  the  general  practi- 
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tioner,  that  someone  is  picking  on  the  G.P., 
that  he  is  being  downtrodden,  that  somebody 
wishes  to  “exteiTninate”  or  to  “mutilate” 
him.  Just  who  the  “somebody”  may  be  is 
never  entirely  clear.  It  appears  to  be  some 
sort  of  a boogerman.  “Specialists”  are 
mentioned  more  often,  perhaps,  than  others, 
although  this  group  is  spoken  of  somewhat 
indefinitely  — just  any  old  “specialist” 
seem  enough  to  hang  it  on. 

Today,  we  read  another  example  of  this 
intraprofessional  moaning.  It  is  to  be  found 
in  Co7'nhuske7'  G.P.  (April,  1960,  p.  4)  un- 
der the  title,  “Broad  Spectrum  G.P.  or  Board 
Spectrum  Personal  Physician.”  The  writer, 
Bernard  P.  Harpole,  M.D.,  began  his  tirade 
in  the  following  manner : 

“The  detractors  of  the  General  Practition- 
er have  failed  to  exterminate  him,  so  now 
they  would  mutilate  him.” 

The  closest  Doctor  Harpole  comes  to  re- 
vealing who  “the  detractors”  are  or  the 
“they”  who  wish  to  “mutilate”  him,  is  a^ref- 
erence  to  “educators  and  others  in  our  pro- 
fession.” As  indefinite  as  this  reference  is, 
it  comes  nearer  naming  the  boogerman  than 
do  most  of  these  diatribes. 

This  writer  has  interviewed  many  of  the 
“specialists”  without  finding  one  who  has 
any  ill-feeling  toward  general  practitioners 
as  a group.  They  all  seem  to  hold  about  the 
same  opinion  as  the  writer,  namely,  that 
G.P.’s  form  an  integral  and  important  part 
of  our  profession ; that,  in  general,  they  are 
a fine  group  of  doctors ; that  they  are  doing 
a highly  necessary  job  in  the  practice  of 
medicine  and  doing  it  very  well;  that  they 
enjoy  a somewhat  enviable  position  in  the 
medical  world;  that  they  usually  approach 
the  practice  on  a “service”  basis  rather  than 
on  a “dollar”  basis,  which  may  not  be  so 
often  true  of  some  other  groups  in  our  pro- 
fession. 

Furthermore,  most  of  the  “specialists”  the 
writer  has  interviewed  feel  that  the  general 
practitioners  have  done  a great  thing  for 
themselves,  their  patients,  and  the  profes- 
sion at  large,  by  way  of  the  American  Acad- 
emy of  General  Practice. 
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Any  yodling  coming  to  me  ears  about  a 
“board,”  “certification,”  “extermination,” 
“mutilation,”  and  the  like,  has  seemed  to 
come  from  within  the  ranks  of  the  G.P.’s 
themselves  and  not  from  other  professional 
groups. 

The  writer’s  personal  feelings  about  .gen- 
eral practitioners  and  their  work  is  one  of 
respect  and  admiration.  He  feels  that 
“board  certification”  could  add  no  laurels,  no 
great  satisfaction,  no  further  respect  by  pub- 
lic or  medical  profession  and,  indeed,  might 
well  lead  to  some  destructive  or  mutilative 
effect  not  now  envisioned  by  those  who  seem 
bent  on  obtaining  this  certificate  to  hang  on 
the  wall. 


HERMES  OR  AESCULAPIUS? 

There  come  now  the  erudite  to  question 
and  argue.  Should  the  medical  profession 
use  the  caduceus  and  two  snakes,  or  the  staff 
and  one  snake  as  its  emblem?  It  seems  that 
Hermes,  who  acquired  the  caduceus  and  two 
snakes  was  somewhat  of  an  old  rascal,  the 
god  of  rogues,  a clever  thief,  and  one  who 
could  control  the  dice,  so  to  speak.  If  he 
could  live  up  to  the  above  reputation,  be  he 
ever  so  lovable,  he  probably  was  a wine- 
bibber,  and  more  than  one  “serpent”  would 
be  expected;  in  fact,  why  not  a whole  nest 
of  them! 

On  the  other  hand,  Esculapius  was,  so  the 
mythical  account  goes,  an  upright  and  dedi- 
cated man  (or  god)  who  used  a staff,  prob- 
ably to  help  his  rheumatic  git-along  as  well 
as  to  protect  himself  when  set  upon  by  those 
bent  upon  robbery  or  bodily  harm,  and  the 
serpent  was  an  added  flurry  of  someone’s 
imagination. 

Now,  it  seems,  some  high  powered,  even 
though  friendly,  criticism  descends  upon 
those  who  choose  either  one  or  the  other  em- 
blem to  represent  something  about  medicine 
in  our  day.  A great  deal  of  time,  effort,  pa- 
per, and  printer’s  ink  have  already  been 
spent  on  these  mjdhologic  symbols,  their  oi- 
igin,  their  meaning,  and  any  possible  signifi- 
cance to  our  pi’ofession  in  our  times. 

It  seems  to  the  writer  that  mulling  over 
these  ancient  symbols,  trying  to  make  them 
fit  us,  and,  more  especially,  debating  their 
merits,  is  a waste  of  time  and  mental  energy 
better  applied  to  more  modern  problems.  If 
the  choice  were  left  to  the  public,  one  could 
imagine  a significant  number  might  settle 


for  the  sjTnbol  originated  by  the  mjdhical 
old  codger  that  was  the  god  of  rogues,  a 
specialist  in  robbery,  and  a mean  man  with 
the  dice,  not  to  mention  two  snakes  rather 
than  one. 


GOVERNMENTAL  SUBSIDY  — 
GOVERNMENTAL  CONTROL 

A paragraph  from  Doctor  Roy  G.  Holly’s 
report  on  a recent  trip  to  South  America  and 
the  Caribbean  area,  as  reported  in  Com- 
husker  G.P.  for  April  1960,  is  of  striking 
significance.  This  paragraph  is  quoted  as 
follows : 

“.  . . He  reports  that  this  particular  school 
(in  Caracas)  has  a freshman  class  of  over 
400,  of  which  about  250  are  new  students, 
and  the  rest  repeats  who  failed  the  previous 
year.  According  to  Dr.  Holly,  the  faculty 
members  he  spoke  with  expressed  the  wish 
that  the  classes  could  be  smaller,  but  since 
there  is  an  overtone  of  politics  which  per- 
vades the  medical  field,  the  schools  are  forced 
to  take  many  students  on  that  account.” 

The  significant  part  is  “but  since  there  is 
an  overtone  of  politics  which  pervades  the 
medical  field,  the  schools  are  forced  to  take 
many  students  on  that  account.”  (italics 
ours) 

At  the  meeting  last  February,  in  Chicago, 
sponsored  by  the  Council  on  Medical  Educa- 
tion and  Hospitals,  it  was  stated  that  the 
freshman  classes  in  medical  schools  in  Eur- 
ope frequently  contain  2000  students,  and 
that  as  many  as  10,000  freshmen  entering 
the -study  of  medicine  in  a single  school  in 
one  year  has  been  known  to  happen.  These 
are  politically  dominated  schools. 

It  also  was  stated  that  upon  graduation 
many,  if  not  most,  of  the  students  in  these 
schools  have  never  seen,  interrogated,  exam- 
ined, or  otherwise  had  contact  with  an  ac- 
tual patient.  One  may  ask  how  they  could 
contact  or  examine  patients  with  from  2000 
to  10,000  freshmen  entering  the  study  of 
medicine  year  after  year. 

There  has  been  much  furor  and  no  little 
argument  as  to  the  advisability  of  permitting 
our  Federal  Government  to  subsidize  our 
medical  schools.  A sort  of  compromise  po- 
sition seems  to  have  gained  ascendency  in 
some  quarters,  one  which  goes  under  the 
peculiar  heading  “one-time  grant  for  brick- 
( Continued  on  page  333) 
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The  Rest  Between  Heart  Beats* 


Mr.  Chairman,  Old  Friends, 
Classmates,  Ladies  and  Guests : 

You  will  never  know  the 
deep  inner  joy  and  pride  that  comes  to  one 
who  has  been  gone  for  some  time  and  then 
returns  to  a welcome  such  as  this  one.  On 
many  occasions  in  these  years  since  leaving 
you,  I have  walked  these  corridors  in  fancy 
and  lived  again  those  yesterdays  and  yester- 
years. 

There  are  some  two  hundred  graduates  of 
the  University  of  Nebraska  in  Southern 
Califoimia.  Some  fifteen  of  these  are  daily 
attendants  at  the  Hollywood  Presbyterian 
Hospital.  All  are  proud  of  the  progress 
you  have  made  and  have  wished  me  to  ex- 
tend their  best  regards  to  you.  Through 
them  and  many  of  you,  it  has  been  possible 
to  keep  informed  of  the  gossip,  the  tears, 
the  tragedies,  the  joys  and  accomplishments 
that  are  the  daily  life  of  your  hospital.  Yet, 
I have  missed  most  of  all  the  few  minutes  of 
my  hospital  days  here  when  I had  a chance 
to  exchange  a few  words  with  an  associate 
— those  minutes  were  the  rest  between  the 
heart  beats  of  the  hospital. 

It  is  one  of  the  most  gratifying  and  pleas- 
ant moments  of  my  life  to  have  been  invited 
to  talk  to  you  on  the  occasion  of  Doctor 
Poynter’s  Foundation  Lecture.  It  was  not 
my  good  fortune  to  have  spent  my  student 
days  in  these  pretentious  surroundings  for 
ours  were  spent  at  the  old  medical  college. 
The  spirit  of  that  school  became  the  heritage 
which  is  now  expressed  in  those  more  beau- 
tiful buildings  and  has  continued  unabated 
throughout  the  years. 

Doctor  Poynter  was  a magnificent  gem 
with  many  facets,  each  as  brilliantly  pol- 
ished as  the  other  and  each  interesting  but 
surprising,  bold  yet  kind,  accurate  in  analy- 
sis but  always  challenging.  There  is  not 
one  of  you  here  who  has  not  received  a word 
of  advice  from  him  which  has  remained  with 
you  throughout  your  entire  life.  When  the 
great  decision  was  to  be  made  of  our  remov- 
al to  California,  I asked  Doctor  Poynter  for 
his  counsel.  I told  him  that  too  many 
moves  were  not  considered  good  judgment. 
His  reply  was  immediate  and,  as  always, 
sharp  and  challenging:  “No  move  is  too 
frequent,  if  it  is  upward.” 


WILLIAM  NANCE  ANDERSON.  M.D. 
Formerly  Assistant  Professor  of  Medicine, 
University  of  Nebraska,  and  Later 
Associate  Clinical  Professor  of  Medicine 
at  the  University  of  Southern  California 
Los  Angeles,  California 


To  have  basked  in  the  sunlight  of  this 
wonderful  character  for  so  many  years  has 
greatly  deepened  my  feelings  in  this  appear- 
ance today.  The  old  War  Eagle  is  no  longer 
strong  in  his  flight  but  I like  to  look  up- 
ward and  visualize  him  settled  high  on  a 
crag,  still  admonishing  each  of  us  about 
those  most  valuable  assets  which,  within  our- 
selves, contribute  to  our  happiness  and  suc- 
cess. The  Rest  Between  Heart  Beats  seems 
appropriate  for  the  subject  to  be  discussed, 
because  it  best  illustrates  that  influence 
which  he  exerted  in  the  lives  of  each  of  us. 
He  made  us  stop  and  analyze  ourselves. 

The  heart  muscle,  during  its  powerful 
contraction,  forces  blood  into  every  organ 
and  muscle  of  the  entire  body  save  only  it- 
self. Its  own  nourishment  rushes  in  only 
during  that  short  interval  of  rest  after  each 
beat.  Through  all  of  the  days  and  years 
from  infancy  to  old  age,  it  is  that  pause 
between  each  of  its  contractions  which  keeps 
the  brave  heart  so  eternally  faithful.  Serv- 
ing itself  last  at  the  table,  it  is  the  truest 
example  of  unselfishness  in  all  of  Nature’s 
wonders. 

The  heart  is  the  first  structure  to  be  dif- 
ferentiated in  the  embryo,  the  first  to  be 
born,  and  the  last  to  die.  Its  force  is  an  in- 
visible power  like  Gravity.  When  visiting 
the  Griffith  Observatory  in  Los  Angeles,  I 
was  fascinated  by  the  rhythmic  action  of 
the  Foucault  Pendulum.  As  I watched  it 
swing  back  and  forth  in  its  long  arc,  I mused 
how  like  the  beating  of  the  heart,  the  turn- 
ing of  the  earth,  the  change  of  the  seasons, 
and  the  ebb  and  flow  of  the  tide.  All  are 
rhythmical,  but  there  is  a difference.  Each 
function  of  the  heart  responds  to  its  full 
capacity  and  then  rests.  No  stimulation  or 
power  can  make  it  perform  until  it  has  re- 
stored itself. 

♦Text  of  address  ^ven  at  the  C.  W.  M.  Poynter  Foundation 
banquet,  Omaha,  Nebraska,  April  16,  1959. 
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There  is  no  other  organ  or  structure  in 
the  body  which  seems  to  exhibit  the  ability 
of  rehabilitation  as  great  as  the  heart. 
There  is  hardly  a physician  who  has  not 
seen  one  of  these  cases  so  ill  that  the  only 
consolation  that  could  have  been  offered  the 
loved  ones  was  to  repeat  the  Twenty-Third 
Psalm.  This  same  patient  may  have  '■  re- 
turned from  the  Shadow  of  the  Valley  of 
Death  presently  to  be  of  value  to  his  com- 
munity and  friends. 

The  quietude  and  rest  which  has  been 
imposed  so  long  upon  the  heart  patient  has 
resulted  in  his  improvement  by  the  very 
fact  that  the  physician  in  his  management 
has  been  aided  unconsciously  by  conserva- 
tion of  this  rest  period.  The  expression, 
“Reserve  of  the  Heart”  has  been  used  by 
physicians  for  many  years,  yet  no  instru- 
ment nor  method  has  been  devised  which 
would  afford  information  as  to  how  or 
where  it  is  expressed.  The  Rest  Between 
the  Heart  Beats  seems  to  offer  the  key  to 
this  problem  of  cardiac  reserve. 

It  was  Sir  James  Mackenzie  who  first 
made  use  of  the  words  cardiac  reserve.  His 
contribution  to  cardiology,  “Diseases  of  the 
Heart,”  published  in  1908,  revolutionized 
the  entire  concept  of  heart  disease  and 
brought  order  out  of  chaos.  It  must  never 
be  forgotten  that  Sir  James  was  a general 
practitioner  whose  medical  experience  ex- 
tended through  the  last  two  decades  of  the 
nineteenth  and  continued  through  the  first 
twenty-odd  years  of  the  present  century. 


Early  in  his  practice  a young  lady,  whom 
he  was  attending  in  childbirth,  died  sud- 
denly of  heart  disease.  An  hour  later,  in 
his  office,  Mackenzie  paced  the  floor  seek- 
ing an  answer  to  several  questions : “Would 
this  death  have  occurred  if  I had  obtained 
a better  knowledge  of  heart  disease?”  “Had 
she  really  presented  signs  or  symptoms  be- 
fore delivery  which,  if  I had  discovered, 
would  have  served  as  warnings  of  danger?” 
“What  is  the  eventual  result  of  a certain 
sjTnptom?”  This  last  question  presented  a 
challenge  to  him  for  the  rest  of  his  life. 

One  of  the  most  frequent  signs  he  ob- 
served was  irregularity  of  the  heart.  Yet 
some  who  presented  this  abnormality  seemed 
not  to  be  affected  by  it,  while  others  prompt- 
ly developed  heart  failure.  The  Dudgeon 
Sphygmograph,  or  Pulse  Writer,  had  just 
been  invented.  This  he  procured  and  began 
the  tedious  practice  of  making  records.  Not- 
ing that  the  jugular  veins  also  seemed  to  pul- 
sate he  attached  straws  over  the  veins ; these 
were  held  in  place  by  gum  and  the  tips  were 
thus  allowed  to  be  superimposed  upon  the 
pulse  tracings.  He  carried  this  crude  ap- 
paratus with  him  on  his  calls  and  never 
failed  to  set  it  up  and  take  tracings  when 
any  abormality  was  noted.  He  became  so 
adept  in  its  use  that  he  recounts  he  could 
take  a record  while  the  temperature  was 
being  taken.  Figure  1 is  a reproduction 
of  one  such  record.  It  was  some  years  later 
before  the  Mackenzie  Ink  Polygraph  was 
perfected.  By  this  time  he  had  made  the 
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Figure  1.  Superimposed  venous  and  radial  pulses.  Mackenzie  Ink  Polygraph. 
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proper  interpretations  of  the  various  waves 
which  have  been  studied  by  each  student  of 
physiologTT  since  that  time. 

From  the  experience  thus  gained  he  de- 
scribed and  explained  the  innocence  of  pre- 
mature contractions  and  sinus  arrhythmia. 
He  differentiated  a dangerous  type  of.  ir- 
regularity — dangerous  because  heart  fail- 
ure followed  inevitably  in  its  wake,  frequent- 
ly in  a few  hours,  only  to  disappear  prompt- 
ly with  its  cessation.  This  he  called  “par- 
alysis of  the  auricle,”  a name  now  changed 
to  auricular  fibrillation. 

The  advent  and  rapidity  of  congestive 
failure  was,  he  determined,  in  direct  pro- 
portion to  the  increase  in  rate  and  continu- 
ance of  that  rapidity.  In  other  words,  the 
ventricle  became  exhausted  by  the  increased 
rate,  for  want  of  rest.  He  found,  also,  that 
rates  of  80-90  could  be  well  tolerated  but 
when  the  rate  exceeded  110,  failure  followed. 
He  observed  that  fibrillation  is  highly  sensi- 
tive to  the  influence  of  digitalis  which  will 
not  restore  the  rhythm.  As  soon  as  regu- 
larity is  established  the  sensibility  to  digi- 
talis is  immediately  lost. 

In  exploration  of  the  failure  which  oc- 
curs in  the  regular  heart  he  considered  that 
the  muscle  force  of  the  heart  was  of  two 
kinds:  one  to  maintain  the  body  at  rest; 
and  another,  the  reserve  force,  available  for 
effort.  In  childhood,  for  example,  the  re- 
sponse to  effort  is  small,  for  the  child  stops 
after  running  a few  yards.  In  boyhood  it 
is  much  greater  and  reaches  its  zenith  in 
the  heydey  of  youthful  vigor.  After  that, 
it  slowly  declines  until  the  old  man  reaches 
the  limits  experienced  during  his  childhood. 
In  disease  the  response  to  effort  is  restricted 
in  the  same  manner. 

The  electrocardiograph  did  not  come  into 
use  until  all  of  the  findings  of  Mackenzie 
had  been  recorded.  Under  the  able  investi- 
gation of  Sir  Thomas  Lewis  and  others  on 
the  continent,  all  of  the  findings  of  the 
Master  were  verified  and  further  clarified. 
Figure  2 is  a reproduction  of  an  original 
diagram  by  Sir  Thomas  Lewis.  Here  the 
tracings  of  the  pulsation  of  the  jugular 
vein,  auricle,  aorta,  carotid  pulse,  and  ven- 
tricle are  superimposed  upon  the  electro- 
cardiogram and  the  phonogram  of  the  heart 
sounds.  A similar  chart  has  appeared  in 
every  textbook  on  physiology"  since  that  time. 

In  Figure  3,  a portion  of  the  previous 


graph  has  been  reproduced  and  widened  for 
clarity.  The  waves  of  the  auricle  and  ven- 
tricle have  been  superimposed  upon  the 
electrocardiogram  and  phonogram.  Above 
this,  schematic  drawings  of  events  within 
the  heart  itself  are  depicted.  The  events 
during  the  systole  of  the  heart  are  shown 
from  A-D,  first  to  the  second  sound,  the 
space  from  R-T  in  the  electrocardiogi*am 
and  in  the  diagrams.  A,  B,  and  C. 

The  Rest  Between  the  Heart  Beats  con- 
cerns itself  with  the  events  of  diastole  as 
illustrated  from  D to  E in  the  diagi’ams, 
from  D to  the  succeeding  A in  the  graphs, 
from  the  second  to  the  succeeding  first 
sound  and  from  the  end  of  T to  the  follow- 
ing R in  the  electrocardiogi'am.  During  the 
ventricular  systole  the  blood  from  the  large 
veins  has  been  gradually  filling  the  auricles 
as  shown  in  diagram  D.  After  the  closure 
of  the  simulnar  valves  (D)  there  is  an  in- 
teiwal  of  complete  closure  of  the  ventricle 
similar  to  that  at  the  beginning  of  systole 
(D-E)  in  the  graph.  Soon  thereafter  the 
auriculoventricular  valves  open  and  allow 
the  blood  to  enter  the  ventricles  (E). 

The  coronary  ostia  are  situated  at  vari- 
able sites  at  the  veiy  first  portion  of  the 
aorta.  In  some  instances  they  are  imme- 
diately behind  the  aortic  cusps  and  it  is 
assumed  that  no  blood  could  enter  when  the 
valves  are  open.  Physiologists  now  agi'ee 
that  aortic  pressure  is  the  determining  force 
which  drives  the  blood  through  the  coronary 
circulation,  hence  blood  cannot  flow  through 
any  part  of  the  coronary  system  when  the 
intramuscular  pressure  is  gi’eater  than  that 
of  the  aorta.  Only  the  superficial  areas  of 
the  left  ventricle  and  the  right  ventricle 
have  a pressure  less  than  the  aorta  at  the 
beginning  of  systole  and  these  receive  a part 
of  the  blood  which  is  quickly  dissipated  dur- 
ing the  active  phase  of  systole. 

An  effort  has  been  made  in  the  schemata 
to  show  the  timing  of  the  coronary  circula- 
tion. In  B,  a slight  ring  of  shading  is 
shown  but  as  soon  as  diastole  appears  there 
is  a full  surge  of  blood,  indicated  by  deep- 
ened shading.  It  is  estimated  that  36  times 
more  blood  enters  the  coronary  circulation 
during  diastole  than  during  systole.  Ex- 
periments reveal  that  from  5-10  per  cent 
of  the  total  blood  expelled  by  the  ventricle 
enters  the  coronary  circulation.  From  these 
facts  the  diastolic,  or  rest  phase,  of  the  car- 
diac cycle  gains  added  importance. 
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or  relaxation  of  myocardium  during  phases  of  systole  and  diastole.  Compare  with 
actual  events  as  shown  by  superimposed  curves  (below). 


Figure  4 was  constructed  from  the  study 
of  hundreds  of  electrograms  and  arranged 
in  increments  of  ten  beats  from  rates  of  40 
to  200.  The  squares  represent  0.04  sec- 
onds of  electrocardiogram.  The  time  inter- 
vals of  systole  are  measured  from  R to  T 
of  the  gram,  those  of  the  diastole  T to  the 
succeeding  R.  At  rates  of  40-50  the  systole 
measures  0.44  seconds  or  approximately  40 
per  cent  the  length  of  diastole,  1.12  sec. 
As  the  rate  increases  the  time  of  systole  va- 
ries much  less  than  that  of  diastole  as  is 
easily  seen.  In  other  words  over  78  per  cent 
of  the  reduced  increment  is  at  the  expense 
of  diastole,  during  the  rest  period  between 
its  beats  and  at  the  time  of  coronary  filling. 


In  the  experimental  laboratory  it  has  been 
found  that  if  the  mean  pressure  is  main- 
tained, the  increase  in  rate  does  not  influ- 
ence the  coronary  flow.  But  there  are  other 
influences  in  the  human  subject,  intra-  and 
extra-cardiac,  physical  or  emotional,  which 
can  easily  change  this  mean  pressure.  It 
is  well  known  that  rapid  tacchycardias,  if 
regular,  can  be  well  tolerated  during  the 
first  two  or  three  decades  of  life,  but  the 
older  the  individual  the  more  likely  are  signs 
and  symptoms  to  a p p e a r.  Evidence  of 
ischemia  in  the  electrocardiogram  is  fre- 
quently present,  and  symptoms  of  breath- 
lessness, weakness,  or  chest  pain  are  experi- 
enced by  the  patient.  All  indicate  a diminu- 
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Figure  4.  Variation  of  comparative  lengths  of  systole  and  diastole  with  heart  rates  from  40  to  200. 


tion  of  coronary  flow  and  are  evidences  of 
early  exhaustion  of  cardiac  reserve.  The 
exercise  test,  which  was  imposed  upon  each 
recruit  during  the  War,  and  more  recently 
the  Master  T\vo  Step  Test,  are  designed  to 
determine  the  same  factors  of  coronary 
flow. 

During  the  first  two  decades  of  the  pres- 
ent centuiy  heart  cases  as  seen  by  the  physi- 
cian were  nearly  all  in  the  stage  of  frank 
congestive  failure,  and  the  etiology  and 
treatment  were  chaotic  and  disappointing. 
Gradually,  the  infonnation  presented  by 
Mackenzie  was  recognized,  and  it  was 
found,  as  he  said,  that  either  the  condition 
began  as  a result  of  fibrillation  or  of  an 
undue  effort.  Auricular  fibrillation  is  so 
fleeting  in  some  instances  that  the  question 
always  arises  whether  or  not  the  first  evi- 
dence of  congestive  failure  did  not  actually 
begin  in  that  way  and,  by  the  time  the  pa- 
tient was  seen  by  the  physician,  regularity 
was  again  established.  A few  years  later 
the  electrocardiograph  established  the  role 
of  the  coronaiy  circulation  as  a potent  fac- 
tor in  maintenance  of  cardiac  reserve. 

Fatigue,  shortness  of  breath,  and  chest 
pang  are  the  symptoms  which  herald  the 
approach  of  heart  failure  in  its  various 
forms.  Of  these,  fatigue  seems  to  be  the 


truest  common  denominator.  It  is  the 
first  to  appear  and  last  to  disappear.  In- 
deed, the  heart  reserve  is  not  back  to  its 
normal  until  the  patient,  within  himself,  no 
longer  experiences  fatigue.  One  does  not 
refer  to  the  fatigue  of  the  day’s  work  for 
which  retirement  and  sleep  affords  a happy 
relief.  Circulatory  fatigue  becomes  a little 
greater  each  day  and  appears  after  an  ac- 
tivity which  yesterday  or  a short  time  be- 
fore gave  no  such  reaction.  It  frequently 
is  more  precipitous,  requiring  immediate  re- 
lief and  rest,  and  may  be  exaggerated  to  the 
place  where  one  is  felled  as  by  an  invisible 
force. 

Shortness  of  breath  is  a common-place 
experience  to  anyone,  but  when  breathless- 
ness fails  to  disappear  promptly  or  when  it 
arises  after  exertions  which  produced  no 
such  reaction  when  a similar  effort  was  in- 
dulged previously,  then  it  has  a significance, 
particularly  if  the  distress  appears  after 
less  and  less  effort. 

Chest  Pang  is  here  used  instead  of  the 
word  pain,  because  it  is  more  inclusive  of 
the  varied  discomforts  which  are  experi- 
enced by  the  heart  patient.  The  sensation 
varies  from  a vague  heaviness  to  an  excru- 
ciating pain  or  is  accompanied  by  a sense  of 
constriction  hence  is  confused  with  a sense 
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of  shortness  of  breath.  There  are  many 
types  of  chest  pain  which  have  no  relation 
to  the  heart  and  result  from  changes  in 
the  other  structures  within  the  chest, — 
pleura,  intercostal  muscles  and  nerves, 
esophagus  or  mediastinum.  Careful  evalua- 
tion is  required  to  differentiate  the  distress 
of  heart  disease  from  the  others.  In  general 
they  should  be  analyzed  according  to  dura- 
tion, location,  radiation  and  the  subjective 
description  of  type,  severity,  and  particular- 
ly their  relation  to  position,  activity,  and 
stress. 

Sharp  momentary  stabs,  usually  in  the  left 
chest,  although  startling,  are  of  no  signifi- 
cance. The  patient  who  harbors  an  enlarged 
heart  will  frequently  complain  of  a “fa- 
tigue” of  the  chest  or  a “soreness”  at  or 
near  the  nipple.  This  is  probably  due  to 
the  strong  systole  at  a localized  place.  The 
presence  of  a pericarditis  produces  an  acute, 
diffuse,  superficial  soreness.  All  other 
types  of  pain  derived  from  the  chest  con- 
tents other  than  the  heart  are  referred  to 
the  sides  of  the  chest  or  the  back. 

Anginoid  pain  or  pang  of  coronary  disease 
is  neither  momentary  nor  persistent.  It 
may  last  from  a few  minutes  to  a few  hours. 
The  longer  the  duration  of  the  pain  the  more 
the  evidences  of  occlusion  are  present.  The 
distress,  of  whatever  severity,  is  in  the 
midline  from  the  navel  to  the  teeth  but  par- 
ticularly in  the  upper  chest.  From  this  area 
it  may  radiate  to  both  arms,  more  often  the 
left,  upward  into  the  lower  neck,  lower 
teeth  or  mastoid  area.  When  once  it  has  ex- 
pressed itself,  it  follows  a similar  pattern  in 
the  same  individual.  It  may  begin  at  the 
periphery  and  extend  to  the  mid-chest.  Not 
infrequently  the  heaviness  of  the  arms,  the 
choking  in  the  throat,  or  the  pain  of  the  ear 
or  lower  teeth  fortell  the  advent  of  the  ex- 
haustion of  reserve. 

By  applying  the  principles  of  the  viscero- 
sensory and  visceromotor  reflexes  one  is  best 
able  to  explain  and  differentiate  the  various 
complaints  described  by  the  patient.  Just  as 
the  surgeon  has  learned  to  recognize  ap- 
pendicitis by  the  muscle  spasm  and  location 
of  pain  so  can  the  cardiologist  appreciate 
the  spasm  of  the  intercostal  muscles  and  lo- 
cation of  pain  of  the  various  conditions  with- 
in the  chest. 

These  areas  of  hyperesthesia  are  easily 
and  accurately  outlined  by  stroking  with  a 
pin  from  an  area  at  a distance  from  the 


point  of  complaint,  toward  that  area,  asking 
the  patient  to  designate  at  once  when  the 
stroke  feels  as  though  the  operator  were 
stroking  harder.  The  operator  must  at  the 
same  time  close  his  eyes  so  that  he  does  not 
unconciously  impose  his  own  preconceived 
explanation  into  the  examination.  Figure  5 
illustrates  these  various  Head’s  Zones  of  hy- 
peresthesia. 

If  the  pain  is  due  to  a condition  of  the 
superficies  or  torso,  then  the  area  of  hyper- 
esthesia adheres  to  somatic  segments.  But, 
when  a result  of  visceral  disease,  there  is  no 
such  regularity  and  each  assumes  a unique 
and  individual  pattern.  That  produced  by 
the  anginoid  syndrome  assumes  the  shape  of 
a chemical  retort.  The  body  of  the  retort 
envelopes  the  precordium  from  the  midline 
to  the  shoulder  with  the  stem  extending  up- 
on the  inner  surface  of  the  arm,  usually 
the  left,  and  may  extend  to  the  ring  and 
little  fingers.  In  my  experience,  this  pat- 
tern is  almost  proof  positive  of  coronary  in- 
sufficiency and,  if  absent,  such  a diagnosis 
must  be  held  in  abeyance.  Occasionally,  off- 
shoots from  this  basic  pattern  may  extend  to 
the  neck  or  throat. 

Heart  disease  has  become  the  archenemy 
of  life.  There  is  a great  chasm  toward 
which  all  are  traveling.  It  begins  as  a nar- 
row ravine  over  which  one  could  easily  step. 
There  is  but  a trickle  of  water  but  as  it 
progresses  down  the  mountain  side  the  walls 
become  more  precipitous  and  the  stream  be- 
comes a turbulent  river  of  cold  water. 

As  approach  is  made  there  are  some  rush- 
ing, pell-mell,  and  you  have  seen  them  tum- 
ble down  the  precipitous  walls  into  the  icy 
water.  You  well  remember  the  cold  hands 
and  legs  and  the  feeble  response.  It  had 
been  a tremendous  battle  to  rescue  them,  and 
some  never  reached  the  other  bank.  The  op- 
posite wall  is  slightly  more  inclined  but  by 
great  effort  and  slow  progress  ascent  seems 
assured  only  to  strike  a loose  stone  and  fall 
back  again.  There  are  others  who  have  fall- 
en into  the  abyss  further  upstream  and 
have  been  fortunate  that  they  have  reached 
the  other  shore  with  less  effort.  Their  as- 
cent is  assured. 

It  seems  impossible  that  this  cataclysm 
could  have  happened  to  these  unfortunate 
ones  without  there  being  some  previous 
sign  or  experience  whereby  they  might  have 
been  warned  of  the  danger  ahead.  When 
they  have  had  time  to  review  their  experi- 
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Figure  5.  Head's  Zones  of  hyperesthesia:  (1),  diaphragmatic  pleurisy:  (2),  an- 
ginoid  pain;  (3),  intercostal  neuralgia:  (4),  peptic  ulcer;  (5),  gallbladder;  (6),  ap- 
pendicitis; (7)  renal  colic;  (8),  pelvic  inflammation. 


ence,  there  seems  to  be  a common  denomin- 
ator which  can  be  elicited  in  almost  every 
case  — Fatigue,  Breathlessness,  Chest  Pang. 
They  had  a job  to  do,  a responsibility  to  ful- 
fill, and  each  drove  through  the  red  light 
and  failed  to  recognize  the  pause  which  was 
theirs  to  enjoy. 

Although  it  has  been  a battle  to  restore 
these  patients,  there  has  been  one  ally  which 
has  steadfastly  aided  in  that  rehabilitation, 
the  Rest  Between  the  Heart  Beats.  When 
the  objective  evidences  of  disease  have  dis- 
appeared and  the  electrocardiogram  has  re- 
turned to  normal,  the  fatigue  persists  and 
shortness  of  breath  and  chest  pang  recur 
upon  certain  efforts  of  strain.  It  is  at  this 
time  that  the  physician  must  pull  his  chair 


to  the  bedside  of  the  patient  and  explain  the 
way  ahead.  Left  to  himself,  the  patient 
must  learn  to  assess  his  daily  needs  and  must 
of  necessity  be  familiar  with  the  problems 
which  are  to  confront  him. 

Throughout  Nature,  living  things  adjust 
themselves  to  their  environment.  The  cause 
of  every  need  finds  a remedy  in  the  satisfac- 
tion of  that  need.  For  example,  an  infection 
immediately  produces  antibodies  for  its  re- 
lief. Men  can  adapt  themselves  to  great 
heat  or  to  extreme  cold  yet  the  temperature 
of  the  body  does  not  change.  The  heat  pro- 
duced by  maximal  effort,  continued  for 
twenty  minutes,  would  be  so  great  that,  if  it 
were  not  properly  dissipated,  it  would  co- 
agulate albumen  like  boiling  an  egg.  It  is 
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well  known  that  when  adequate  cooling  fails 
in  an  automobile,  the  engine  becomes  so  hot 
that  its  power  is  exhausted.  Many  of  those 
who  have  experienced  coronary  pain  de- 
scribe the  sensation  as  “a  red  hot  poker  in 
the  chest.”  One  wonders  if  there  could  not 
have  been  a failure  of  proper  cooling  or  dis- 
sipation of  heat  whereby  the  intima  of  the 
coronaries  or  myocardium  had  received  an 
initial  searing. 

Persons  afflicted  with  disease  live  in  a 
zone  of  what  one  might  call  “Clinical  Equili- 
brium.” The  diabetic  eventually  arrives  at 
a place  where  his  chemistry  seems  to  remain 
in  balance.  The  individual  of  advanced 
age  seems  remarkably  well  because  he  has 
learned  to  adjust  himself  to  his  shortcom- 
ings whatever  they  may  be.  The  heart  case 
must  learn  to  adjust  his  life  to  his  new  car- 
diac restrictions  and  he  too  will  enjoy  this 
equilibrium.  But  let  some  incident  occur,  be 
it  an  accident,  an  infection,  an  emotional 
strain,  or  an  undue  physical  effort  and  im- 
mediately the  balance  is  lost  and  the  result 
may  prove  disastrous. 

Great  strides  have  been  made  in  the  last 
fifty  years  as  a result  of  investigations  into 
the  cause  and  treatment  of  heart  disease, 
and  all  of  us  gladly  contribute  to  that  effort. 
The  control  and  avoidance  of  the  disasters 
of  heart  disease  will  be  found  in  the  appre- 
ciation of  the  first  symptoms,  their  proper 
interpretation,  and  by  instruction  in  a new 
way  of  life. 

Fatigue  is  the  first  symptom  to  appear 
and  the  last  to  disappear,  particularly  in 
coronary  heart  disease,  and  its  presence  or 


persistence  are  guiding  principles  of  diag- 
nosis and  care.  The  physician  has  a greater 
responsibility  in  management  of  the  mild 
case  of  coronary  insufficiency  than  of  the 
severe  case.  In  the  one,  the  patient  may  be 
restored  to  almost  complete  life ; in  the  other 
to  a restricted  activity.  Let  us  go  back  upon 
the  mesa  and  find  the  ones  hurrying  in  spite 
of  their  fatigue  and  guide  them  to  the  top 
of  the  abyss  that  they  may  step  over  the 
stream  before  they  fall  headlong  down  the 
precipitous  bank. 

Let  us  learn  from  the  life  of  our  beloved 
Doctor  Poynter  a way  of  living  in  Humility, 
Tranquility,  and  Equanimity.  The  humble 
man  recognizes  his  indebtedness  to  all  others 
and  releases  himself  to  repay,  to  serve,  and 
to  help.  Tranquility  requires  that  one  re- 
main quiet,  undisturbed,  cool  and  collected. 
Thus,  at  all  times  is  one  able  to  meet  an 
emergency  or  prepare  in  advance  for  a 
crisis.  Equanimity  is  that  attitude  so  beau- 
tifully described  by  Osier  in  his  immortal 
Equanimitas.  One  of  his  personal  ideas  was 
to  cultivate  such  a measure  of  Equanimity 
that  “he  might  bear  success  with  humility, 
affection  with  pride  and  be  prepared  to  meet 
sorrow  and  grief  with  the  courage  befitting 
a man.” 

Humility,  Tranquility,  Equanimity  — 
these,  my  friends,  are  the  ideals  which  con- 
stitute the  heritage  which  have  been  left  to 
us  by  Doctor  Poynter.  They  are  the  legacies 
for  the  Peace  of  the  Soul,  the  Rest  Between 
the  Heart  Beats  of  Life. 

NOTE : Facilities  for  this  paper  represents  one  of  the 

services  of  the  Heart  Station  of  the  Hollywood  Presbyterian 
Hospital,  Hollywood.  California. 


NATIVE  LANGUAGE  PRAYER 

In  one  of  the  native  languages  of  Australia,  the  Lord’s  Prayer 
reads  as  follows: 

“Our  father  on  top  sky.  'Ihy  name  is  feared.  Thou  are  our 
boss.  Men  - women  will  listen  to  Thee  this  place  earth  as  the  good 
souls  of  men  - women  listen  to  Thee  on  top  sky.  Give  us  tucker 
till  the  sun  goes  down.  We  did  wrong;  make  us  good.  Watch  us 
against  the  bad  place.  Thy  hands  are  stretched  out  to  guard  us 
from  bad.” 
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SURGICAL 

Treatment  of  Bullous  Emphysema 


THE  POOR  RISK  PATIENT 

Expanding  air-containing  cys- 
tic spaces  within  the  lung  fre- 
quently serve  as  a real  chal- 
lenge to  the  clinician.  These  cysts  may  be 
either  developmental  or  acquired,  but  all 
have  the  tendency  to  enlarge  and  compro- 
mise pulmonary  function.  This  paper  will 
deal  with  that  group,  commonly  referred  to 
as  blebs  and  bullae  and  infers,  at  least  to 
some  degree,  a degenerative  pathological 
process  of  the  lung  parenchyma.  An  em- 
physematous bleb,  by  strict  definition,  per- 
tains to  an  air  filled  space  just  beneath  the 
visceral  pleura,  caused  by  the  rupture  of 
one  or  more  alveoli.  A bleb  is  not  usually 
associated  with  vesicular  emphysema.  Such 
blebs  seldom  become  infected,  but  are,  how- 
ever, the  most  common  cause  of  spontaneous 
pneumothorax.  Air  becomes  trapped  by  a 
ball-valve  mechanism  and  some  blebs  may  at- 
tain a large  size  and  seriously  compromise 
respiration. 

Emphysematous  bullae  are  air  spaces 
within  the  lung  substance,  secondary  to  the 
breaking  down  of  interalveolar  septa  and 
the  end  result  of  severe  vesicular  emphy- 
sema. The  present  day  concept  of  the  patho- 
genesis of  bullous  emphysema,  although  by 
no  means  clear,  is  similar  to  that  of  Laen- 
nec.  The  lungs  are  large,  inelastic  and  do 
not  readily  collapse  when  removed  from  the 
thorax.  There  is  evidence  of  breakdown  of 
septa  into  smaller  and  larger  bullae.  It  long 
has  been  suggested  that  some  ball-valve 
mechanism  exists,  and  excess  secretions, 
edema  or  bronchiolar  spasm  can  be  demon- 
strated in  the  vast  majority  of  cases.  Loss 
of  pulmonary  elasticity  is  always  noted, 
\vhether  it  be  primary  or  secondary  to  over 
inflation.  Head^  points  out  that  there  is 
reason  to  suspect  that  the  collateral  chan- 
nels between  segments  and  lobules  may  serve 
as  routes  by  which  air  can  be  forced  into 
these  areas  during  expiratory  effort.  This 
may  occur  in  the  presence  of  complete  ob- 
struction of  the  main  bronchus  to  the  lobule 
or  segment  concerned.  It  would  appear  then 
that  one  or  both  of  the  two  mechanisms  re- 
ferred to  is  the  best  explanation,  within  the 
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framework  of  our  present  knowledge,  for  the 
pathogenesis  of  bullous  emphysema. 

It  is  the  purpose  of  this  paper  to  outline 
a surgical  technique  which  is  applicable  to 
the  poor  risk  patient,  who  would  not  or- 
dinarily be  subjected  to  general  anesthesia 
or  a major  thoracic  procedure.  This  oper- 
ative procedure  is  not  recommended  for  the 
good  risk  patient,  who  is  more  ideally  treat- 
ed by  thoracotomy  and  extirpation  of  the 
cystic  lesion  with  most  gratifying  results. 

Treatment 

Large  blebs  and  bullae  can  be  satisfactor- 
ily treated  by  operative  means  in  the  sickest 
patient.  The  procedure  recommended  is  a 
minor  one,  which  can  readily  be  accom- 
plished under  local  anesthesia.  The  bleb  or 
bulla  is  first  localized  by  X-ray  examination 
and  a point  closest  to  the  lesion  is  chosen  for 
the  surgical  approach.  The  area  of  the  ap- 
propriate intercostal  space  is  adequately  in- 
filtrated with  one  per  cent  Novocaine.  A 
short'  incision  is  made  over,  and  parallel  to, 
the  intercostal  space  chosen.  The  incision 
is  carried  to  the  parietal  pleura,  and,  if 
pleural  symphysis  has  not  occurred,  as  may 
be  noted  by  the  visible  gliding  pleural  sur- 
faces on  respiratory  effoiT,  an  iodoform 
pack  is  left  in  place  for  about  five  or  six 
days  (figure  1).  The  irritation  of  the  iodo- 
form gauze  is  sufficient  to  set  up  an  in- 
flammatory reaction  capable  of  producing 
the  desired  symphysis  of  the  two  pleural 
surfaces.  The  wound  is  then  re-opened,  un- 
der local  Novocaine  anesthesia,  and  a Foley 
catheter  is  inserted  through  a large  trocar 
(figure  2).  The  wound  is  tightly  closed 
about  the  catheter  and  its  end  placed  in  a 
sterile  test  tube  strapped  to  the  patient’s 
thorax  (figure  3).  The  free  egress  of  air 
combined  with  the  respiratory  movement 
will  graduallj^  bring  about  collapse  of  the 
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Fig.  1 


Fig.  2 


Fig.  3 


cyst;  however,  this  can  be  hastened  by  the 
use  of  low  grade  suction,  applied  to  the  in- 
tracavitary catheter,  for  the  first  few  days. 
The  catheter  must  remain  in  place  until  the 
bronchocavitary  fistula  closes.  This  period 
of  time  is  variable  and  unpredictable;  how- 
ever, it  usually  does  not  exceed  eight  weeks. 
Closure  occurs  when  granulation  tissue,  sec- 
ondary to  the  presence  of  the  catheter,  ob- 
structs the  bronchial  communication.  Oc- 
casionally, the  space  becomes  secondarily 
infected,  but  this  is  not  a serious  situation 
and  usually  requires  no  more  than  the  ap- 
propriate antibiotic.  The  patient,  except  for 
the  first  few  days,  may  be  treated  in  most 
instances,  as  an  outpatient. 


Discussion 

One  might  question  the  rationale  of  sur- 
gical treatment  of  bullous  emphysema  in  the 
severely  dyspneic  patient  in  view  of  ad- 
vanced pulmonary  disease.  In  a closer  study 
of  this  disease,  it  becomes  apparent  that,  in 
most  instances,  not  all  areas  within  the  lung 
are  involved.  In  those  cases  where  the  dis- 
ease appears  to  be  quite  generalized,  it  is 
noted  that  some  areas  are  more  involved 
than  others.  It  then  becomes  apparent  that 
the  large  blebs  and  bullae  are  actually  com- 
pressing pulmonary  tissue  which  is  capable 
of  function.  It  is,  therefore,  appropriate  to 
consider  all  cases  of  pulmonary  insuffi- 


Fig.  4a  Fig.  4b 
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Fig.  5a  Fig.  5b 


ciency,  caused  in  part  or  in  whole  by  cystic 
changes.  The  good  risk  patients  are  best 
treated  by  thoracotomy,  while  the  poor  risk 
patients  are  best  treated  by  the  technique 
described  above. 

The  intracavitary  drainage  technique  re- 
feiTed  to  was  first  used  by  Monaldi  for  the 
closure  of  large  tuberculous  cavities  but, 
later,  abandoned  in  view  of  the  fistulous 
openings  which  failed  to  close  in  the  pres- 
ence of  tuberculous  disease.  Head^  was  the 
first  to  apply  the  Monaldi  technique  to 
bullous  emphysema.  Jensen®  later  treated 
a substantial  series  of  cases  with  most 
gratifying  results. 

The  author  has  had  personal  experience 
with  eight  cases,  each  of  which  required  one 
or  more  procedures.  All  cases  were  consid- 
ered poor  risks  for  general  anesthesia  and 
for  thoracotomy.  Observation  of  these 
cases  for  periods  up  to  four  years  shows 
marked  improvement  in  pulmonary  function 
in  each  instance;  although  there  is  some 
limitation,  each  has  been  able  to  return  to 
his  former  activity.  Figures  4 and  5,  are 


representative  films  of  two  cases  showing 
the  lungs  before  and  after  treatment.  Case 
in  figure  5 was  treated  on  left  only. 

Conclusions 

1.  Pulmonary  cystic  disease  compromis- 
ing respiration  is  amenable  to  surgical 
therapy. 

2.  Extirpation  of  cysts  by  thoracotomy 
is  recommended  for  the  good  risk  pa- 
tient. 

3.  Monaldi  drainage  is  recommended  for 
the  poor  risk  patient.  It  is  an  effec- 
tive minor  procedure  which  can  be 
performed  on  the  sickest  patient. 

4.  Eight  cases  have  been  successfully 
' treated  by  this  method. 
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“Pheochromocytoma,  the  chromaffin  cell  tumor  of  the  adrenal 
cortex,  should  be  considered  in  all  cases  of  hypeilension.  The  result 
of  its  removal,  before  irreversible  cardiovascular  damage  is  caused, 
is  dramatic  and  life-sartng.”  (Editorial,  J.A.M.A.  143:183,  May 
13,  1950). 
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Q Fever  Studies 

IN  FAMILIES  of  the 

OMAHA-DOUGLAS  COUNTY  MILKSHED 


The  present  study  of  Q fever  is  a logical  se- 
quence to  two  previous  studies  made  by  Mclntire 
and  her  associates,  the  results  of  which  have 
been  reported  in  this  Journal  (see  References). 
The  first  was  an  investigation  of  a group  of  pack- 
inghouse workers;  the  second,  beef  and  dairy 
herds  in  the  Omaha  milkshed.  The  present  paper 
deals  with  20  families  (62  people)  whose  herds 
were  found  0-fever-positive,  10  families  (34  peo- 
ple) whose  herds  were  negative,  and  4 milk  sani- 
tarians. It  is  interesting  that  only  a small  per- 
centage of  positives  was  found  but  perhaps  sig- 
nificant that  these  were  from  families  whose 
herds  were  0-fever-positive. 

—EDITOR 


IN  Nebraska  the  study  of  Q 
fever  began  in  1957,  with  a 
serological  suiwey  of  packing 
house  workers.^  The  results  showed  4.7  per 
cent  positive  findings  in  235  sera-samples 
studied.  In  1958,  Mclntire,  Sueper  and 
Youngstrom  surveyed  655  bulk  milk  samples 
for  the  presence  of  Coxiella  burnetii  anti- 
bodies.2  The  results  showed  10.4  per  cent 
positive.  The  next  logical  study  to  be  done 
was  a survey  of  families  associated  with 
herds  positive  for  Q fever  antibodies.  This 
survey  constitutes  part  of  the  present  report. 

In  the  past,  Coxiella  burnetii  has  been 
most  extensively  studied  in  cattle,  though 
sheep,  goats,  rodents,  dogs,  mice,  guinea 
pigs,  porcupines,  chipmunks,  squirrels,  rab- 
bits, sparrows,  pigeons,  and  parakeets  have 
all  been  shown  to  be  susceptible  to  infec- 
tion.® 

Infected  cattle  show  no  symptoms  of  dis- 
ease, although  Tjalma’s  work  cites  a Rus- 
sian report  to  the  contrary."*  Male  cattle  and 
calves  rarely,  if  ever,  show  evidence  of  Coxi- 
ella bu7'netii  antibodies.  Only  mature  fe- 
male cattle  seem  susceptible  to  infection,  and 
the  invading  organism  flourishes  in  the  gen- 
ital tract  of  these  animals.  Presence  of 
antibodies  in  a male  animal  should  lead  the 
investigator  to  a suspicion  of  hermaphrod- 
ism  as  the  reason  for  the  discrepancy.®  One 
infected  animal  brought  into  a clean  herd 
will  infect  40  per  cent  of  the  herd  within  six 
months.®  For  reasons  not  yet  understood, 
the  remaining  60  per  cent  of  the  animals 
will  never  show  infection.  Transmission 
from  one  animal  to  another  is  believed  to  be 
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commonly  caused  by  inhalation  or  ingestion 
of  contaminated  dust  or  debris,  particularly 
placental  material,  a very  rich  medium.  Ini- 
tial infection  by  a tick,  the  natural  arthro- 
pod host  of  Coxiella  burnetii,  seems  to  be  a 
rarely  proven  transmission  pathway  in  most 
studies. 

Transmission  of  the  organism  from  cattle 
to  man  can  occur  by  several  well-known 
routes.  Inhalation  of  contaminated  dust  is 
probably  the  most  common  portal  of  enti*y. 
Handling  of  infected  material  and  drinking 
raw  milk  constitute  less  frequent  pathways 
of  infection.  A recent  study"^  reveals  that 
raw  milk  must  be  pasteurized  by  the  “flash 
method”  (161°  F.  for  15  seconds)  to  elim- 
inate contamination  by  Coxiella  buryietii. 

The  causative  agent  for  Q fever  is  a mem- 
ber of  the  Rickettsiaceae  family.  It  is  a 
gram-negative,  pleomorphic,  coccobacillary, 
aerobic,  intracellular  and  extracellular  or- 
ganism. Like  bacteria,  it  is  large  enough  to 
be  seen  with  the  ordinary  microscope  but, 
like  a virus,  it  is  dependent  on  the  enzymes 
of  its  host’s  cells  for  survival.  The  electron 
microscope  reveals  a cell  with  a limiting 
membrane  and  heterogeneous  inner  proto- 
plasm. Within  the  cytoplasm  are  the  anti- 
genic materials  responsible  for  typical  anti- 
body responses  that  occur. 

Though  the  morphological  and  cultural 
properties  of  Coxiella  brnmetii  resemble  oth- 
er rickettsiae,  the  organism  differs  in  three 
essential  characteristics:  It  readily  passes 
through  Berkefeld  N and  W filters  — a feat 
not  possible  for  even  small  rickettsiae;  a 
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negative  Weil-Felix  reaction  is  observable; 
the  organism  is  extremely  resistant  to 
desiccation  and  can  sui’\dve  for  long  periods 
of  time  without  an  arthropod  vector. 

An  infected  human  being  undergoes  an 
incubation  period  of  about  two  weeks.  The 
onset  of  illness  is  sudden.  The  acutely  ill 
patient  commonly  shows  the  following  signs 
and  sjuriptoms:  High  spiking  temperature 
of  39°  C.  (102.2°  F.)  and  higher,  usually  in 
the  course  of  one  day;  shivering  or  rigor; 
drenching  sweat;  severe,  persistent  frontal 
headache  with  photophobia;  pulse  lagging 
behind  the  temperature;  generalized  myal- 
gia; malaise  and  anorexia;  chest  pain  and 
mild,  dry  cough.  Rather  outstanding  are 
the  lung  X-ray  findings  of  lesions,  multiple 
or  single,  with  a “ground  glass”  appearance, 
generally  located  in  the  lower  lobes  and  more 
commonly  on  the  left  side.®  In  addition  to 
the  above  findings,  some  patients  exhibit 
splenomegaly;  hepatocellular  damage  with 
jaundice;  severe  meningeal  involvement, 
which  has  lead  to  the  term  “meningeal 
form”  of  Q fever.  Classically  a typical 
rash  is  absent,  and  thus  the  disease  differs 
clinically  from  other  rickettsioses.  The  ex- 
planation for  this  phenomenon  is  not  clear 
since  Q fever  must  be  considered  a systemic 
disease  with  involvement  of  all  vessels,  espe- 
cially small  arterioles  and  capillaries. 

Subclinical  forms  of  the  disease  seem  to 
occur  more  commonly  in  children.  Chronic 
cases  have  been  reported.  Fatalities  are 
rare. 

Macroscopic  examination  of  tissues  invad- 
ed by  Coxiella  burnetii  reveals  no  character- 
istic findings.  But  microscopic  examination 
shows  diffuse  involvement  of  blood  vessels, 
especially  arterioles  and  capillaries.  Rob- 
bins® states  that  “the  widespread  angiitis 
and  occasional  fibrinoid  degeneration  are 
strongly  reminiscent  of  the  changes  en- 
countered in  such  presumed  hypersensitive 
states  as  lupus  erythematosis  and  polyarter- 
itis nodosa.” 

Diagnosis  of  an  acute  infection  is  made 
by  isolation  of  the  organism  from  the  blood 
during  a febrile  phase  or  by  rising  antibody 
titer  detection  during  the  convalescent  stage. 
In  90  per  cent  of  cases,  antibody  detection 
is  possible  at  least  four  weeks  after  onset  of 
the  clinical  picture,  and  many  times  after 
only  nine  days.^“  Two  tests  are  now  avail- 
able for  antibody  study.  One  is  the  older 
complement-fixation  procedure  and  the  oth- 


er is  the  newer  Q fever  capillary  agglutina- 
tion test  (CAT)  devised  by  Luoto.^^  This 
latter  test  has  all  the  advantages  of  simpli- 
city, speed  and  specificity. 

Differential  diagnosis  depends  on  the  ob- 
seiwable  clinical  picture.  Pneumonitis  must 
be  differentiated  from  atypical  pneumonia, 
virus  influenza,  psitticosis,  histoplasmosis 
and  coccidioidomycosis.  The  unpredictable 
temperature  patterns,  sweats  and  chills  sim- 
ulate brucellosis.  Relative  bradycardia 
makes  one  consider  typhoid  fever.  Spleno- 
megaly and  jaundice  should  exclude  in- 
fectious mononucleosis,  viral  hepatitis,  yel- 
low fever,  leptospirosis  and  amebiasis.^®- 
Meningeal  forms  resemble  other  meningi- 
tides  in  signs  and  symptoms. 

The  purpose  of  this  study  is,  first,  to  test 
for  Coxiella  hui'netii  antibodies  in  members 
of  families  associated  with  dairy  herds 
found  positive  for  Q fever  by  milk  sampling 
in  1958 ; second,  to  test  sera  of  female  cattle 
from  central  and  western  Nebraska.  These 
cattle-sera  were  obtained  from  the  Brucel- 
losis testing  program  at  the  Nebraska  State 
Agricultural  Laboratory. 

Methods  and  Materials 

One  hundred  blood  samples  were  used  in 
this  study.  The  samples  were  voluntarily 
given  by  members  of  thirty  families  and 
four  milk  sanitarians  who  routinely  inspect 
the  dairy  farms.  Of  the  thirty  farms  visit- 
ed, twenty  were  Q fever  positive  in  1958,  by 
bulk  milk  sampling.  The  other  ten  fanns 
were  negative  in  1958  and  chosen  at  ran- 
dom. 


TABLE  1 


ORIGIN  OF  SERA  SAMPLES 


Origrin 

No. 

Farms 

Visited 

No.  Blood 
Samples 
Obtained 

Farms  Q-Fever-Positive  in 
1958  by  milk  samples  tests_ 

_ 20 

62 

Farms  Q-Fever-Neg-ative  in 
1958  by  milk  samples  tests_ 

_ 10 

34 

Milk  Sanitarians 

0 

4 

Total 

30 

100 

The  twenty  positive  farms  had,  in  1958, 
milk  samples  positive  for  Coxiella  burnetii 
in  titers  ranging  from  1 :4  to  1 :256. 

Dilution  1:4  1:16  1:64  1:256 

No.  FaiTns 8 9 12 

The  farms  visited  were  distributed  in 


310 


Nebraska  S.  M.  J. 


eight  counties  which  constitute  53  per  cent 
of  the  fifteen  counties  with  herds  known  to 
be  positive  for  Q fever  in  1958. 

A questionnaire  was  used  for  each  indi- 
vidual volunteering  blood.  Particular  in- 
formation was  requested  about  histoiy  of 
pneumonia,  influenza,  or  multiple  colds. 


TABLE  2 

100  INDIVIDUAL  HISTORIES 


No.  People 

Question.s  Asked  Affirming 

1.  Pneumonia  with  Hospitalization 6 

2.  Pneumonia  without  Hospitalization 20 

3.  Flu  History  with  Hospitalization 2 

4.  Flu  History  Without  Hospitalization 00 

5.  Raw  Milk  Drinkers  90 


TABLE  3 


HERD  HISTORY 

OF  TWENTY 

POSITIVE 

FARMS 

Geographic  Location  of 
Cattle  Added  to  Present 

No.  of 

Per  Cent 

Herd  in  Last  Three  Years 

Farms 

of  Total 

Wisconsin 

. 2 

10 

Minnesota 

- _ 4 

20 

Iowa  _ 

4 

20 

Indiana  _ 

1 

5 

Local 

_ 9 

45 

(Three  farnis  had  sheep  on  the  premises  and 
one  farm  had  goats). 


Raw  milk  drinking  habits  were  inquired 
about.  Information  as  to  presence  of  sheep 
or  goats  on  the  farm  was  obtained,  and  any 
cattle-addition  to  the  present  dairy  herd 
was  recorded.  This  infoiTnation  is  summar- 
ized in  the  accompanying  tables. 


TABLE  4 

AGE  OF  INDIVIDUALS  TESTED 


Age  Group 

Males 

Females 

Total 

6-14 

13 

4 

17 

15-24  

12 

4 

16 

25-34 

11 

9 

20 

35-44  _ 

— _ 11 

3 

14 

45-54 

9 

9 

18 

55-64 

9 

3 

12 

65-74 

0 

0 

0 

75-84  

2 

1 

3 

Totals 

67 

33 

100 

pie  was  refrigerated  for  24  hours.  The 
serum  was  pipetted  into  clean  Kimax  tubes 
and  subjected  to  the  Q fever  capillary  agglu- 
tination test.  Positive  specimens  were  ti- 
tered by  the  capillary  tube  test-method,  us- 
ing 25  per  cent  bovine  serum  as  the  diluent. 

Of  the  100  samples  tested,  two,  or  2 per 
cent,  were  found  positive  as  shown  in  table 

5. 

Neither  patient  gave  any  clinical  history 
compatible  with  Q fever.  Both  individuals 
lived  on  farms  known  to  be  herd-positive. 
Both  farais  have  added  dairy  cattle  to  the 
present  herds  within  the  last  three  years. 
The  animals  were  purchased  from  Minne- 
sota and  Wisconsin.  Of  62  sera  from  people 
associated  with  positive  herds,  only"  two  or 
3.6  per  cent  were  positive. 

Female  Cattle  Sera  Testing 

Two  hundred  and  twenty-five  female-cat- 
tle-sera  obtained  from  45  Nebraska  counties 
were  screen  tested  by  the  capillary  agglutin- 


TABLE  5 
HUMAN  SERA 

No.  Tested  Animals  Drinking 

Specimen  Titer  Sex  Age  on  Farm  on  Farm  Raw  Milk 

No.  1 1:8  F 46  5 Dahy  Cattle  Yes 

No.  2 1:32  M 26  4 Dairy  Cattle  No 


No  child  five  years  of  age  or  under  was 
used  in  the  study.  Of  100  samples  obtained, 
the  donor-age-group  ranged  from  six  years 
to  seventy-seven  years.  Males  predominated 
67  to  33.  All  people  studied  were  Caucasian. 

Blood  was  collected  by  venipuncture. 
Samples,  each  4 cc.,  were  placed  in  13  x 100 
mm.  Kimax  culture  tubes.  Each  sample  was 
placed  under  refrigeration  (4°  C.)  for  24 
hours.  The  blood  clot  was  then  removed 
with  plain  swab  sticks  and  again  each  sam- 


ation  test  (CAT)  for  bovine  serum. Posi- 
tive specimens  were  titered  by  the  CAT  us- 
ing saline  as  the  diluent.  Two  sera  were 
positive  as  shown  in  table  6. 


TABLE  6 
CATTLE  SERA 


Sample  Titer  Type  Animal  County 

No.  1 1:32  Dairy  Cow  Johnson 

No.  2 1:4  Dairy  Cow  Thayer 
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The  two  positive  findings  represent  an 

0.88  per  cent  positivity.  This  compares 
significantlj"  with  the  cited  Iowa  study^  in 
which  11,779  samples  tested  showed  0.79  per 
cent  positivity.  A similar  study  by  Mar- 
mion^®  in  Britain  gave  an  0.85  per  cent  posi- 
tivity in  1031  dairy  herds.  One  should  note, 
however,  that  the  British  study  gives  herd 
infectivity  percentage  rather  than  indi- 
vidual dairy  cattle  percentage. 

Summary  and  Conclusions 

1.  One  hundred  human  blood  samples 
were  collected  from  milkshed  families 
and  screen  tested  for  Coxiella  burnetii 
antibodies. 

2.  Two  positive  human  sera  were  found. 
Sixty-two  of  the  total  samples  were 
from  farms  having  Q fever  positive 
herds  in  1958,  by  milk  sample  tests. 
Two,  or  3.6  per  cent,  were  positive. 

3.  Two  hundred  and  twenty-five  female- 
cattle-sera  were  screen  tested  for 
Coxiella  burnetii  antibodies.  Two,  or 
0.88  per  cent,  showed  a positive  reac- 
action. 

4.  Further  studies  on  human  beings  and 
cattle  should  be  done  in  Nebraska. 
This  can  be  accomplished  by  (a)  ex- 
pansion of  the  studies  already  done  on 
Q fever  in  Nebraska;  (b)  a new  study 
on  the  sera  of  patients  diagnosed  as 
“atypical  pneumonia.” 
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In  1761,  John  Batist  Morgagni  published  his  collection  of  let- 
ters, in  which  he  had  described  a great  variety  of  diseases  he  had 
obseiwed.  This  was  translated  into  English  and  published  in  Eng- 
land in  1769.  In  his  16th  letter  he  descidbes  coronarj"^  sclerosis  in 
the  following  words: 

“As  I examin’d  the  external  surface  of  the  heart,  the  left  cor- 
onary arteiy  appear’d  to  have  been  chang’d  into  a bony  canal,  from 
iis  very  origin  to  the  extent  of  many  fingers  breadth,  where  it 
embraces  the  greater  part  of  the  basis.  And  part  of  that  very 
long  branch,  also,  which  it  sends  down  upon  the  anterior  surface 
of  the  heart,  was  already  become  bony  to  so  great  a space,  as  could 
be  cover’d  by  three  fingers  plac’d  transversely  . . .”  (From  Cardiac 
Classics,  page  185). 
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USE  of 


Trifluoperazine  ^nd 

Discharge  Planning  Procedures 
">  Psychotic  Patients 


IN  November,  1958,  we  began 
a clinical  evaluation  of  trifluo- 
perazine in  a series  of  51  pa- 
tients (27  males  and  24  females).  We  were 
interested  in  determining  whether  this  po- 
tent phenothiazine  would  offer  any  advant- 
ages over  the  drugs  we  were  already  using, 
and  therefore  selected  patients  who  had  not 
responded  satisfactorily  to  other  therapies. 
They  had  received  a wide  range  of  medica- 
tions and  treatments,  including  reserpine, 
chlorpromazine,  perphenazine,  mepazine,  hy- 
drotherapy, and  electroshock.  Twenty  had 
been  hospitalized  under  five  years;  15,  from 
5 to  9 years;  and  16,  for  over  10  years.  Ages 
ranged  from  17  to  68  years,  with  33  of  the 
51  patients  being  in  the  20  to  40  age  group. 

The  patients  were  located  on  a ward  pro- 
viding facilities  for  both  sexes,  with  com- 
mon day  and  recreation  rooms.  The  facili- 
ties included  television,  radio,  piano,  table 
tennis,  record  player,  chess,  and  card  games. 
The  ward  was  staffed  by  male  and  female 
aides  under  the  supervision  of  a registei’ed 
nurse,  with  a psychiatrist  in  charge. 

We  originally  intended  to  treat  only  the 
withdrawn  schizophrenic  type  patient  in 
which  previous  reports  (1)  had  shown  tri- 
fluoperazine to  be  highly  effective.  In  the 
course  of  selecting  patients,  however,  we  de- 
cided to  include  6 patients  who  were  not  sol- 
itary and  withdrawn  like  the  rest  but  were, 
instead,  ho.stile  and  restless;  their  delusions 
caused  them  to  withdraw  or  actively  to  re- 
ject association  with  others.  It  was  hoped 
that  the  drug  would  calm  their  restlessness 
and  at  the  same  time  make  them  more  amen- 
able to  ward  activity  and  occupational  ther- 
apy. The  series  therefore  included  45  schiz- 
ophrenic patients  and  6 drawn  from  other 
diagnostic  groups  who  manifested  a strong 
paranoid  trend. 

Trifluoperazine  was  given  orally  starting 
with  2 mg.  three  times  daily  for  three  days, 
then  5 mg.  t.i.d.  for  three  days,  and  finally 
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10  mg.  t.i.d.  until  side  effects  were  reported 
or  observed.  For  the  first  three  days  of 
the  study,  the  patients  continued  to  take 
whatever  medication  they  had  been  taking; 
this  method  insured  that  the  patient  would 
not  be  without  effective  medication  until  the 
full  effect  of  the  trifluoperazine  was  felt. 

Patient  progress  was  reviewed  regularly. 
As  a result  of  this  regular  reviewing  of  each 
patient’s  status,  it  was  decided  to  use  elec- 
troshock therapy  in  conjunction  with  tri- 
fluoperazine in  28  of  the  51  patients.  The 
electroshock  was  modified  by  0.25  grams  of 
Pentothal  and  an  average  dose  of  60  mg.  of 
Anectine,  with  1/50  grain  (1.3  mg.)  of 
atropine  one  hour  before  treatment. 

A step-by-step  procedure  of  activities  and 
privileges  was  to  be  instituted  for  those  pa- 
tients who  showed  significant  improvement 
on  trifluoperazine.  This  procedure  was  de- 
signed to  make  the  most  of  the  patient’s 
improvement,  giving  h i m responsibilities 
and  privileges  as  soon  as  he  demonstrated 
the  ability  to  handle  them,  and  thereby  pre- 
paring him  gradually  for  convalescent  dis- 
charge and  eventual  release  from  the  hos- 
pital. 

Results 

Table  1 presents  the  response  shown  by 
patients  in  each  of  the  diagnostic  categories. 
Of  the  total  51  treated,  29  showed  maximum 
improvement;  18  showed  moderate  improve- 
ment; and  4,  minimum  improvement.  Most 
important,  32  of  the  patients  have  been  dis- 
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charged  from  the  hospital.  Most  of  these 
have  been  given  convalescent  leave  (dis- 
charge, but  with  the  committal  papers  still 
effective  in  case  further  treatment  becomes 
necessary) . 

Four  of  the  6 patients  who  had  been  more 
restless  and  hostile  than  withdrawn  showed 
maximum  improvement  and  the  other  2 
showed  moderate  improvement.  Trifluo- 
perazine appeared  to  be  effective,  therefore, 
not  only  in  the  withdrawn  schizophrenic,  but 
also  in  the  restless  and  overactive  individual. 
The  drug  calmed  these  patients  and  also 
seemed  to  motivate  them  toward  desirable 
socializing  and  ward  activity.  All  but  one 
of  these  patients  were  able  to  leave  the  hos- 
pital. 


mg.  t.i.d.  for  from  5 to  10  days.  The  reac- 
tions were  controlled  with  anti-parkinsonian 
drugs  such  as  Cogentin  or  Artane  in  doses  of 
1 to  2 mg.  three  times  daily.  It  was  noted 
that  the  2 mg.  dose  sometimes  produced  side 
effects  of  itself  when  continued  indefinitely'' 
and  that  1 mg.  t.i.d.  appeared  to  be  ade- 
quate. D-amphetamine  sulfate  proved  help- 
ful in  counteracting  the  drowsiness  which 
persisted  for  several  weeks  in  12  of  the  pa- 
tients. 

Discussion 

]\Iany  patients  showed  signs  of  improve- 
ment within  the  first  month  of  therapy. 
They  became  more  conscious  of  their  ap- 
pearance, more  interested  in  taking  part  in 


Types 

No. 

TABLE 

Max. 

1 

Improved 

Mod. 

1 

Min. 

Left 

Hospital 

Electro- 

shock 

Paranoid 

Schizophrenic  

24 

17 

5 

2 

19 

11 

Undifferentiated 
Schizophrenic  

8 

4 

4 

4 

5 

Hebephrenic 

3 

1 

2 

- 

1 

3 

Mixed 

3 

1 

2 

1 

1 

Catonic 

5 

1 

3 

1 

1 

4 

Simple 

2 

1 

1 

1 

1 

Manic  Depressive 

3 

2 

1 

_ 

2 

2 

Depressed  Reaction  _ 

1 

1 

_ 

1 

_ 

Involutional 

Psychotic 

1 

1 

1 

Passive 

1 

_ 

1 

_ 

1 

(Aggressive  Dependent) 
Totals  51 

29 

18 

4 

32 

28 

Side  Effects 

The  earliest  side  effect  noted  was  aka- 
thisia;  some  patients  complained  that  they 
paced  the  floor  and  were  unable  to  sleep. 
When  needed,  a night  sedative  such  as  Dori- 
den  or  Noludar  was  given.  The  most  fre- 
quent side  effect  reported  was  blurring  of 
vision.  Some  patients  reported  more  than 
one  side  effect;  the  complete  tabulation  is 
as  follows : 


Restlessness  30 

j\Iild  to  moderate  rigidity 8 

Tremor  8 

Drooling  2 

Insomnia  15 

Blurring  of  vision 40 

Drowsiness  -12 


In  general,  most  of  the  side  effects  oc- 
curred after  patients  had  been  receiving  10 


occupational  therapy,  and  more  concerned 
with  maintaining  contact  with  relatives 
either  by  letters  or  visits.  As  they  improved, 
they  were  given  increased  activities  and 
greater  privileges.  Group  privileges  were 
granted  first:  supervised  groups  were  al- 
lowed walks,  visits  to  the  canteen,  and  en- 
tertainment. Those  w h o showed  further 
improvement  were  granted  a party  privil- 
ege, which  meant  that  two  members  of  the 
same  sex  might  leave  the  ward  together; 
and  eventually  a lone  privilege,  which  per- 
mitted the  individual  to  leave  the  ward  at 
will  simply  by  signing  out. 

Patients  were  further  prepared  for  dis- 
charge as  a result  of  more  frequent  visits 
from  relatives.  Whenever  a patient  showed 
sufficient  improvement,  his  relatives  were 
contacted  and  invited  to  visit  him.  The  re- 
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spouse  of  the  relative  was  often  one  of  skep- 
ticism at  first,  but  the  initial  visit  usually 
convinced  the  relative  that  the  patient  was 
making  real  progress  and  encoiu’aged  subse- 
quent visits. 

Another  factor  which  played  an  import- 
ant role  in  the  high  rate  of  discharge  was 
the  planning  of  a sheltered  work  situation. 
Employers  in  Norfolk  agreed  to  hire  some 
patients  who  were  being  considered  for  dis- 
charge. At  first,  these  patients  worked 
daily  but  continued  to  live  at  the  hospital 
where  their  progi’ess  was  carefully  observed. 
If  improvement  was  maintained,  the  patient 
was  permitted  to  move  to  lodgings  in  town 
and  visit  the  hospital  monthly.  Medication 
was  continued  throughout  this  period.  The 
system  worked  well,  providing  some  patients 
with  a temporary  adjustment  period  before 
they  returned  to  their  families  and  full  re- 
sponsibilities, and  providing  others  with  a 
permanent  and  satisfactory  new  environ- 
ment which  prevented  them  from  returning 
to  a previous  situation  that  would  be  a 
threat  to  their  mental  wellbeing. 

Summary 

Trifluoperazine  was  tried  in  51  chronical- 


ly ill  patients  (27  males  and  24  females).  In 
28  of  the  patients  the  drug  was  used  in  con- 
junction with  electroshock  therapy  without 
untoward  effects.  Patients  who  showed  im- 
provement followed  a planned  program  of 
activities  designed  to  prepare  them  for  dis- 
charge. 

As  a result  of  trifluoperazine  therapy  and 
proper  discharge  planning,  32  of  the  51  pa- 
tients have  been  discharged  from  the  hos- 
pital. In  most  cases,  the  discharge  has  been 
a convalescent  leave,  so  that  committal  pa- 
pers remain  effective  in  case  further  treat- 
ment is  necessary.  Of  the  51  patients  treat- 
ed, 29  showed  maximum  improvement;  18 
showed  moderate  improvement ; and  4,  mini- 
mum improvement.  In  our  experience,  tri- 
fluoperazine proved  to  be  a superior  anti- 
psychotic agent. 

Acknowledgement:  We  wish  to  extend 

our  appreciation  to  Smith,  Kline  & French 
who  supplied  trifluoperazine  which  is  known 
under  the  trade  name  of  Stelazine. 

Reference 

1.  Brill,  H.,  Ed.:  Trifluoperazine:  Clinical  and 
Phannacological  Aspects,  Lea  & Febiger,  Philadel- 
phia, 1958. 


Nathan  Hale,  D.D.F.R.S.,  in  presenting  the  second  volume  of  his 
“Statical  Essays”  in  which  he  describes  his  experiments  on  blood 
pressure  as  determined  in  the  horse,  to  the  King,  has  this  to  say, 
in  part: 

“The  study  of  nature  will  ever  yield  us  fresh  matter  of  enter- 
tainment, and  we  have  every  reason  to  bless  God  for  the  faculties 
and  abilities  he  has  given  us,  and  the  strong  desire  he  has  implanted 
in  our  minds,  to  search  into  and  contemplate  his  works,  in  which 
the  farther  we  go,  the  more  we  see  the  signatures  of  his  wisdom 
and  power,  everything  pleases  and  instimcts  us,  because  in  every- 
thing we  see  a wise  design.”  “Cardiac  Classics,”  page  130.  (Original 
publication  in  1769). 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

June  4,  Wayne,  Student  Union 
June  18,  Grand  Island,  St.  Francis  Hos- 
pital 

July  9,  Chadron,  Elks  Club 
July  23,  North  Platte,  Lutheran  Education 
Building 

ANNUAL  MEETING  OF  THE  AMERI- 
ICAN  MEDICAL  ASSOCIATION— June 
13-17,  1960,  IMiami  Beach,  Florida. 

THE  THIRD  INTERNATIONAL  CON- 
GRESS OF  PHYSICAL  MEDICINE  — 
August  21-26,  1960,  inclusive;  Mayflower 
Hotel,  Washington,  D.C. 

MEDICAL  SOCIETY  EXECUTIVES  IN- 
STITUTE—August  31 ; and  A.M.A.-PUB- 
LIC  RELATIONS  INSTITUTE,  Septem- 
ber 1 and  2;  Drake  Hotel,  Chicago,  Illi- 
nois. 

THE  EIGHTH  CONGRESS  OF  THE  PAN- 
PACIFIC SURGICAL  ASSOCIATION— 
September  27  through  October  5,  1960; 
Honolulu,  Hawaii.  Dr.  F.  J.  Pinkerton, 
Director  General,  Suite  230,  Alexander 
Young  Building,  Honolulu  13. 

AMERICAN  COLLEGE  OF  SURGEONS 
46TH  ANNUAL  CLINICAL  CONGRESS 
— October  10-14,  1960,  in  San  Francisco, 
California.  For  information  write:  Dr. 
William  E.  Adams,  Secretary,  American 
College  of  Surgeons,  40  East  Erie  Street, 
Chicago  11,  Illinois. 

OMAHA  MID -WEST  CLINICAL  SO- 
CIETY, 1960  SESSIONS  — October  31 
through  November  3,  1960. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS of  the  United  States,  67th  An- 
nual Convention — October  31,  November 
1 and  2,  1960;  MajTlower  Hotel,  Washing- 
ton, D.C.  Theme,  “The  Military  Role  in 
Medical  Progress.” 


Orchids  to  Some  of  Our  ^lembers — 

We  have  made  mention  in  the  Journal, 
from  time  to  time,  of  the  amount  of  organ- 
ization-work accomplished  by  our  members, 
as  committeemen,  committee  chairmen,  and 
in  other  positions.  It  is  easy  for  us  to  visu- 
alize the  local  accomplishments  of  our  mem- 
bership, but  it  is  often  somewhat  difficult 
for  us  to  visualize  and  properly  appreciate 


activities  of  our  members  carried  on  at  a 
distance,  on  the  national  level.  It  is  for  this 
reason  that  the  following  letter  from  the 
Council  on  IMedical  Service,  of  the  Ameri- 
can IMedical  Association,  is  pu’olished  in  full. 
It  sets  forth  the  faithful  performance  of  sev- 
eral of  our  members  in  positions  of  consider- 
able importance,  at  A.IM.A.  level: 

April  1,  1960 

Mr.  M.  C.  Smith,  Executive  Secretary 
Nebraska  State  Medical  Association 
1315  Sharp  Building 
Lincoln  8,  Nebraska 

Dear  Smitty: 

With  your  annual  meeting  just  a month 
away,  I appreciate  that  you  are  extremely 
busy.  I am  writing,  however,  pursuant  to 
a vote  of  the  Council  on  Medical  Service,  to 
request  you  to  bring  some  items  to  the  at- 
tention of  your  Council  or  officers  for  what- 
ever action  they  deem  appropriate. 

I know  you  are  familiar  with  the  struc- 
ture of  the  Council  on  IMedical  Service  which 
has  seven  committees  working  on  various 
phases  and  problems  relating  to  medical 
service.  At  a recent  meeting  the  Council  rec- 
ognized that  sometimes  physicians  serve  on 
these  committees  and  devote  a great  deal  of 
time  and  energj'  in  working  for  the  profes- 
sion without  their  valuable  contributions  be- 
ing appreciated  or  even  known  by  officers 
and  members  of  the  state  society. 

In  view  of  this,  the  Council  on  Medical 
Service  voted  to  invite  the  attention  of  the 
officei’s  of  the  Nebraska  State  Medical  As- 
sociation and,  if  they  deemed  it  appropriate, 
your  House  of  Delegates  to  the  service  Ne- 
braska physicians  have  given  to  the  profes- 
sion through  their  work  on  Council  com- 
mittees. 

Dr.  Harold  S.  Morgan  has  served  as  a 
member  of  the  Committee  on  Maternal  and 
Child  Care  since  December,  1952.  Dr.  Mor- 
gan has  not  only  been  faithful  in  attendance 
at  Committee  meetings  but  also  has  carried 
the  Committee’s  work  to  other  important 
groups. 

Dr.  Cecil  Wittson  has  served  as  a member 
of  the  Committee  on  Aging  since  October, 
1955.  I know  you  are  aware  of  how  intense 
and  sustained  the  activity  of  this  Committee 
has  been  since  its  inception.  Dr.  Wittson 
has  carried  willingly  and  ably  his  share  of 
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the  work  load  by  attending  and  participating 
actively  in  numerous  conferences  and  meet- 
ings. 

As  you  know,  A.M.A.  Councils  and  Com- 
mittees rely  extensively  on  the  gratuitous 
services  of  physicians,  such  as  Dr.  Morgan 
and  Dr.  Wittson. 

Any  acknowledgements  pertaining  to  con- 
tributions of  Nebraska  physicians  in  fur- 
thering the  causes  of  medicine  and  the  pub- 
lic interest  would  be  incomplete  without  due 
reference  to  Dr.  Joseph  D.  McCarthy.  Al- 
though Dr.  McCarthy’s  services  have  been 
the  subject  of  tributes  to  him  before  the 
A.M.A.  House  of  Delegates,  I feel  his  name 
might  well  be  included  in  any  current  state- 
ments that  may  result  from  this  request. 

Medicine  can  be  proud  of  these  physicians, 
and  it  is  our  hope  that  during  your  forth- 
coming annual  meeting  the  Council’s  sincere 
expression  of  appreciation  of  their  contribu- 
tions can  be  relayed  appropriately  to  the  of- 
ficers and  members  of  the  Nebraska  Asso- 
ciation. 

Sincerely, 

J.  Lafe  Ludwig,  M.D., 
Chairman. 


The  Past  Presidents’  Annual  Breakfast — 

The  Annual  Past  Presidents’  Breakfast, 
held  on  Wednesday  morning,  April  27th, 
was  attended  by  the  following:  Doctors  E. 
E.  Koebbe,  Fay  Smith,  R.  Russel  Best, 
James  J.  Kelly,  J.  D.  McCarthy,  George  W. 
Covey,  and  K.  S.  J.  Hohlen.  As  usual,  this 
function  was  a congenial  interlude  between 
the  acts  of  the  Annual  Session,  to  say  noth- 
ing of  a good  breakfast. 

It  may  be  of  interest  to  some  readers  to 
know  that  twenty-three  past  presidents  are 
living  as  well  as  who  and  where  they  are. 
With  that  in  mind,  we  publish  the  list,  as 
follows : 

LIVING  PAST  PRESIDENTS 


E.  E.  Koebbe,  Columbus  1959-60 

Fay  Smith,  Imperial 1958-59 

R.  Russell  Best,  Omaha  1957-58 

J.  M.  Woodward,  Lincoln 1956-57 

Wm.  E.  Wright,  Creighton .1955-<56 

Earl  F.  Leininger,  McCook 1954-55 

James  F.  Kelly,  Omaha  1953-54 

Harold  S.  Morgan,  Lincoln  1952-53 

D.  B.  Steenbiu-g,  Aurora  1951-52 


J.  D.  McCarthy,  Omaha  1949-50 

J.  E.  M.  Thomson,  Lincoln ....1948-49 

G.  E.  Charlton,  Norfolk  1947-48 

Earle  G.  Johnson,  Grand  Island.  1946-47 
Clayton  F.  Andrews,  Lincoln  ....1940-41 

A.  L.  Miller,  Washington,  D.C 1939-40 

Homer  Davis,  Genoa  1938-39 

George  W.  Covey,  Lincoln 1936-37 

Claude  A.  Selby,  Sinton,  Texas. ...1935-36 

K.  S.  J.  Hohlen,  Lincoln 1930-31 

Palmer  Findley,  Omaha 1925-26 

M.  S.  Moore,  Gothenburg  1921-22 

E.  W.  Rowe,  Lincoln  1915-16 

J.  P.  Gilligan,  O’Neill  1914-15 


About  Our  New  Officers — 

As  Doctor  Fritz  Teal,  Lincoln,  took  up 
the  gavel  at  the  recent  Annual  Session  of  Ne- 
braska State  Medical  Association,  as  our  new 
president.  Doctor  Arthur  J.  Offerman,  Oma- 
ha, was  elected  president-elect.  Doctor  John 
P.  Gilligan,  Nebraska  City,  was  chosen  vice 
president. 

Doctor  Roy  Adams,  who  has  been  secre- 
tary-treasurer of  the  association  for  so  many 
years  that  his  name  is  practically  synony- 
mous with  the  headquarters  office,  retired 
from  this  position  at  the  recent  Annual  Ses- 
sion. The  House  of  Delegates  presented 
Doctor  Adams  with  a resolution  (to  be  pub- 
lished with  the  Proceedings)  expressing  the 
gratitude  and  sincere  thanks  of  Nebraska 
State  Medical  Association  for  his  long  and 
tireless  seiwice. 

Doctor  John  T.  McGreer,  Jr.,  of  Lincoln, 
was  elected  to  the  office  of  secretary-treas- 
urer, succeeding  Doctor  Adams.  This  posi- 
tion automatically  places  him  on  the  Board 
of  Trustees. 


Our  .50-Year  Men — 

Ten  members  of  the  Association,  having 
completed  fifty  years  in  the  practice  of  medi- 
cine, were  honored  at  the  banquet.  They 
entered  the  banquet  hall  in  a group,  receiv- 
ing the  applause  of  those  seated  for  the  din- 
ner, and  were  escorted  to  a special  table 
facing  the  speakers’  rostrum.  These  ten 
doctors  are  listed  as  follows; 

0.  E.  Liston,  M.D.,  Elmwood 
W.  T.  Sloan,  M.D.,  Potter 
J.  C.  Waddell,  M.D.,  Beatrice 
R.  0.  Hummel,  M.D.,  Lincoln 
T.  F.  McCarthy,  M.D.,  Lincoln 
T.  T.  Harris,  M.D.,  Omaha 
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Nelson  Mercer,  M.D.,  Omaha 
J.  M.  Shramek,  M.D.,  Long  Beach, 

Calif. 

R.  J.  Stearns,  M.D.,  Omaha 
James  C.  Gillispie,  M.D.,  Falls  City 

In  presenting  the  50-year  pins.  President 
Teal  read  a short  biographical  sketch  of  each, 
while  Doctor  Koebbe,  the  immediate  past 
president,  put  the  pin  on  the  lapel  and  con- 
gi’atulated  the  recipient.  The  biographical 
sketches,  as  given  by  Doctor  Teal,  were  as 
follows : 

BIOGRAPHIES  OF  50-YEAR  MEN 

0.  E.  Liston,  M.D.,  Elmwood,  Nebraska 

Dr.  Liston  was  born  in  Cass  County,  Mis- 
souri, on  April  15,  1883.  He  attended  col- 
lege at  Ottawa  University,  Ottawa,  Kansas. 

He  received  his  medical  education  at  the 
University  IMedical  College,  Kansas  City, 
Missouri. 

Dr.  Liston  began  practice  in  Elmwood  in 
1910.  He  seiwed  as  a Lieutenant  in  the 
medical  corps  in  World  War  I.  After  his  re- 
lease from  service  he  practiced  in  Omaha  for 
2 years.  In  1921,  he  returned  to  Elmwood 
where  he  has  carried  on  a continuous  prac- 
tice. 

Dr.  Liston  was  an  active  member  of  the 
medical  staff  of  Bryan  Memorial  Hospital 
in  Lincoln  for  twenty  years  and  received  a 
certificate  of  Award  for  Devoted  Seiwice,  in 
1958.  Dr.  Liston  is  a past  president  and 
secretary  of  the  Cass  County  IMedical  So- 
ciety and  has  also  seiwed  as  a Delegate  to 
the  Nebraska  State  IMedical  Association. 
Throughout  his  years  of  practice  Dr.  Liston 
has  been  a member  of  his  county  society 
and  state  and  A.M.A.  medical  associations. 

J.  C.  Waddell,  M.D.,  Beatrice,  Nebraska 

Dr.  Waddell  was  born  on  July  14,  1876 
near  Taylorville,  Illinois,  and  moved  to  Paw- 
nee County,  Nebraska  with  his  family  in 
1882. 

He  received  his  education  in  Pawnee  City, 
Tarkio  College,  ^Missouri,  and  the  University 
of  Nebraska.  He  received  his  IM.D.  degree 
from  the  University  of  Nebraska  College  of 
IMedicine  in  1910. 

He  was  associated  with  Dr.  A.  B.  Ander- 
son of  Pawnee  City  prior  to  World  War  I 
during  which  he  seiwed  with  the  Nebraska 
Base  Hospital  49. 


Dr.  Waddell  has  been  in  the  practice  of 
Internal  IMedicine  in  Beatrice  since  1920.  He 
is  a member  of  Gage  County  IMedical  Society. 
Nebraska  State  Medical  Association,  Ameri- 
can Medical  Association,  and  is  a life  mem- 
ber of  the  American  College  of  Physicians. 

R.  O.  fiummel,  M.D.,  Lincoln,  Nebraska 

Dr.  Hummel  was  born  on  IMarch  12,  1880, 
and  is  a native  of  Humboldt,  Nebraska. 

He  graduated  from  the  University  of  Ne- 
braska with  a B.Sc.  degree  and  received  his 
IM.D.  degree  from  Northwestern  University 
School  of  IMedicine,  in  1905. 

Dr.  Hummel  came  to  Lincoln,  in  Decem- 
ber 1906,  where  he  was  in  active  practice 
until  1951,  retiring  in  1953. 

Dr.  Hummel  is  a life  member  of  the  Lan- 
caster County  IMedical  Society,  Nebraska 
State  IMedical  Association  and  the  A.M.A. 

Robert  J.  Steams,  M.D.,  Omaha,  Nebraska 

Dr.  Stearns  was  born  on  September  23, 
1885,  in  Clinton,  Wisconsin.  He  received 
his  early  schooling  in  Grand  Island  public 
schools  and  the  Grand  Island  Baptist  Col- 
lege. 

He  completed  the  first  two  years  of  his 
medical  course  at  the  University  of  Nebraska 
and  finished  the  last  two  years  at  the  Oma- 
ha IMedical  College  from  which  he  received 
his  M.D.  degree. 

His  initial  practice  was  at  Logan,  Iowa, 
before  moving  to  Omaha.  He  was  a staff 
member  of  the  Univei'sity  of  Nebraska  Col- 
lege of  IMedicine  and  completed  his  teaching 
career  in  1919  as  an  Assistant  Professor  in 
Gynecologj'. 

Dr.  Stearns  is  a life  member  of  the  Oma- 
ha-Douglas  County  Medical  Society,  Nebras- 
ka State  Medical  Association,  and  the 
A.M.A. 

James  C.  Gillispie,  M.D.,  Falls  City,  Nebraska 

Dr.  Gillispie  was  born  at  Hiawatha,  Kan- 
sas, in  July  of  1886,  and  grew  up  in  that 
community.  He  attended  the  Illinois  Uni- 
versity IMedical  School  and  received  his 
M.D.  degree  from  that  school  in  1910.  His 
first  practice  was  at  Wheaton,  Illinois,  where 
he  stayed  for  six  months.  From  there  he 
moved  to  Reseiwe,  Kansas. 

In  1918,  Dr.  Gillispie  moved  to  Falls  City 
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where  he  has  lived  up  to  this  time.  He  still 
enjoys  hunting  and  is  known  as  a proficient 
bowler.  He  is  a member  of  the  Richardson 
County  Medical  Society,  Nebraska  State 
Medical  Association,  and  the  A.M.A. 

T.  Tennyson  Harris,  M.D.,  Omaha,  Nebraska 

Dr.  Harris  was  born  in  Illinois  on  Novem- 
ber 17,  1882.  He  graduated  from  public 
schools  at  Des  Moines,  Iowa,  and  took  Elec- 
trical Engineering  at  Iowa  State  College  at 
Ames.  He  received  his  M.D.  degree  from 
Creighton  University  School  of  Medicine  in 
1910. 

Dr.  Harris  has  specialized  in  Radiology 
since  1916,  acquiring  his  first  X-ray  equip- 
ment in  1912.  He  served  in  the  Medical 
Corps  in  World  War  I and  for  a brief  period 
in  World  War  II.  He  was  one  of  the  foun- 
ders of  the  mother  Chapter  of  the  Reserve 
Officers  Association  of  the  United  States, 
in  1919;  and  in  1959  his  name  was  placed 
in  the  National  Minute  Man  Hall  of  Fame  of 
the  National  Reserve  Officers  Association. 

He  is  a member  of  the  Omaha-Douglas 
County  Medical  Society,  Nebraska  State 
Medical  Association,  American  Medical  As- 
sociation, North  American  and  Pan  Ameri- 
can Radiological  societies,  and  a fellow  of 
the  American  College  of  Radiology. 

Dr.  Harris  still  maintains  offices  in  Oma- 
ha. 

W,  T.  Sloan,  M.D.,  Potter,  Nebraska 

Dr.  Sloan  was  born  on  May  21,  1869.  He 
graduated  from  the  Cotner  Medical  College, 
in  Lincoln,  in  1898. 

His  first  practice  was  at  Firth,  Nebraska, 
in  1898.  He  moved  to  Potter  in  1923.  He 
was  district  surgeon  for  the  Union  Pacific 
Railroad  for  forty  years. 

During  his  years  of  practice  Dr.  Sloan  dis- 
pensed his  own  drugs  and  still  fills  prescrip- 
tions for  former  patients. 

T.  F.  McCarthy,  M.D.,  Lincoln,  Nebr'oska 

Dr.  McCarthy  was  bora  at  Monona,  Iowa, 
in  1880.  He  attended  schools  at  Friend,  Ne- 
braska, Peru  Normal  School  and  University 
of  Nebraska  before  entering  Creighton  Uni- 
versity School  of  Medicine. 

He  received  his  M.D.  degree  in  1910  and 
did  postgraduate  work  at  the  Mayo  Clinic 


and  the  Vancouver  British  Columbia  Hos- 
pital. For  twenty-seven  years  he  was  head 
of  the  surgical  department  of  St.  Elizabeth’s 
Hospital  in  Lincoln  and  established  the  St. 
Elizabeth’s  Hospital  School  of  Nursing  in 
1911. 

In  1941,  Dr.  McCarthy  established,  at 
Creighton  University,  a fund  in  the  name  of 
the  Nebraska  Post  Graduate  Study  Guild  of 
the  International  College  of  Surgeons.  For 
this  action  he  was  presented  a certificate  by 
the  College  at  their  meeting  in  Mexico  City 
in  1941.  He  was  also  presented  the  Creigh- 
ton Achievement  A w a r d in  December  of 
1955. 

Dr.  McCarthy  is  a member  of  the  Lan- 
caster County  Medical  Society,  Nebraska 
State  Medical  Association,  and  American 
Medical  Association. 

J.  M.  Shramek,  M.D.,  Omaha,  Nebraska 

Dr.  Shramek  was  born  in  1879.  He  grad- 
uated from  Creighton  Medical  School  in 
1910.  He  studied  in  European  clinics  in 
1914  and  served  as  a medical  officer  in 
World  War  I.  He  held  the  position  of  As- 
sociate Professor  of  Surgery,  Creighton  Uni- 
versity School  of  Medicine. 

He  is  a member  (Life)  of  Omaha-Douglas 
County  Medical  Society,  Nebraska  State 
Medical  Association,  and  the  A.M.A.  He  is 
also  a member  of  the  International  College 
of  Surgeons. 


Medicine  in  the  News 

The  following,  from  the  Evening  World- 
Herald  for  April  13th,  was  called  to  our  at- 
tention by  Doctor  J.  D.  McCarthy.  Doctor 
McCarthy  wrote  to  Senator  Hruska  thanking 
him  for  his  stand  before  the  Committee  nos- 
ing into  the  matter  of  drug  prices  when  the 
witness  attempted  to  slander  the  medical 
profession,  and  suggests  that  others  might 
do  well  to  commend  the  Senator. 

“MR.  HRUSKA’S  REBUKE 

“Senator  Hruska  put  things  in  perspective 
at  the  Senate  hearing  on  drug  prices  when, 
as  acting  chairman,  he  rebuked  a witness  for 
traducing  the  medical  profession. 

“Doctors  are  not  above  criticism,  either 
individually  or  in  organized  medical  soci- 
eties, but  the  drug  hearing  as  handled  by  Sub- 
committee Chairman  Kefauver  had  become 


June,  1960 


319 


a spectacle  which  portrayed  doctors  as  men 
with  little  more  principle  than  the  thugs  and 
extortionists  who  paraded  before  the  IMcClel- 
lan  Rackets  Committee. 

“When  the  witness,  Dr.  A.  Dale  Console, 
declared  that  ‘too  many  physicians’  were  se- 
duced by  the  gifts  and  advertising  of  drug 
companies,  Mr.  Hruska  shot  back  that  it 
was  ‘a  pretty  sweeping  judgment’  to  say 
that  ‘medical  men  are  a shoddy  lot  that  go 
for  the  fast  buck  and  forget  their  educa- 
tion . . . that  they  are  simpletons  and  gulli- 
ble.’ 

“This  was  in  substance  what  Dr.  Console 
had  implied,  though  he  tried  to  worm  out 
of  it.  And  it  was  the  picture  Senator  Ke- 
fauver  has  likewise  been  trying  to  paint  — 
an  evil  drug  industry  bribing  the  stupid, 
greedy  doctors,  and  both  bilking  the  public. 

“It  was  time  somebody  called  a halt  to 
this  outrageous  misrepresentation,  and  many 
Nebraskans  will  be  glad  the  man  who  did  so 
is  their  senior  Senator.” 


Doctors  in  the  News 

From  the  Lincoln  Star — 

Dr.  Earl  Leininger,  IMcCook,  was  hospital- 
ized just  prior  to  the  Annual  Session  for  an 
abdominal  operation  for  a bowel  perforation. 

Recent  reports  say  that  he  is  convalescing 
very  nicely. 

From  the  Omaha  Evening  World-Herald, 

.April  14,  1960— 

Doctor  John  E.  Simpson  reported  to  his 
office  for  work  as  usual  on  his  89th  birth- 
day. He  declares  he  will  not  “rust  out”  in 
retirement.  He  has  been  a general  practi- 
tioner in  Omaha  since  his  graduation  from 
Creighton  Ehiiversity  School  of  IMedicine, 
in  1908. 

The  doctor’s  father,  Albert  E.,  came  to 
Omaha  from  Watertown,  N.Y.,  in  1866,  when 
Omaha  was  a “river-bank”  town.  Here  the 
doctor  was  born,  raised,  educated,  and  has 
practiced  his  profession  for  more  than  50 
years. 

From  the  Pawnee  City  Republican  for 
.April  7,  1960— 

For  84  years,  people  of  Pawnee  City  and 
vicinity  have  had  the  privilege  of  getting 
their  medical  care  from  A.  B.  Anderson. 


In  1876,  Doctor  Allen  B.  Anderson  came  to 
Pawnee  City  to  set  up  his  practice.  Forty- 
five  years  later,  his  son,  Doctor  A.  Byford 
Anderson  came  to  follow  in  his  father’s  foot- 
steps. 

Now,  at  age  65,  Doctor  A.  Byford  has  two 
children,  one  of  whom  is  Doctor  B^Tord  An- 
derson. This  one  of  the  succession  is  now 
interning  in  the  San  Bernardino  County 
Hospital,  in  California.  The  daughter,  Jean, 
is  Mrs.  Chick  Zimmerman  of  Beatrice. 

We  are  not  told  what  lies  in  the  future 
plans  of  Doctor  A.  BjTord,  but  we  do  know 
he  is  goin’  fishin’. 

News  and  Views 

Health  Insurance  at  Public  Expense  for 
Recipients  of  Public  Assistance — 

The  following  note  is  quoted  from  Blue 
Shield  Medical  Care  Plans  Newsletter,  April 
1960; 

Public  assistance  recipients  in  Delaware 
may  soon  be  provided  hospital-surgical-med- 
ical care  through  the  state’s  purchase  of  a 
Blue  Cross-Blue  Shield  contract.  It  was  re- 
cently suggested  by  State  Public  Welfare  Di- 
rector Edgar  Hare,  that  Group  Hospital 
Seiwice,  the  Delaware  Blue  Cross-Blue  Shield 
Plan,  and  his  department  begin  to  study  this 
idea  with  a view  toward  preparing  a bill  for 
submission  to  the  legislature  which  would 
provide  an  appropriation  for  the  next  fiscal 
year  beginning  July  1. 

In  a letter  to  Group  Hospital  Service  offi- 
cials, Hare  stated  that,  “While  I am  strongly 
opposed  to  so-called  medical  care  programs 
for  public  assistance  recipients  operated  by 
departments  of  welfare,  I am  concerned 
about  the  medical  care  that  public  assistance 
recipients  get  or  don’t  get.” 

He  emphasized  that  providing  hospital- 
surgical-medical  coverage  for  the  indigent 
would  create  many  problems  both  for  the 
welfare  department  and  for  Group  Hospital 
Service ; however.  Hare  expressed  confidence 
that  these  problems  could  be  resolved.  And 
he  further  added  that  the  cost  of  the  pro- 
gram would  exceed  the  funds  which  are 
available  to  the  department  at  the  present 
time,  but  that  the  “many  advantages  that 
would  accrue  to  it  might  be  sufficient”  in 
convincing  the  state  legislature  that  an  ap- 
propriation should  be  gi-anted  for  the  pur- 
pose of  financing  this  project. 


320 


Nebraska  S.  M.  J. 


Bibliosraphy  on  Oxygen  Therapy  and 
Retrolental  Fibroplasia — 

The  National  Society  for  the  Prevention 
of  Blindness  is  receiving  a number  of  in- 
quiries regarding  the  relationship  between 
oxygen  therapy  for  premature  infants  and 
retrolental  fibroplasia.  Specifically,  it  is 
asked  when  the  knowledge  that  uncontrolled 
use  of  oxygen  in  treatment  of  premature  in- 
fants might  result  in  blindness  due  to  retro- 
lental fibroplasia  became  generally  avail- 
able to  physicians  and  hospitals. 

In  response  to  these  requests  the  National 
Society  offers  the  following  partial,  annotat- 
ed bibliography: 

ANNOTATED  BIBLIOGRAPHY  ON 
RETROLENTAL  FIBROPLASIA* 

1.  Campbell,  K.:  Intensive  Oxygen  Ther- 

apy As  a Possible  Cause  of  Retrolental 
Fibroplasia : A Clinical  Approach, 

Med.  J.  Australia  2:48  (July)  1951. 

2.  Crosse,  V.  M.,  and  Evans,  P.  J. : Pre- 
vention of  Retrolental  Fibroplasia, 
A.M.A.  Arch.  Ophth.  48:83  (July) 
1952. 

“In  our  view,  supported  by  the  his- 
tory of  the  disease  in  England  since 
1946,  by  our  own  experience,  and  by 
comparison  with  the  experiences  in 
other  centers  in  the  country,  it  is 
right  to  draw  attention  to  the  dan- 
gers of  the  use  of  too  much  oxygen 
and  to  its  administration  for  too 
long  a period  . . .” 

3.  Patz,  A.,  and  others:  Studies  on  the 

Effect  of  High  Oxygen  Administra- 
tion in  Retrolental  Fibroplasia:  I. 
Nursery  Observations,  Am.  J.  Ophth. 
35:1248  (Sept.)  1952. 

Study  in  Gallinger  Municipal  Hos- 
pital, Washington,  D.C.,  was  aided 
by  grants  from  National  Institute  of 
Neurological  Diseases  and  Blindness 
and  District  of  Columbia  Society  for 
the  Prevention  of  Blindness.  The 
results  of  the  first  of  a three-year 
controlled  oxygen  nursery  study  are 
cited.  Authors  conclude  that  there 
are  now  sufficient  data  to  question 
the  advisability  of  the  “routine”  use 
of  prolonged  high  oxygen  concen- 
trations in  the  nursery. 

•Commonly  abbreviated  as  RLF 


4.  Editorial : Retrolental  Fibroplasia  and 
Oxygen,  J.  Ped.  44 :122,  1954. 

“.  . . there  is  a growing  feeling  that 
oxygen  should  not  be  given  routine- 
ly to  the  premature  infant,  but  re- 
served for  individualized  cases  of 
asphyxia  and  further,  it  should  be 
used  in  as  low  a concentration  as 
possible  and  for  as  short  a time  as 
possible.” 

5.  Lanman,  J.  T.,  and  others : Retrolen- 
tal Fibroplasia  and  Oxygen  Therapy, 
J.A.M.A.  153:233  (May)  1954. 

Report  of  research  at  Bellevue  Hos- 
pital, New  York,  concluding  that  the 
authors  believed  the  disease  to  be  di- 
rectly related  to  excessive  oxygen 
and  felt  that  it  could  be  controlled 
by  severely  restricting  oxygen  ad- 
ministration to  premature  infants. 

6.  Letourneau,  Charles  U.  Hospitals  28: 
109  (Aug.)  1954. 

The  author  (assistant  director  of 
American  Hospital  Association  and 
secretary  of  Association’s  Council 
on  Professional  Practice)  stated  in 
this  medical  review:  “We  must  not 
allow  premature  infants  to  be  ex- 
posed to  high  concentration  of  oxy- 
gen routinely.  Concentration  in 
cases  of  emergency  up  to  40  per 
cent  is  allowable,  but  having  pre- 
scribed, the  physician  has  dis- 
charged his  obligation.  The  rest  is 
up  to  the  hospital  to  administer  the 
treatment  as  prescribed  . . . De- 
spite the  reading  on  the  flow-meter, 
the  oxygen  may  not  be  delivered  as 
the  doctor  prescribed  it.  It  must  be 
checked  by  an  adequate  analyzer  . . . 
The  hospital  administrator  must 
bear  the  responsibility  for  prevent- 
ing retrolental  fibroplasia  no  less 
than  the  physician  and  the  scien- 
tist. We  have  a special  part  to  play 
in  preventing  this  dreadful  disease, 
and  each  of  us  must  make  certain 
that  he  has  used  all  the  technical, 
scientific  and  professional  knowl- 
edge available  to  him.” 

7.  Hepner,  W..  R:  Retrolental  Fibro- 

plasia— Current  Notes,  A.M.A.  J.  Dis. 
Child.  88:356  (Sept.)  1954. 

On  page  359,  under  heading  “Rec- 
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ommendations,”  the  author  said ; 
“Oxygen  tends  to  be  overused,  rath- 
er than  underused,  both  in  concen- 
tration and  in  duration  of  therapy. 
After  the  first  two  or  three  days, 
concentrations  greater  than  40  per 
cent  are  rarely  indicated,  and  after 
two  or  three  weeks,  need  for  more 
than  room  air  is  uncommon.” 

8.  Nat.  Soc.  Prev.  Blindness ; Communi- 
cation (Oct.  29,  1954)  to  state  and  city 
directors  of  maternal  and  child  health 
programs ; directors,  maternal  and 
child  health,  schools  of  public  health. 

Referred  to  cooperative  research 
study  in  18  hospitals,  reported  by 
Kinsey  at  Sjunposium  on  Retrolen- 
tal  Fibroplasia  held  during  Octo- 
ber 1954  American  Academy  of 
Ophthalmology'  and  Otolaryngology 
meeting.  Consensus  of  participants, 
as  stated  by  Algernon  B.  Reese, 
M.D.,  chairman;  that  routine  ad- 
ministration of  oxygen  to  prema- 
ture babies  be  discontinued ; that 
it  be  given  only  if  there  be  cyanosis 
or  respiratory  disease,  that  in  such 
cases  the  concentration  inside  the 
incubator  be  kept  below  40  per  cent 
as  measured  by  an  oxygen  analyzer, 
and  that  oxygen  therapy  be  discon- 
tinued as  soon  as  respiratory  dis- 
tress is  relieved.  (See  reference  No. 
17). 

9.  Rothmund,  H.  I.  M.,  and  others:  A 

Field  Study  of  Retrolental  Fibroplasia 
in  Maryland,  Pediatrics  14:455  (Nov.) 
1954. 

The  authors  stated  that  a recent 
series  of  papers  by  Patz,  Ashton, 
Lanman  and  others  “have  indicated 
that  oxygen  is  an  etiologic  factor.” 

10.  Abstract  of  article  from  Lancet, 
J.A.M.A.  156:1102  (Nov.  13)  1954. 

Reported  striking  correlation  of  oxy- 
gen administration  to  premature  ba- 
bies and  the  occurrence  of  retrolen- 
tal fibroplasia. 

11.  Editorial,  Prematurity,  Oxygen,  and 
Retrolental  Fibroplasia,  J.A.M.A.  157 : 
449  (Jan.  29)  1955. 

“In  the  present  state  of  knowledge, 
there  is  certainly  no  reason  to  deny 
small  premature  infants  the  benefits 


of  incubator  care  or  of  additional 
oxygen  in  the  amount  and  duration 
indicated  by  relief  of  cyanosis.  And, 
since  retrolental  fibroplasia  is  essen- 
tially limited  to  infants  of  less  than 
2,267.9  grm.  (5  lb.),  there  need  be 
no  fear  of  disturbing  the  eyes  of 
term  infants  by  the  oxygen  therapy 
so  frequently  required  for  their  pul- 
monary and  circulatory  disturb- 
ances. On  the  other  hand,  the  evi- 
dence is  now  strong  that  the  ex- 
posure of  infants  to  oxygen  for  even 
several  days  is  associated  with  in- 
creased incidence  of  retrolental  fi- 
broplasia. Thus,  the  physician  car- 
ing for  a premature  infant  should 
steer  a course  between  preventable 
anoxia  endangering  survival  on  the 
one  hand  and  the  ophthalmologic 
hazards  of  unnecessary  use  of  oxy- 
gen on  the  other.” 

12.  Smith,  Clement  A. : Oxygen  and 

Retrolental  Fibroplasia,  Mod.  Hosp. 
84:49  (Febr.)  1955. 

The  author  discussed  various  studies 
indicating  the  relationship  between 
oxygen  and  retrolental  fibroplasia, 
and  pointed  out  that  the  statistics  on 
the  18-hospitals  study  reported  by 
Kinsey  at  a meeting  of  the  American 
Academy  of  Ophthalmology^  and 
Otolaryngology'  in  September  1954, 
were  highly  significant  in  showing 
the  relationship  beLveen  prolonged 
high-oxygen  administration  and  the 
disease.  However,  he  did  not  make 
a strong  recommendation  as  to 
methods  of  prevention. 

13.  Editorial,  The  Overuse  of  Oxy^gen  and 
Retrolental  Fibroplasia,  J.  Ped.  46 :252 
(Febr.)  1955. 

“If  currently  available  infonnation 
is  disregarded  and  an  infant  be- 
comes blind,  the  burden  that  lies  on 
the  physician  and  the  hospital  is 
unpleasant  to  contemplate.  The  con- 
clusion is  obvious  that  discriminate 
and  limited  use  of  oxygen  in  prema- 
ture babies  is  now  mandatory'.” 

14.  Engle,  Maiy  A.,  and  Levine,  S.  Z. : 
Response  of  Small  Premature  Infants 
to  Restriction  of  Supplementary'  Oxy- 
gen, A.M.A.  J.  Dis.  Child.  89:316 
(Mar.)  1955. 
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The  authors,  reporting  studies  at 
New  York  Hospital-Cornell  Medical 
Center,  concluded : “There  were  no 
detectable  late  ill  effects  from  the 
early  termination  of  oxygen  admin- 
istration. It  would  seem  that  the 
administration  of  oxygen  to  prema- 
ture infants  of  low  birth  weight  as 
a routine  procedure  is  not  neces- 
sary.” 

13.  Lanman,  J.  T. ; The  Control  of  Oxy- 
gen Therapy  for  the  Prevention  of 
Retrolental  Fibroplasia,  J.  Ped.  46 :365 
(Mar.)  1955. 

“In  summary,  the  proper  control  of 
oxygen  use  means  first  its  total 
elimination  except  for  times  of 
clinically  demonstrable  need.  It 
should  then  be  given  for  as  brief  a 
time  as  possible  at  concentrations 
below  40  per  cent.”  The  author  then 
went  on  to  say  how  to  control  the 
concentration. 

16.  Kinsey,  V.  E.:  Letter  to  the  editor. 

Pediatrics  18:511  (Sept.)  1956. 

“In  view  of  the  positive  evidence  in- 
dicating that  even  relatively  short 
exposures  to  oxygen  are  associated 
with  RLF,  even  though  the  con- 
centration is  kept  below  40%,  and 
the  paucity  of  evidence  that  there 
is  any  critical  concentration  below 
which  RLF  is  markedly  reduced  in 
incidence,  I believe  that  merely  re- 
stricting the  concentration  of  oxy- 
gen, without  stringently  reducing 
the  duration  in  oxygen,  may  result 
in  unnecessary  cases  of  RLF.  Cer- 
tainly, the  emphasis  should  be  placed 
on  restricting  the  duration  in  oxy- 
gen to  an  absolute  minimum  con- 
sistent with  the  clinical  indications 
of  anoxia  irrespective  of  the  con- 
centration of  oxygen  administered.” 

17.  Kinsey,  V.  Everett,  and  others ; Retro- 
lental Fibroplasia — Cooperative  Study 
of  Retronlental  Fibroplasia  and  the 
Use  of  Oxygen,  A.M.A.  Arch.  Ophthal. 
56:481  (Oct.)  1956. 

The  authors’  recommendations : 
“The  length  of  time  a premature 
infant,  particularly  an  infant  of 
multiple  birth,  is  kept  in  an  environ- 
ment containing  oxygen  in  concen- 


trations in  excess  of  that  of  air 
should  be  kept  to  an  absolute  mini- 
mum, consistent  with  the  clinical 
indications  of  anoxia.  When  oxy- 
gen therapy  is  clearly  required,  it 
should  be  prescribed  on  an  hourly 
basis  and  the  concentration  should 
be  as  low  as  possible.” 

18.  Patz,  Arnall:  The  Role  of  Oxygen  in 
Retrolental  Fibroplasia  — E.  Mead 
Johnson  award  address.  Pediatrics 
19:504  (Mar.)  1957. 

“These  clinical  and  experimental 
data  justify  recommendations  for  a 
rigid  supervision  of  oxygen  admin- 
istration to  the  premature  infant  to 
avoid  any  unnecessary  overuse  of 
this  potentially  toxic  agent.” 

(The  above  bibliography  is  by  no 
means  a complete  listing  of  the  articles 
that  have  been  published  on  this  sub- 
ject. It  does  indicate  that  numerous 
articles  were  in  the  literature  pertaining 
to  the  role  of  oxygen  in  the  etiology  of 
RLF. 

Reserve  Medical  Officers  Deferred  for 
Residency  To  Be  Called — 

The  Armed  Forces  continue  to  requirt  the 
services  of  most  physicians  liable  for  mili- 
tary service  under  the  Universal  Military 
Training  and  Service  Act. 

Lt.  General  Lewis  B.  Hershey,  Director  of 
Selective  Service,  issued  this  reminder  to 
physicians  when  it  became  apparent  recent- 
ly that  the  Armed  Forces  would  not  call  to 
active  duty  a small  number  of  physicians 
in  a few  specialties  who  had  been  deferred 
for  residency  training  under  the  Armed 
Forces  Reserve  Medical  Officer  Commission- 
ing and  Residency  Consideration  Program. 

All  reserve  officers  deferred  for  residency 
in  most  specialties  will  be  called. 

Shortages  exist  and  will  continue  in  cer- 
tain specialties  and  in  the  group  of  officers 
who  have  not  specialized,  according  to  in- 
formation received  by  the  Director  of  Selec- 
tive Service  from  the  office  of  Dr.  Frank  B. 
Berry,  Assistant  Secretary  of  Defense 
(Health  and  Medical). 

The  Selective  Service  Director  urged 
physicians  not  to  draw  erroneous  conclu- 
sions concerning  the  need  of  the  Armed 
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Forces  for  their  services.  If  a substantial 
number  of  physicians,  basing  their  decision 
on  knowledge  that  a few  reserve  medical 
officers  in  a few  specialties  are  not  being 
called  to  active  duty  after  residency,  con- 
clude they  are  not  needed,  existing  shortages 
in  the  Armed  Forces  will  be  aggravated. 

The  Department  of  Defense  has  found 
it  unnecessary  to  requisition  physicians 
through  the  Selective  Service  System  since 
early  in  1957.  This  has  been  so  only  because 
sufficient  numbers  of  physicians  sought  re- 
serve commissions  and  thus  made  themselves 
available  for  call  to  active  duty. 

There  is  a continuing  need  for  applica- 
tions for  the  residency  program,  as  well  as 
for  reserve  commissions  and  active  duty  at 
the  conclusion  of  internship.  General  Her- 
shey  stressed. 

The  temporary  surplus  in  some  specialties 
in  the  residencj'  program  is  understandable. 
Estimates  of  needs  must  be  made  four  or 
five  years  ahead.  Other  factors  are  revi- 
sions in  Armed  Forces  strength,  redistribu- 
tion of  troops,  reorganization  of  the  hospital 
system,  specialists  choosing  a military  ca- 
reer, and  voluntary  extension  of  duty  tours 
by  reseiwe  officers. 

World’s  3Io.st  Modern  Research 
Laboratory  Opened — 

On  a 50-acre  site,  four  miles  from  down- 
town Ann  Arbor,  INIichigan,  Parke-Davis 
opened  the  world’s  most  modern  research 
laboratorjq  on  April  19,  1960.  The  new 
buildings,  of  contemporary  design,  contain 
250,000  square  feet  of  floor  space,  cost  $13,- 
500,000. 

New  Grant-in-Aid  Program  on  Alcoholism — 

This  grant-in-aid  program  for  research  on 
alcoholism  and  related  subjects  has  been  set 
up  by  Licensed  Beverage  Industries,  Inc.,  to 
provide  grants  which  will  range  between 
$2000  and  $10,000,  to  run  for  one  year. 
They  are  proposed  because  of  the  recog- 
nized need  for  more  scientific  infonnation 
about  the  extent  of  alcoholism  as  well  as  its 
causes  and  treatment.  Grants  will  be  award- 
ed to  qualified  researchers  in  biological  and 
behavioral  sciences  to  make  pilot  studies  for 
the  purpose  of  raising  or  clarifying  particu- 
larly promising  hypotheses. 

Detailed  infonnation  and  application 
forms  may  be  obtained  by  writing  Scientific 


Advisory  Committee  of  the  Licensed  Bever- 
age Industries,  Inc.,  155  East  44th  Street, 
New  York  17,  N.Y. 

Teenagers  at  Work — 

The  American  Hospital  Association  states 
that  some  150,000  teenagers  are  busy  prov- 
ing that  adolescence  is  not  necessarily  a time 
of  delinquency.  These  are  serving  as  volun- 
teers in  approximately  5500  American  Hos- 
pitals. They  are  sometimes  called  junior 
aids,  volunteens,  cartwheelers,  or  candy 
stripers.  Their  duties  range  from  counting 
linen  to  feeding  patients. 

The  duties  performed  by  these  youths 
serve  as  a help  to  the  hospital  but  may  have 
a more  far  reaching  effect  upon  the  boy  or 
girl  thus  occupied. 

Ten  teenage  volunteers,  chosen  by  the 
A.H.A.  because  of  their  outstanding  work  in 
this  field,  have  recently  been  to  Washington, 
D.C.,  attending  the  White  House  Conference 
on  Children  and  Youth. 

Nebraskan,  Former  Governor,  Dies — 

Some  of  our  readers  may  not  have  noted 
the  death  of  former  Governor  of  Nebraska, 
George  Sheldon.  Governor  Sheldon  was 
born  at  Nehawka,  Nebraska.  He  graduated 
from  our  University  and,  later,  from  Har- 
vard. He  served  two  terms  in  Nebraska’s 
legislature  and  was  the  first  native  son  to 
become  Governor,  in  1907. 

After  his  term  as  Governor,  George  Shel- 
don moved  to  IMississippi.  There  he  o^\^led 
a 170X)-acre  plantation,  organized  the  Repub- 
lican party  in  that  state,  served  in  the  House 
of  Representatives,  raised  cotton,  and  was  a 
pioneer  in  development  of  the  state’s  cattle 
industry.  He  died  at  Clintoii  on  April  4th 
at  the  age  of  ninety. 

Lakeside  Laboratories  Withdraws  Imferon 
From  Market — 

Lakeside  Laboratories,  Inc.,  has  tempor- 
arily withdrawn  from  the  market  its  iron- 
fextran  complex  trade-name  Imferon.  This 
action  is  taken  at  the  request  of  the  Food 
and  Drug  Administration.  The  request  is 
based  upon  a month-long  controversy  in 
British  newspapers  initiated  by  the  publica- 
tion of  an  article  in  By'itish  Medical  Journal 
asserting  that  Imferon  produced  sarcomas  in 
rats  and  mice  at  the  sites  of  injection. 


324 


Nebraska  S.  M,  J. 


Nebraska  Association  of  Pathologists  Elects — 

The  new  officers  for  the  next  Assembly  of 
Pathologists  elected  at  the  Annual  Meeting, 
April  27,  1960,  are  as  follows : 

Dr.  H.  W.  McFadden,  Jr President 

Dr.  Harlan  Papenfuss.... President-Elect 

Dr.  D.  M.  Fitch Secy.-Treas. 

Dr.  J.  P.  Tollman Exec.  Committee 

Dr.  Vincent  Moragues  .Exec.  Committee 

Dr.  Earl  Greene  Exec.  Committee 

Physicians  and  Health  Costs — 

Concern  with  the  rising  cost  of  health  care 
is  voiced  by  the  Committee  on  Health  Insur- 
ance of  the  Texas  Medical  Association  in  the 
Association’s  State  Journal.  As  a result  of 
rising  costs,  there  is  an  increase  in  health 
insurance  premiums  with  the  ever-present 
danger  of  pricing  health  insurance  out  of  the 
market  for  many  income  groups.  The  com- 
mittee expressed  concern  that  such  price 
trends  are  a hazard  to  the  voluntary  health 
insurance  industry  with  which  the  private 
practice  of  medicine  is  said  to  be  inseparable. 
Failure  to  establish  and  maintain  a vigorous, 
healthy,  voluntary  finance  program  to  cover 
adequately  the  costs  of  practically  all  citizens 
can  result  in  a disappearance  of  the  private 
practice  of  medicine.  The  result  is  predicted 
to  be  a government  sponsored  and  financed 
plan. 

The  report  evidences  little  consolation  in 
the  numerous  reports  indicating  that  the 
cost  of  medical  care  has  risen  no  faster  or 
not  as  fast  as  other  costs  have  increased  dur- 
ing the  past  several  years.  The  patient’s  re- 
action to  the  increasing  cost  of  a new  auto- 
mobile is  described  as  in  a different  cate- 
gory than  his  reaction  to  the  increasing  costs 
of  health  care. 

Endorsing  the  American  Medical  Associa- 
tion’s decision  to  appoint  a “commission  on 
the  cost  of  medical  care,”  it  is  stated  that 
physicians  have  at  their  command  one  meth- 
od of  partially  controlling  the  increase  of 
cost  of  medical  care.  It  is  noted  that  only 
physicians  can  admit  patients  to  the  hospital 
and  only  physicians  can  write  their  orders. 
This  prerogative  of  the  physician  is  a way 
in  which  over  utilization  and  abuses  of  health 
insurance  can  be  controlled  without  compro- 
mising a high  quality  of  medical  care. 

Physicians  are  encouraged  to  refuse  to 
heed  unreasonable  demands  by  patients  for 
unnecessary  and  often  costly  hospital  ad- 


missions and  laboratory  procedures  when 
such  costs  are  not  reasonably  needed  for 
medical  care.  Such  action  is  one  way  of  ex- 
erting positive  pressure  against  the  ever- 
present threat  of  increased  federal  interven- 
tion in  the  practice  of  medicine. 

Expanded  Public  Relations  Program — 

The  Medical  Society  of  the  State  of  Penn- 
sylvania has  received  the  report  of  a public 
relations  firm  fulfilling  its  assignment  to 
study  the  relations  of  the  Society  to  the  pop- 
ulation of  the  state,  particularly  relatively  to 
the  status  of  private  medicine.  A summary 
of  their  report  is  published  in  the  Society’s 
Journal. 

As  a result  of  the  study,  the  consultants 
concluded  that  there  exists  a variety  of  opin- 
ion concerning  private  medicine  in  Pennsyl- 
vania, some  of  which  may  be  critical  or  ques- 
tioning, but  the  most  representative  opinion 
can  be  said  to  be  a passiveness  that  borders 
on  indifference.  This  is  said  to  reflect  a 
lack  of  understanding  of  the  profession’s  re- 
markable progress  and  of  its  contributions 
to  the  public  welfare. 

This  public  indifference  is  attributed  to 
a variety  of  factors,  some  of  which  are  be- 
lieved chargeable  to  the  Society  and  some  ap- 
parently attributable  to  the  attitudes  and 
public  relations  deficiencies  of  individual 
practitioners.  Some  opinions  are  a carry 
over  from  dissatisfaction  with  hospital  care 
or  facilities  or  from  unexpected  costs  in  med- 
ical care  or  from  the  omission  or  errors  of 
personnel  other  than  physicians  associated 
with  medical  seiwices. 

The  consulting  firm  states  that  today’s 
doctor  is  often  the  “whipping-boy”  in  criti- 
cisms of  private  medicine  which  an  indi- 
vidual practitioner  is  unable  to  counter.  A 
need  is  stated  for  creating  in  the  public  a 
better  picture  of  the  profession  and  unless 
this  can  be  done  and  negative  opinions  can 
be  corrected,  a public  opinion  conducive  to 
the  development  in  new  problems  for  medi- 
cine is  quite  ceidain. 

The  consulting  firm’s  study  included  a 
sampling  of  physician  opinion  and  the  con- 
clusion that  physicians  generally  concur  on 
that  point  that  concepts  of  socialized  medi- 
cine are  being  regularly  promoted  by  the 
minority.  As  a result  some  doctors  believe 
that  any  enlargement  of  the  Society’s  public 
relations  program  should  be  concentrated  on 
early  efforts  to  halt  further  encroachment 
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by  proponents  of  socialized  medicine.  While 
acknowledging  the  dangers  in  such  develop- 
ments, the  consulting  firm  takes  the  position 
that  it  would  be  imprudent  to  undertake  a 
major  campaign  on  this  issue  until  adequate 
preparations  have  been  completed.  Social- 
ization or  the  third  party  issue  are  not  to  be 
regarded  as  the  only  challenge  or  need  in 
private  medicine’s  public  relations  picture. 
The  report  indicates  the  opinion  that  further 
moves  in  the  socialization  of  medicine  will 
result  primarily  from  the  vulnerability  of  or- 
ganized medicine  resulting  from  public  in- 
difference toward  the  profession  and  confu- 
sion about  its  perfoinnance  and  the  sincerity 
of  private  medicine’s  dedication  to  the  pub- 
lic interest. 

The  report  recommends  that  planned  ac- 
tion be  carried  out  along  three  fronts.  One 
of  these  would  be  the  maturing  of  ideas  in 
the  emplojunent  of  methods  aimed  at  win- 
ning gi-eater  public  understanding  of  the 
benefits  currently  resulting  from  private 
medicine  in  the  state. 

The  Society  is  urged  to  take  steps  aimed 
at  the  improvement  of  the  medical  system 
in  Pennsylvania  as  it  relates  to  all  aspects 
of  medical  care  and  the  safeguarding  of  pub- 
lic health. 

The  third  front  is  the  development  of 
methods  aimed  at  protecting  the  profession- 
al freedom  of  private  practice  and  the  build- 
ing of  positive  public  understanding  as  an 
idealogic  shield  against  the  tax  by  propon- 
ents of  socialized  medicine. 

It  is  recommended  that  in  the  first  year 
of  a three  year  program  the  Society  concen- 
trate on  projects  and  activities  aimed  at  win- 
ning gi-eater  public  understanding  of  the 
present  system  and  its  benefits.  The  initial 
program  will  include  assistance  to  doctors 
for  improving  their  own  public  relations. 

To  accomplish  the  goals  of  the  report,  it 
is  recommended  that  an  early  study  be  made 
with  the  aim  of  re-aligning  the  Society’s 
functional  organization  so  as  to  utilize  the 
leadership  and  personality  of  eminent  mem- 
bers of  the  profession  as  spokesmen  for  the 
Society  and  as  authorative  representatives  of 
private  medicine  in  Pennsylvania. 

The  additional  budget  required  for  the 
recommended  program  is  estimated  to  be  be- 
tween $120,000  and  $135,000  for  the  first 
year  and  rising  for  the  second  and  third 
years  as  much  as  50  per  cent.  Included  in 


the  budget  is  the  fee  of  a consulting  firm  for 
its  counsel  on  all  public  relations  matters 
concerning  the  Society  and  for  direction  of 
the  effort. 

News  From  Our  Medical  Schools 

Two  and  One-half  Million  Dollar  Grant 
For  Cancer  Research — 

Directors  of  the  Eugene  C.  Eppley  Foun- 
dation, Inc.,  of  Omaha  have  announced  a 
$2,500,000  grant  to  the  University  of  Ne- 
braska for  the  creation  of  the  Eugene  C. 
Eppley  Institute  for  Research  in  Cancer  and 
Allied  Diseases  on  the  College  of  Medicine 
campus  in  Omaha. 

The  establishment  of  the  Eppley  Institute 
involves  the  construction  of  a six-stoiy 
structure,  which,  with  equipment,  will  cost 
$1,800,000. 

Construction  is  expected  to  begin  in  the 
fall  on  the  building  which  \viW  be  located  on 
the  south  slope  of  Dewey  Avenue,  west  of 
the  North  Laboratory  Building  and  across 
the  street  from  Bishop  Clarkson  ]\Iemorial 
Hospital.  The  building  will  be  connected 
with  University  Hospital  by  tunnels. 

The  Eppley  Foundation  directors  said  the 
work  of  the  Institute  will  have  a three-fold 
objective ; 

— to  gain  better  understanding  of  the 
causes  of  cancer  and  allied  diseases. 

— to  assist  in  the  improvement  of  methods 
for  diagnosis  of  cancer  and  allied  dis- 
eases. 

— fo  assist  in  the  improvement  of  methods 
for  the  treatment  and  prevention  of  can- 
cer and  similar  disorders. 

The  foundation  spokesman  said  that  only 
a $650,000  portion  of  the  Eppley  grant  will 
go  towards  the  buildings  and  equipment. 
Further  financing  will  come  from: 

— an  $800,000  Public  Health  Service 
Grant,  which  has  been  approved  by  the 
Surgeon  General  upon  the  recommenda- 
tion of  the  National  Advisory  Council 
on  Health  Research  Facilities  (subject 
to  Congressional  appropriation). 

— $350,000  from  the  University  College  of 
Medicine  quarter-mill  building  levy. 

The  balance  of  the  Eppley  Foundation 
gift,  or  $1,850,000,  plus  an  estimated  $500,- 
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000  in  interest  earnings,  will  be  used  over  a 
20-year  period  to  establish  the  Institute’s  re- 
search program. 

University  of  Nebraska  Chancellor  Clif- 
ford M.  Hardin  called  the  Eppley  Founda- 
tion gift  “one  of  the  most  important  educa- 
tional and  medical  seeds  ever  planted  in  Ne- 
braska.” 

He  said  that  as  a result  of  the  Founda- 
tion grant,  additional  funds  are  anticipated 
throughout  the  next  20  years  from  many 
sources  throughout  the  nation. 

With  this  support,  “it  seems  inevitable 
that  the  Eugene  C.  Eppley  Institute  for  Re- 
search in  Cancer  and  Allied  Diseases,  within 
a few  years,  shall  attain  recognition  not 
only  in  the  entire  Midwest  area  but  also  na- 
tionally,” Dr.  Hardin  added. 

The  gift,  he  continued,  “is  not  only  pro- 
viding a physical  facility  which  the  Univer- 
sity could  not  hope  to  receive  through  the 
usual  financial  channels,  but  also  is  insuring 
an  outstanding  anti-cancer  program  for  Ne- 
braska.” 

The  Foundation  noted  that  the  staffing  of 
the  new  institute  with  a director,  and  utli- 
mately  with  several  assistant  directors,  of 
high  scientific  qualifications  will  provide  fa- 
cilities which  do  not  exist  here  today.  Even- 
tually, the  Eppley  Institute  will  have  a staff 
of  between  100  and  200  specialized  person- 
nel, with  annual  expenditures  totaling  more 
than  $1  million. 

Institute  staff  members  will  serve  on  the 
College  of  Medicine  faculty,  thus  strengthen- 
ing the  cancer-related  phases  of  the  state’s 
medical  education  program,  the  dean  of  the 
college.  Dr.  J.  P.  Tollman,  said. 

Dean  Tollman,  in  outlining  the  major  re- 
sponsibility of  the  new  research  staff,  said 
members  will  be  called  upon  to  develop  can- 
cer-related research  projects  and  to  use  the 
resources  of  the  University,  the  College  of 
Medicine,  University  Hospital,  and  other  fa- 
cilities available  in  a cooperative  attack  on 
cancer  and  allied  diseases. 

“Since  the  cancer  problem  is  extremely 
complex  and  involves  knowledge  and  tech- 
niques peculiar  to  many  fields  such  as  vari- 
ous specialties  of  chemistry,  physiology,  ra- 
diology, as  well  as  those  of  medicine  itself, 
we  believe  our  initial  effort  must  be  one  of 
encouraging  and  coordinating  projects  in 
several  areas,”  he  noted. 


Announcement  of  establishment  of  the 
cancer  research  Institute  followed  almost 
two  years  of  intensive  planning  and  study 
by  representatives  of  the  Eppley  Foundation 
and  the  University.  It  included  detailed  in- 
vestigation of  research  facilities  throughout 
the  United  States  and  a review  of  the  proj- 
ect and  the  campus  by  four  men  active  in  the 
field  of  cancer  research. 

They  were:  Dr.  C.  Chester  Stock,  asso- 
ciate director  of  the  Sloan-Kettering  Insti- 
tute for  Cancer  Research;  Dr.  Alfred  Cell- 
horn,  director  of  the  Institute  of  Cancer  Re- 
search at  Columbia  University;  Dr.  Shields 
Warren,  director  of  the  Cancer  Research  In- 
stitute of  New  England  Deaconess  Hospital 
in  Boston,  and  Dr.  G.  Burroughs  Mider  of 
the  National  Cancer  Institute. 

Recommendations  by  this  medical  quartet 
which  led  to  the  grant  announcement  were 
based  on  some  of  the  following  factors : 

— The  enthusiasm  of  a competent  and 
well  qualified  medical  faculty. 

— The  advancement  of  knowledge  to  be 
gained  by  the  faculty  and  medical  stu- 
dents in  the  field  of  cancer  and  allied 
diseases. 

— The  coordination  between  the  medical 
college  and  the  university  campus  in 
Lincoln  on  scientific  work  pertinent  to 
cancer  research. 

— Improvement  of  diagnosis  and  treat- 
ment of  cancer  in  Nebraska  and  the 
surrounding  states. 

— Favorable  geographic  location  in  which 
the  intellectual  and  economic  climate 
of  the  area  should  contribute  to  the 
gaining  of  national  significance  by  the 
institute. 

— The  success  of  the  Nebraska  Psychiatric 
Institute  which  since  its  debut  in  1953 
has  achieved  national  prominence  in  the 
psychiatric  field. 

The  creation  of  the  Institute  is  the  direct 
result  of  the  recommendations  of  the  late 
Eugene  C.  Eppley.  In  1956,  he  suggested 
that  the  Foundation  make  a substantial 
grant  to  the  study  of  the  control  and  cure  of 
cancer  if,  after  investigation,  such  procedure 
seemed  practical. 

Grants  at  the  present  time  made  by  the 
Eppley  Foundation  amount  to  more  than 
.$11,500,000.  Last  week,  an  affiliated  hos- 
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pital — Childrens  Memorial  Hospital,  which 
is  located  on  the  College  of  Medicine  Camp- 
us, was  awarded  a grant  of  $640,000  from 
the  Eppley  Foundation  to  construct  an  addi- 
tion. Other  gifts  made  possible  by  Eppley, 
an  Omaha  hotel  magnate,  have  gone  to  mid- 
western  colleges  and  universities,  a prep 
school,  a camp  run  by  the  Salvation  Army 
and  to  the  Omaha  Municipal  Airport  which 
has  been  re-named  Eppley  Field. 

The  Eppley  Institute  is  being  designed  by 
John  Latenser  and  Sons,  Omaha  architects. 
The  completion  date  is  tentatively  scheduled 
for  June,  1962. 

News  From  Nebraska  Heart 
Association 

Physician’s  Guide  on  Congenital  Defects — 

(Revised  by  Heart  Association) 

The  American  Heart  Association’s  booklet 
for  the  practicing  physician  on  evaluation 
and  management  of  congenital  cardiac  de- 
fects has  been  revised  and  is  available  from 
the  Nebraska  Heart  Association,  4202  Har- 
ney St.,  Omaha,  Nebr.,  under  the  new  title. 
“Evaluation  and  Management  of  Congenital 
Cardiac  Defects.”  It  was  formerly  titled, 
“Congenital  Cardiac  Defects,  a Physician’s 
Guide  for  Evaluation  and  Management.” 

Intended  to  help  the  physician  determine 
when  referral  to  a cardiologist  is  required, 
the  32-page  booklet  has  been  substantially 
revised  and  expanded  to  keep  pace  with  the 
rapid  advance  in  surgical  treatment  of  con- 
genital heart  defects.  In  addition,  a new 
section  has  been  added  on  Cardiac  Defects 
Amenable  to  Surgery,  which  lists  some  of 
the  signs  associated  with  such  defects. 


New  Booklet  on  Inborn  Heart  Defects — 

(Published  As  Guide  to  Parents) 

A new  booklet,  “If  Your  Child  Has  a Con- 
genital Heart  Defect,”  suitable  for  distribu- 
tion by  physicians  to  parents  of  patients 
with  operable  cardiac  defects,  has  been  pub- 
lished by  the  American  Heart  Association 
and  its  affiliates. 

The  48-page,  illustrated  volume  is  de- 
signed to  prepare  parents  for  the  events  that 
may  follow  a preliminaiy  diagnosis  of  con- 
genital heart  disease  in  their  child,  includ- 
ing additional  diagnostic  tests,  hospitaliza- 


tion, surgery,  convalescence  at  home  and  the 
transition  to  normal  living. 

Pointing  out  that  recent  advances  in  diag- 
nosis and  surgery  make  it  possible  to  operate 
successfully  on  inborn  heart  conditions  once 
considered  hopeless,  the  booklet  provides  ex- 
planations and  diagrams  of  some  of  the  more 
common  defects  which  may  be  completely 
or  partially  corrected  by  surgery.  It  also 
describes  sources  of  community  help  in  ob- 
taining medical  and  surgical  care  for  con- 
genital heart  patients.  It  is  obtainable  from 
the  Nebraska  Heart  Association,  4202  Har- 
ney Street,  Omaha,  Nebraska. 

Revised  Rheumatic  Fever  Statement — 

(Is  Available  in  Leaflet  Fonn) 

A revised  statement  on  “Prevention  of 
Rheumatic  Fever  and  Bacterial  Endocarditis 
Through  Control  of  Streptococcal  Infec- 
tions” has  been  issued  by  the  American  Heart 
Association.  It  is  available  to  physicians 
in  leaflet  form  from  the  Nebraska  Heart  As- 
sociation, 4202  Harney  Street,  Omaha,  Ne- 
braska. 

Originally  issued  in  1955,  the  statement 
was  previously  revised  in  1956.  In  its  latest 
revision,  more  prominence  is  given  to  the 
section  on  prevention  of  recurrences  of  rheu- 
matic fever  and  rhenumatic  heart  disease 
through  continued  prophylaxis;  the  section 
on  prophylaxis  against  bacterial  endocar- 
ditis has  been  expanded;  suggested  treat- 
ment schedules  have  been  revised;  and  the 
latest  reference  materials  have  been  includ- 
ed. 


Human  Interest  Tales 

Dr.  G.  W.  Schmitz,  Scottsbluff,  discussed 
heart  defects  and  surgery  at  a regular  meet- 
ing of  the  Cosmopolitan  Club  of  that  city. 

Mrs.  M.  P.  Brolsma,  Lincoln,  is  the  newly 
elected  president  of  the  Lancaster  County 
Medical  Auxiliary  for  the  coming  year. 

Dr.  and  Mrs.  J.  M.  Woodard,  Aurora,  at- 
tended a medical  meeting  in  Chicago  in 
April. 

Dr.  A.  P.  Stappenbeck,  Humboldt,  attend- 
ed a medical  meeting  at  the  Mayo  Clinic  in 
Rochester,  Minn.,  in  April. 

Mrs.  V.  D.  Norall,  Lexington,  has  been 
elected  president  of  the  Dawson  County 
Medical  Auxiliary  for  the  curent  year. 
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Dr.  C.  J.  Thomas,  Franklin,  traveled  to 
the  Mayo  Clinic  in  Rochester  in  April  to  at- 
tend an  invitational  Clinical  review. 

Mrs.  Robert  C.  Smith,  Hastings,  will  head 
the  Adams  County  Medical  Auxiliary  for  the 
next  year. 

Doctor  Roger  Mason  has  joined  in  prac- 
tice with  Doctors  Morgan  and  Morgan  in 
McCook. 

Dr.  and  Mrs.  Wayne  Zlomke,  Ord,  were 
hosts  for  the  April  meeting  of  the  Four 
County  Medical  Society.  Dr.  A.  J.  Filip  of 
Grand  Island  was  the  guest  speaker. 

Dr.  C.  W.  Thomas,  Wymore,  was  honored 
at  the  first  Appreciation  Night  held  by  the 
Lutheran  Hospital  at  Beatrice.  He  received 
a certificate  of  service. 

Dr.  T.  P.  Krush,  Omaha,  was  a guest 
speaker  at  the  April  meeting  of  the  Schuyler 
Parent  Teachers  Association.  He  spoke  on 
the  subject  of  “Troubled  Children.” 

A recent  article  in  a Grand  Island  news- 
paper has  cited  Dr.  C.  A.  Rydberg  of  Litch- 
field for  his  many  years  of  untiring  service 
to  his  community. 

The  Gage  County  Medical  Society  was  host 
to  the  Gage  County  Bar  Association  in 
April.  District  Judge  Edmund  Nuss  of 
Hastings  was  the  speaker. 

Dr.  Francis  Neumayer,  Lincoln,  is  the 
new  president  of  the  Lincoln  Surgical  So- 
ciety. Dr.  John  G.  Wiedman  is  the  presi- 
dent-elect. 

Dr.  and  Mrs.  J.  S.  Bell,  York,  traveled  to 
Chicago  in  April  to  attend  the  annual  meet- 
ing of  the  American  Railroad  Surgeons  As- 
sociation of  which  Dr.  Bell  is  president. 

Dr.  and  Mrs.  R.  F.  Sievers,  Blair,  spent 
two  weeks  vacationing  in  Bermuda  follow- 
ing their  trip  to  Philadelphia  to  attend  the 
American  Academy  of  General  Practice 
meeting  in  April. 

Dr.  C.  L.  Anderson,  Stromsburg,  has  re- 
ceived a silver  lapel  badge  and  Certificate 
of  Appreciation  for  his  15  years  of  service 
as  medical  advisor  to  the  Selective  Service 
Local  Board  of  Polk  County. 

Drs.  D.  H.  Morgan,  Don  Morgan,  and 
Roger  Mason,  McCook,  are  adding  to  their 
present  office  facilities  with  the  construc- 
tion of  a new  building.  The  work  is  expect- 
ed to  be  completed  by  July. 


Drs.  C.  N.  Sorensen,  James  D.  Hayhurst, 
and  W.  0.  Brown  of  Scottsbluff  and  Dr. 
Harold  E.  Gentry  of  Gering,  were  speakers 
at  a special  Pastors’  Day  meeting  held  at 
the  West  Nebraska  General  Hospital  in 
Scottsbluff  in  March. 

Dr.  Arthur  L.  Smith,  Sr.,  presented  a pa- 
per at  the  Pan  American  Medical  Associa- 
tion Meeting  in  Mexico  City  on  May  3,  1960. 
It  was  titled  “Diagnosis  of  Angina  Pectoris 
As  Recorded  by  the  Spatial  Vectorcardio- 
gram.” 


Announcements 

Increased  Payment  for  Insurance  Examinations — 

The  United  American  Life  Insurance 
Company,  with  Home  Offices  at  1717  Cali- 
fornia St.,  Denver,  Colorado,  has  announced 
that  effective  as  of  May  1,  1960,  our  com- 
pany has  increased  the  allowable  fee  to 
$10.00  for  completion  of  our  regular  routine 
insurance  physical  exam  report  form  and  its 
receipt  in  our  Home  Office. 

The  Scientific  Exhibit,  A.M.A.  Clinical  Meeting, 
Washington,  D.C.,  November  28  - December  1,  1960 — 

Application  forms  for  space  in  the  Scien- 
tific Exhibit  at  the  Washington,  D.C.  Clin- 
ical Meeting  of  the  American  Medical  Asso- 
ciation, November  28  to  December  1 are  now 
available.  They  may  be  procured  by  writ- 
ing directly  to  Charles  H.  Bramlitt,  M.D., 
Director,  Department  of  Scientific  Assem- 
bly, American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago  10,  Illinois.  Applica- 
tions close  on  August  1. 

The  “Hull”  award  will  be  presented  for 
the  first  time  at  this  meeting  to  the  best  ex- 
hibit on  a scientific  subject  which  has  not 
been  previously  shown  at  a medical  meeting. 
The  award  will  consist  of  a gold  medal  and 
an  honorarium  of  $250.  The  winning  ex- 
hibit will  be  approved  for  showing  in  the 
Scientific  Exhibit  at  the  1961  Annual  Meet- 
ing of  the  A.M.A.  which  will  be  held  in  New 
York  City. 

Dr.  Thomas  G.  Hull  will  personally  pre- 
sent the  award  to  the  recipient. 

Predoctoral  and  Postdoctoral  Fellowships 
Available — 

The  Arthritis  and  Rheumatism  Founda- 
tion offers  predoctoral,  postdoctoral  a n d 
senior  investigatorship  awards  in  the  funda- 
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mental  sciences  related  to  arthritis  for  work 
beginning  July  1,  1961.  Deadline  for  appli- 
cations is  October  31,  1960. 

These  awards  are  intended  as  fellowships 
to  advance  the  training  of  young  men  and 
women  of  promise  for  an  investigative  or 
teaching  career.  They  are  not  in  the  nature 
of  a grant-in-aid  in  support  of  a research 
project. 

The  program  provides  for  three  awards ; 

1.  Predoctoral  Felloicships  are  limited 
to  students  who  hold  a bachelor’s  de- 
gree. Each  applicant  studying  for  an 
advanced  degree  must  be  acceptable  to 
the  individual  under  whom  the  work 
will  be  done.  These  Fellowships  are 
tenable  for  one  year,  with  prospect  of 
renewal.  Stipends  range  from  $2,000 
to  $3,000  per  year,  depending  upon 
the  family  responsibilities  of  the  Fel- 
low. 

2.  Postdoctoral  Fellowships  are  limited 
to  applicants  with  the  degree  of  Doc- 
tor of  Medicine,  Doctor  of  Philosophy 
— or  their  equivalent.  These  Fellow- 
ships are  tenable  for  one  year,  with 
prospect  of  renewal.  Stipends  range 
D’om  $5,000  to  $7,000  per  year,  de- 
pending upon  the  family  responsibil- 
ities of  the  Fellow. 

3.  Senior  Investigator  Awards  are  made 
to  candidates  holding  or  eligible  for  a 
“faculty  rank’’  such  as  Instructor  or 
Assistant  Professor  (or  equivalent) 
and  who  are  sponsored  by  their  insti- 
tution. Stipends  are  from  $7,000  to 
$10,000  per  year  and  are  tenable  for 
five  years. 

A sum  of  $500  will  be  paid  to  cover  the 
laboratory  expenses  of  each  Postdoctoral 
Fellow.  An  equal  sum  will  be  paid  to  either 
cover  the  tuition  expenses  or  laboratory  ex- 
penses of  each  Predoctoral  Fellow.  In  the 
case  of  Senior  Investigators,  instead  of  the 
$500,  an  additional  10(J-  of  the  stipend  will 
go  to  the  institution  to  be  applied  to  annuity 
programs,  laboratory  expenses,  travel,  etc. 

For  further  information  and  application 
forms,  address  the  INIedical  Director,  Ar- 
thritis and  Rheumatism  Foundation,  10  Co- 
lumbus Circle,  New  York  19,  N.Y. 

Unique  Foreign  Fellowship  Program  to  Send 
MiKlical  .Students  to  Remote  Area.s — 

A unique  fellowship  program  designed  to 


further  medical  education  by  sending  future 
doctors  to  remote  areas  of  the  world  was  an- 
nounced recently  by  the  Association  of 
American  Medical  Colleges. 

Dr.  Ward  Darley,  executive  director  of  the 
A.A.M.C.,  said  the  program  would  “Enable 
selected  medical  students  to  gain  wide  clin- 
ical experience  as  well  as  assist  in  the  con- 
tinuing war  against  disease  in  the  backward 
areas  of  the  world.’’ 

The  three-year  program,  established  un- 
der a $180,000  grant  from  Smith,  Kline  & 
French  Laboratories,  is  open  to  all  medical 
college  students  who  have  completed  their 
third  year  of  study.  Scheduled  to  begin 
this  summer,  the  program  will  permit  an 
average  of  30  students  to  participate  each 
year. 

This  unique  program  opens  the  way  for 
these  students  to  learn  more  about  their  pro- 
fession in  alien  settings.  The  medical  op- 
portunity inherent  in  working  with  dedicat- 
ed men  already  practicing  in  Africa,  Asia 
and  other  far-off  places  provides  a first- 
hand experience  in  the  care  of  patients  that 
cannot  be  obtained  in  the  formal  academic 
environment. 

Students  will  be  able  to  bring  modern 
American  science  to  more  primitive  regions 
while  representing  the  United  States  as  “un- 
official ambassadors.’’ 

Eligible  students  who  are  prepared  to 
spend  an  average  of  12  weeks  working  in 
foreign  locales  have  been  urged  to  submit 
applications  to  their  respective  deans  for  re- 
view. Following  initial  screening,  up  to 
three'  applications  from  each  school  will  be 
forwarded  to  a distinguished  panel  of  physi- 
cians who  will  make  up  the  selection  com- 
mittee for  the  S.K.&F.  Foreign  Fellowships. 

Awards  will  be  made  on  the  basis  of  the 
applicant’s  ability  and  objectives  with  spe- 
cial consideration  being  given  to  those  pro- 
grams which  cannot  be  realized  in  the  Unit- 
ed States  and  through  which  the  student  can 
bring  back  valuable  knowledge  to  this  coun- 
try. 

The  cash  award  for  the  fellowship  will  be 
made  on  an  individual  basis.  In  some  cases, 
a contribution  will  be  made  for  the  student’s 
spouse  if  this  seems  desirable  in  terms  of 
the  objectives  of  the  trip. 

Aftei-  completion  of  the  fellowship,  each 
student  will  be  required  to  submit  a written 
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report  on  his  experiences  to  the  selection 
committee. 

Applications  by  the  students  must  contain 
a letter  detailing  the  proposed  trip  as  well 
as  a complete  estimate  of  the  expenses  to  be 
incurred  and  the  total  amount  of  the  fellow- 
ship requested.  The  letter  must  include  the 
location  to  be  visited,  purpose  of  the  trip, 
personal  reasons  for  wishing  to  undertake 
the  program  and  the  amount  of  time  that 
will  be  involved.  All  other  pertinent  data 
that  will  aid  the  deans  and  selection  commit- 
tee also  should  be  included. 

In  addition,  a personal  history  of  the  ap- 
plicant and  a letter  of  acceptance  from  the 
foreign  sponsor  with  whom  the  student  will 
work  abroad  also  are  required. 

Summer  Camp  for  Diabetic  Children — 

Camp  Floyd  Rogers  for  diabetic  children 
will  be  in  operation  from  June  5 through 
June  18.  This  is  a nonprofit  activity  for  and 
in  the  interest  of  juvenile  diabetics.  In  a 
typical  camping  environment,  but  under 
close  medical  and  nursing  supervision,  the 
children  learn  much  about  diabetes.  They 
come  to  accept  their  situation,  and  assume 
responsibility  to  care  for  themselves.  Doc- 
tors who  have  juvenile  diabetic  patients  and 
would  like  to  see  those  patients  have  the  ad- 
vantage of  summer  camp  experiences  may 
obtain  information  and  application  blanks 
by  writing  to  the  camp  director.  Miss  Anna 
Smrha,  Department  of  Health,  State  Capitol, 
Lincoln  9,  Nebraska. 

American  Public  Health  Association  to  Meet — 

The  88th  annual  meeting  of  the  American 
Public  Health  Asnsociation  will  be  held  at 
the  Civic  Auditorium,  San  Francisco,  Octo- 
ber 31  through  November  4,  1960.  Berwyn 
F.  Mattison,  M.D.,  Executive  Director,  may 
be  addressed  for  additional  details,  at  1790 
Broadway,  New  York  19,  New  York. 

Gracie  Square  Hospital  Approved  for 
Psychiatric  Residency — 

The  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Associa- 
tion has  approved  the  Gracie  Square  Hos- 
pital, 420  East  76th  Street,  New  York  City, 
for  a two-year  residency  training  program 
in  psychiatry.  This  is  a 232-bed  hospital 
opened  in  March  1959.  Its  staff  includes 
4 full-time  psychiatrists  and  6 residents  in 
training.  A total  of  12  full-time  residents 
is  expected  in  the  near  future. 


Deaths 

H.  R.  Brown,  M.D.,  Beatrice.  Doctor  H. 
R.  Brown  died  at  a Beatrice  hospital,  April 
27,  1960,  at  the  age  of  77  years  after  a short 
illness  from  cancer  of  the  lung.  Doctor 
Brown  was  born  in  Daykin,  January  9,  1883 
and  after  graduation  from  the  St.  Louis  Uni- 
versity Medical  School,  in  1907,  he  returned 
to  his  hometown  to  practice  medicine.  In 
1915,  he  started  a practice  in  Beatrice  and 
continued  there  until  his  death. 

The  Woman's  Auxiliary 

President’s  Report  at  Thirty  fifth  Annual 
Meeting,  April  26,  1960 — 

Mrs.  Tanner,  Members  (of  the  Board)  and 
Guests : 

I want  to  take  this  opportunity  to  thank 
all  the  auxiliary  members,  and  especially 
the  Executive  Board,  for  all  the  help,  friend- 
ship, and  wonderful  cooperation  given  me 
this  past  year.  As  you  know,  the  office  of 
president,  is  not  a one-man  job,  but  just  the 
quarter-back  on  a team  of  56  players.  Any 
mistakes  or  omissions  is  not  the  fault  of  the 
team,  but  mine,  because  I was  calling  the 
signals.  We  know  that  our  new  president, 
with  her  new  team,  will  receive  the  same 
helpful  cooperation  given  me. 

The  year  1959-1960  began  with  the  post- 
convention Board  meeting  in  Omaha.  In 
June,  I was  the  Presidential  delegate  to  the 
A.M.A.  in  Atlantic  City,  and  because  of  Dr. 
Covey’s  illness,  gave  Mrs.  Covey’s  report. 
During  the  summer,  the  stationery  was  or- 
dered, and  Mrs.  Millet  and  Mrs.  Christlieb 
worked  on  the  new  Directoiy.  The  station- 
ery and  the  Directory  were  ready  for  dis- 
tribution at  the  Fall  Board  Meeting  in  Sep- 
tember, in  Omaha. 

On  August  2nd,  I represented  the  Aux- 
iliary at  the  celebration  in  Giltner  honoring 
Dr.  and  Mrs.  Marvel.  Mrs.  Waddell  and  I 
attended  the  Fall  Conference  in  Chicago  for 
State  Presidents  and  Presidents-elect  in  Oc- 
tober, and  I participated  in  a panel  discus- 
sion on  membership.  Because  of  Mrs.  Run- 
ty’s inability  to  go,  your  president  represent- 
ed the  Nebraska  Auxiliary  at  the  A.M.A. 
Regional  Conference  on  Medical  Legislation 
in  Minneapolis,  in  November.  On  January 
21st,  I poured  at  the  tea  in  the  Governor’s 
Mansion  in  Lincoln,  given  by  the  National 
Health  Foundation.  The  mid-year  Board 
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meeting  was  held  in  Lincoln  in  February, 
and  I also  attended  a convention-planning 
meeting  in  Lincoln,  in  April.  Last  week, 
i\Irs.  Tanner  and  I had  the  great  privilege 
of  helping  reorganize  the  Madison-Six  Coun- 
ty Auxiliary,  at  the  home  of  Mrs.  George 
Salter  in  Norfolk.  We  are  so  happy  to  have 
this  group  affiliated  with  the  State  Aux- 
iliary again,  and  our  sincerest  thanks  goes 
to  i\Irs.  Salter  for  her  help. 

I am  planning  to  attend  the  A.M.A.  con- 
vention in  Miami  Beach  in  June,  and  will 
give  the  Nebraska  report  on  our  activities 
for  this  past  year. 

During  the  year,  I have  visited  Douglas, 
6th  Councilor,  Dawson,  Adams,  Buffalo,  and 
Tri-County  2 Auxiliaries;  Mrs.  Waddell  ac- 
companied me  to  three  of  the  meetings.  The 
friendship  and  wonderful  hospitality  of 
these  members  will  always  be  remembered. 

I have  tried  to  answer  all  correspondence 
promptly,  and  to  send  in  any  reports  re- 
quested by  the  National  office. 

Again,  I wish  to  thank  you  for  all  your 
help  and  cooperation  this  past  year,  and  for 
the  very  great  honor  and  privilege  of  serv- 
ing as  your  president. 

MARGARET  FARRELL. 

Mrs.  Merrill  C.  Smith  Receives  Honorary 
Membership — 

Article  3 of  our  Constitution  says  in  part, 
“Honorary  membership  shall  be  conferred 
by  the  Auxiliary  on  the  unanimous  recom- 
mendation of  the  Executive  Board  at  a regu- 
lar meeting.  Honorary  members  shall  be 
entitled  to  all  the  rights  of  membership  ex- 
cept the  right  to  vote  and  hold  office,  and 
they  shall  be  exempt  from  the  payment  of 
dues.” 

At  this  time,  I have  the  honor  of  present- 
ing an  Honorary  membership  to  a lady  who 
has  been  closely  connected  with  the  Nebras- 
ka Medical  Auxiliary  for  many  years.  She 
has  attended  our  meetings  as  a guest,  but 
we  know  that  she  has  given  much  “behind- 
the-scenes”  help  on  all  the  State  Conven- 
tions. The  Executive  Board,  at  the  Febru- 
ary Board  meeting,  voted  unanimously  to 
confer  an  Honorary  membership  on  IMrs. 
IMerrill  Smith.  Mrs.  Smith  is  the  wife  of 
the  Executive  Secretary  of  the  Nebraska 
State  Medical  Association,  and  Mr.  Smith  is 
being  honored  this  year  for  his  25  years  of 
service  with  the  State  Society. 


Lincoln,  Nebraska 
April  29,  1960 

My  Dear  Friends  of  the  Nebraska  State 

Medical  Auxiliary: 

Now,  as  I sit  here  a bit  collected  from 
all  the  activity  of  this  momentous  M.  C. 
Smith  Silver  Anniversary  Meeting,  maybe 
I can  write  what  I should  have  said  Wed- 
nesday, at  the  luncheon,  but  couldn’t. 

I want  you  to  know  I really  was  over- 
whelmed and  surprised  to  tears  at  the  honor 
extended  to  me.  Never  in  my  whole  life 
was  I so  surprised. 

A great  big  thank  you  is  not  really 
enough.  I am  deeply  grateful  and  humble. 
It  is  such  a pleasure  for  me  to  know  I am 
one  of  you  on  an  honorary  basis,  and  that 
beautiful  pin  (with  the  guard  chain  added) 
is  one  of  my  most  prized  possessions.  Again, 
thank  you  kind  friends,  one  and  all.  In  ap- 
preciation, please  accept  my  pledge  to  help 
wherever  I can  at  any  time. 

You  girls  really  outdid  yourselves  at  this 
meeting,  in  so  many  ways.  The  Fun  Night 
was  such  a huge  success,  just  the  best  ever; 
also,  the  program  and  luncheon  was  a joy 
for  every  one.  Your  assistance  with  the 
banquet  and  the  guest  speakers!  Well,  you 
and  your  good  doctors  could  not  have  done 
more  for  Merrill  and  myself,  and  we  do 
thank  you  so  very,  very  much. 

Sincerely, 

OLLIE  (SMITH). 


Know  Your 
Blue  Shield  Plan 


The  Long  View  of  Blue  Shield — 

If  you  aren’t  too  sure  just  what  Blue 
Shield  means  to  medicine  — and  to  you  and 
me  — then  try  to  imagine  what  the  econom- 
ics and  the  sociology"  of  medical  practice 
would  be  like  without  Blue  Shield. 

Remember  first  that  most  Blue  Shield 
Plans  were  organized  by  local  units  of  or- 
ganized medicine  15  or  20  years  ago.  Medi- 
cine then  faced  an  urgent  popular  demand 
for  some  mechanism  through  which  people 
could  prepay  unpredictable  medical  care 
costs.  The  insurance  companies  doubted 
that  medical  bills  could  be  safely  covered  by 
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insurance  methods;  and  the  politicians  and 
social  reformers  were  openly  skeptical  that 
doctors  and  patients  would  ever  be  able  to 
get  together  voluntarily  on  any  workable 
prepayment  plan. 

For  the  first  time  in  modern  history, 
America’s  physicians  — aided  and  abetted 
by  free  labor,  free  industry  and  the  genius 
of  American  free  enterprise  — solved  a com- 
plex nationwide  social  problem  by  volun- 
tary action. 

Blue  Shield  is  the  one  prepayment  plan 
exclusively  devoted  to  the  mutual  interests 
of  patient  and  doctor.  It’s  “nonprofit”  — 
which  is  to  say  that  the  profits  belong  to  the 
subscriber,  and  they  are  immediately  re- 
turned to  him  in  terms  of  broader  seiwices 
covered  and  more  adequate  payments  for  his 
doctor’s  services  when  he  needs  them.  Blue 
Shield  seiwes  all  segments  of  the  commun- 
ity, not  just  those  favored  elements  who 
need  it  least  and  who  offer  the  best  prospect 
of  profitable  underwriting. 

In  most  areas,  the  local  physicians  are 
voluntarily  accepting  Blue  Shield  payments 
in  full  payment  of  services  required  by  sub- 
scribers in  low  or  medium  income  brackets, 
recognizing  that  in  Blue  Shield  — and  only 
in  Blue  Shield  — the  payment  schedules  re- 
flect the  profession’s  own  evaluation  of  its 
services  and  procedures. 

Blue  Shield  is  the  greatest  contribution 
American  medicine  has  ever  made  in  the 
medico-economic  sphere  — and  it  is  dedicat- 
ed to  the  preservation  of  a system  of  medical 
care  that  both  the  profession  and  the  people 
of  this  country  clearly  want  to  preserve. 

GOVERNMENTAL  SUBSIDY  — 
GOVERNMENTAL  CONTROL 

(Continued  from  296) 

and-mortar  purposes;”  this  means  to  take  a 
single  federal  grant  to  help  build  new  build- 
ings or  repair  the  old  ones.  The  supposi- 
tion is,  or  seems  to  be,  that  one  can  be  just 
a little  bit  pregnant  and  never  come  to  full 
fruition;  that  if  one  just  eats  a bite  or  two 
of  the  forbidden  fruit  and  not  the  whole 
apple  he  surely  couldn’t  be  kicked  out  of 
Paradise  on  that  score. 

Men  of  great  and  enquiring  minds,  even 
of  the  Supreme  Court  of  our  nation,  have 
said  again  and  again  that  tvhat  the  govern- 
ment subsidizes  it  ivill  control.  If  we  wish 


to  have  “an  overtone  of  politics”  to  govern 
our  medical  schools,  all  we  have  to  do  is  to 
accept  government  subsidy  — even  a single 
“brick-and-mortar”  grant.  Do  we  wish  to 
remain  free  to  select  our  medical  students, 
accept  as  many  as  we  can  train  in  a thor- 
ough manner,  and  educate  them  as  we  see 
fit?  If  we  do  wish  to  retain  these  preroga- 
tives, then  we  must  avoid  the  “political  over- 
tones” that  are  sure  to  follow  government 
subsidy  of  our  schools. 

THE  EPHEBIATRICIAN 

From  the  Journal  of  the  Mississippi  State 
Medical  Association  (1:171,  1960),  we  learn 
that  those  doctors  who  specialize  in  caring 
for  the  so-called  “teenagers”  should  have  a 
special  designation.  For  this,  the  word 
ephebiatrician  has  been  suggested,  and  sci- 
ence of  medical  care  of  this  group  would  be 
known  as  ephebiatrics. 

The  need  for  specialists  in  ephebiatrics  is 
fully  explained  in  this  article  entitled 
“Ephebiatricians : Bobby-Socks’  Doctors.” 

It  seems  that  with  all  the  preventive  meas- 
ures applied  to  infancy  and  childhood,  the 
pediatricians  have  pretty  well  worked  them- 
selves out  of  business.  On  the  other  hand, 
the  “teenagers”  feel  left  out  and  slighted, 
“too  old  for  colic  and  too  young  for  stomach 
ulcers,”  as  it  were.  Also,  the  apellation, 
teenager,  has  come  to  imply  juvenile  delin- 
quency, and  adolescent  to  mean  “a  problem 
child  with  pimples,”  according  to  the  article 
being  quoted.  It  seems  that  the  pediatri- 
cian, who  has  so  little  left  to  do,  could  well 
become  an  ephebiatrician,  but  he  may  lack 
the  special  training  necessary  for  the  job. 

As  long  as  we  are  slicing  this  bologna 
thinner  and  thinner,  it  might  be  well  to  con- 
sider some  of  the  later  periods  in  life.  For 
instance,  the  internist,  poor  chap,  may  be 
in  no  position  by  training  or  inclination  to 
care  for  people  in  the  so-called  middle  age, 
so,  why  not  create  a division  one  might  call 
mediatncs  and  the  practitioner,  a niediatri- 
cian.  Then  there  is  the  group  approaching 
the  hundred-year  age  who  might  belong  to 
another  specialist.  He  would,  no  doubt,  be 
a gerontologist,  since  we  already  speak  of 
gerontology.  How  silly  can  one  get! 

NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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Comments  From 
Your  President 


The  Nebraska  State  Medical  Association 
has  just  completed  its  annual  meeting,  and 
it  is  gratifying  to  note  that  the  registration 
of  456  physicians  probably  is  an  all-time 
record  registration  for  the  meetings  held  in 
Lincoln.  In  1958,  the  attendance  was  364; 
in  1956,  it  was  385;  but  in  1942  it  was  442. 
Those  of  us  in  the  Headquarter’s  Office  do 
not  know  the  reason  for  the  drop  in  attend- 
ance in  the  Lincoln  meetings,  but  we  recog- 
nized that  something  of  this  sort  was  hap- 
pening and  made  an  all-out  effort  to  bring 
the  registration  up  to  where  we  feel  it  should 
be. 

The  fine  attendance  was  due  to  a number 
of  factors,  including  an  excellent  program 
planned  by  the  Committee  on  Scientific  Ses- 
sions under  the  Chairmanship  of  Dr.  Sam 
Swenson.  In  addition,  the  president  wrote 
personal  letters  to  all  members  of  the  Ne- 
braska State  Medical  Association  urging 
them  to  attend.  I received  thirty  or  forty 
answers  to  this  letter,  realizing  that  those 
who  took  the  trouble  to  answer  were  defin- 
itely interested  in  the  Nebraska  Medical  As- 
sociation. In  addition,  I have  had  two  let- 
ters from  guest  speakers  who  were  particu- 
larly impressed  with  the  fine  program  and 
the  spirit  of  friendliness  which  pervaded  the 
meeting. 

On  April  25,  1960,  I was  asked  to  attend 
a luncheon  of  the  Nebraska  Pharmaceutical 
Association  at  Grand  Island.  In  my  vow 
brief  address  to  these  gentlemen  I called 


their  attention  to  the  fact  that  it  is  just  as 
important  for  their  members  as  it  is  for  the 
medical  profession  to  make  every  move  pos- 
sible calculated  to  defeat  the  proposed  social- 
istic legislation,  such  as  the  Forand  Bill.  At 
that  time  I also  made  a remark  which  I feel 
should  become  an  important  part  of  the  plat- 
form of  the  Nebraska  State  Medical  Associa- 
tion during  the  next  year.  I proposed  an 
Interprofessional  Council  composed  of  doc- 
tors, dentists,  lawyers,  pharmacists  and,  in 
fact,  every  group  interested  in  the  health 
field  and  in  the  continuation  of  our  right  to 
live  and  to  practice  our  professions  in  an  in- 
dividual way,  without  government  interven- 
tion. Such  an  interprofesional  Council 
would  represent  a great  share  of  the  popula- 
tion, particularly  of  the  self  employed.  By 
mutual  effort  of  the  associations  represent- 
ed, we  could  do  even  more,  not  only  in  dis- 
couraging socialism  of  our  profession,  but  in 
many  civic  and  community  ways,  as  well. 

I would  greatly  appreciate  hearing  from 
members  of  the  Nebraska  State  Medical  As- 
sociation their  reaction  to  the  formation  of 
such  a group. 

Please  let  me  take  this  opportunity  to 
thank  all  of  the  members  of  the  Association 
who  contributed  so  much  in  so  many  ways 
to  the  fine  meeting  just  concluded. 

Sincerely  yours, 

FRITZ  TEAL. 
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ORGANIZATIONS,  STATE 


Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Maiwin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1420  Sharp  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Govermor  of  Nebr.  Chap. 
50Q2  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 

American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 

American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1029  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Carl  Mai-xer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Iluilding 
Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 
F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Cmaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecology 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 


American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 


-Vmerican  College  of  Physicians 

Edwaid  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Ei-ie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  Califomia 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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TRANSFUSION  HAZARDS 

ROBERT  M.  JOYER,  M.D. 

Director,  Nebraska-Iowa  Regional  Red  Cross 
Blood  Center 
Omaha,  Nebraska 

The  report  on  “The  Safety  of  Blood  Trans- 
fusion,” which  appears  in  this  issue  of  the 
Journal,  is  concerned  primarily  with  the 
mortality  rate  associated  with  blood  trans- 
fusion. The  report  states  that  the  mortality 
rate  of  1 death  per  1,000  to  1 per  3,000  or 
5,000  transfusions  which  is  frequently  seen 
in  the  literature,  has  been  found,  upon  in- 
vestigation, to  be  based  upon  data  accumu- 
lated prior  to  1942.  In  view  of  the  consid- 
erable progress  observed  in  the  field  since 
that  time,  an  effort  was  made  to  secure  more 
recent  information  on  this  subject.  Data  on 
a total  of  approximately  217,000  tran.sfu- 
sions  was  obtained  from  three  sources  — 
two  large  blood  banks,  and  a hospital  hav- 
ing approximately  200  beds.  These  data  in- 
dicated a mortality  rate  of  1 per  217,000 
transfusions.  This  information  is  offered 
as  a more  modern  evaluation  of  the  risk  as- 
sociated with  blood  transfusion. 

In  addition  to  the  data  on  mortality  rate, 
the  report  presents  data  from  one  of  the 
blood  banks  which  show  a progressive  down- 
ward trend  in  the  transfusion  reaction  rate 
over  a nine-year  period,  ending  in  1954, 
when  the  rate  was  4.2  per  cent.  A brief  dis- 
cussion of  the  specific  types  of  transfusion 
complications,  seems  to  minimize  their  fre- 
quency and  severity.  The  incidence  of  hepa- 
titis is  quoted  as  being  0.2  to  0.8  per  cent, 
the  incidence  of  bacterial  contamination  of 
blood  as  being  zero  per  cent  in  60,000  con- 
secutive units  collected.  The  administration 
of  single  pint  transfusions  is  defended  on 
the  basis  that  one  pint  of  blood  may  save  the 
life  of  a patient  who  has  lost  a quart.  Blood 
useage  in  the  country  is  cited  as  being  ap- 
proximately four  million  units  per  year. 

Approximately  97  per  cent  of  the  data 
presented  in  this  report  were  provided  by 
two  large  blood  banks,  both  of  which  are  re- 
search and  training  centers  in  the  field  of 
blood  banking.  Both  are  well  equipped,  have 
well  trained  personnel,  and  maintain  the 


highest  possible  standards.  Also,  both  are 
primarily  producers,  rather  than  users,  of 
blood  — most  of  the  blood  being  sent  to 
nearby  hospitals  for  transfusion.  The  re- 
sults observed  in  blood  banks  such  as  these, 
might  not  be  typical  of  the  results  observed 
in  smaller  hospital  blood  banks.  Data  ob- 
tained from  a larger  number  of  sources 
would  probably  be  helpful  in  determining 
whether  similar  results  are  being  observed 
in  the  average  hospital.  Additional  infor- 
mation concerning  the  purpose,  the  objec- 
tives, the  nature  and  the  methods  of  the 
studies  from  which  these  data  were  obtained, 
would  also  have  been  helpful,  since  an  active 
search  for  information  often  is  more  reveal- 
ing than  a review  of  routine  reports.  If 
definite  statements  to  the  effect  that  there 
were  no  deaths,  had  been  included  in  the 
report,  they  would  have  made  it  possible 
for  the  reader  to  place  greater  confidence 
in  the  data  than  the  statements  that,  “inso- 
far as  we  know  there  were  no  deaths,”  and, 
“there  was  only  one  known  death.”  ^ 

■^Moore,^  recently  reviewed  a series  of  63,- 
816  transfusions,  a second  series  of  81,392 
transfusions,  and  other  recent  data  on  this 
subject.  He  summarized  these  data  by 
stating  that  hemolytic  transfusion  reactions 
may  be  expected  to  occur  at  an  average  rate 
of  1 per  4200  bottles  transfused,  with  a 
range  of  1 per  2000  to  1 per  10,000,  the 
mortality  rate  varying  between  15  and  50 
per  cent.  For  comparative  purposes,  he  in- 
cluded the  rate  which  had  been  reported  for 
the  period  1917  to  1941,  which  was  1 per 
541  transfusions;  also  the  rate  reported  for 
the  period  1940  to  1948,  which  was  1 to 
1684  transfusions. 

Since  homologous  serum  jaundice  is  trans- 
mitted by  blood  transfusions,  its  incidence 
and  mortality  must  also  be  considered.  In 
England  the  incidence  of  homologous  serum 
hepatitis  in  recipients  transfused  with  blood 
alone,  has  been  reported^  to  be  between 
0.16  and  0.8  per  cent.  For  some  unknown 
reason,  the  incidence  reported  in  various 
surveys  in  this  country,  has  been  somewhat 
higher.  Bang  et  al.^  on  the  basis  of  several 
reports  state  that  the  incidence  is  0.3  to  1.9 
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per  cent  in  civilian  hospitals.  Using  this  in- 
cidence, he  states  that  15,000  to  100,000 
cases  of  homologous  serum  jaundice  can  be 
expected  to  develop  each  year.  These  pa- 
tients are,  as  a rule,  out  of  work  for  an  av- 
erage of  six  weeks,  and  1 to  5 per  cent  will 
die.  If  the  incidence  is  assumed  to  be  ap- 
proximately in  the  middle  of  the  incidence 
range,  or  to  be  1 per  cent,  and  if  the  moi’- 
tality  is  assumed  to  be  in  the  middle  of  the 
mortality  range,  or  to  be  3 per  cent,  then 
the  mortality  attributable  to  the  blood  trans- 
fusion would  be  0.03,  or  1 per  3,333. 

It  would  seem,  on  the  basis  of  this  infor- 
mation, that  even  if  the  mortality  associated 
with  hemolytic  transfusion  reactions  were 
reduced  to  zero,  the  mortality  associated 
with  blood  transfusion  due  to  homologous 
serum  jaundice  alone,  would  still  remain  in 
the  range  of  1 per  1,000  to  1 per  5,000  as 
originally  stated.  It  also  would  seem  that 
when  a patient  receives  a blood  transfusion, 
the  risk  due  to  hepatitis  is  greater  than  the 
risk  due  to  a hemolytic  transfusion  reaction. 

In  considering  the  risks  associated  with 
transfusion,  one  must  bear  in  mind  that  cir- 
culatory overload  is  now  considered  by  some'* 
to  be  the  most  common  cause  of  death  due 
to  transfusion.  Its  true  incidence  is  not 
known,  since  it  is  not  commonly  coded  in 
the  records. 

There  are  also  many  other  risks  associat- 
ed with  transfusion.  Bacterial  contamina- 
tion is  not  nearly  as  infrequent  as  is  suggest- 
ed by  the  statement  that  over  60,000  con- 
secutive pints  of  blood  have  been  taken  with- 
out a single  contaminated  bottle.  More  re- 
cent studies®  have  shown  that  approximate- 
ly one  to  three  per  cent  of  bottles  collected 
are  contaminated.  The  organisms  are  most 
frequently  gram  positive,  and  usually  do 
not  survive  in  the  blood.  However,  gram 
negative  rods,  capable  of  growing  in  the 
cold,  and  producing  an  endotoxin,  may,  if 
transfused  in  blood,  produce  a severe  intoxi- 
cation with  peripheral  vascular  collapse, 
profound  shock  and  acute  or  sudden  death. 
These  frequently  fatal  reactions  are,  fortun- 
ately, rare. 

The  problems  associated  with  massive 
transfusions,  hemorrhagic  diathesis,  cardio- 
vascular disturbances,  clotting  factors,  chem- 
ical changes,  hemosiderosis  and  hemochro- 
matosis, cannot  be  discussed  at  this  time. 
The  dangers  of  isosensitization,  particularly 
in  girls  and  young  women,  cannot  be  over- 


emphasized. Febrile  and  allergic  reactions, 
though  frequently  seen,  are  seldom  serious. 

In  single  pint  transfusions,  the  question 
often  is  not  how  much  blood  loss  would  justi- 
fy the  risks  associated  with  transfusion,  but 
rather  in  smaller  losses,  whether  other  prod- 
ucts might  serve  the  need  approximately  as 
well  with  less  risk.  Serum  albumin  does  not 
carry  this  risk,  nor  does  irradiated  plasma 
stored  at  32°  Centigrade  for  six  months 
prior  to  use. 

A Joint  Blood  Council  survey  of  blood 
useage  in  this  country,  indicated  that  during 
the  calendar  1956,  approximately  4,585,000 
units  were  transfused. 

While  there  are  many  hazards  associated 
with  the  transfusion  of  blood,  proper  respect 
must  not  give  way  to  unwarranted  fear  of 
its  use.  However,  the  therapeutic  benefits 
to  be  anticipated  must  always  outweigh  the 
hazards  of  transfusion  therapy. 
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HEALTH  CARE  OF  THE  AGED: 

THE  A.M.A.’S  PROPOSALS 

The  brawl  in  Congress  designed  to  create 
something  to  give  away  in  order  to  get  votes 
in  the  coming  election  would  amount  to  a 
hilarious  spectacle  if  its  dangers  did  not 
dampen  our  enthusiasm  for  the  show.  One 
is  sometimes  driven  to  wonder  whether  there 
are  men  in  Congress  who  have  the  fortitude 
to  stand  against  dangerous,  destructive  legis- 
lation created  to  gather  votes  by  pleasing 
the  Socialists,  certain  labor  leaders  (who 
may  well  be  counted  with  the  Socialists), 
and  a segment  of  the  population  the  mem- 
bers of  which  still  believe  that  anything  they 
(Continued  on  page  397) 
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The  development  of  the  college 
health  service  program  has  a 
long  and  interesting  history,  be- 
ginning in  the  year  1861  at  Amherst  Col- 
lege in  Amherst,  Massachusetts.  The  then 
President  of  Amherst,  Dr.  William  Sterns, 
observed  that  local  medical  facilities  were 
inadequate  to  cope  with  the  special  problems 
of  the  captive  college  student  population. 
He  stated,  “The  breaking  down  of  the  health 
of  the  student,  especially  in  the  spring  of 
the  year,  which  is  exceedingly  common,  in- 
volving the  necessity  of  leaving  school  in 
many  instances,  and  crippling  the  energies 
and  destroying  the  prospects  of  not  a few 
of  who  remain,  is  in  my  opinion,  wholly  un- 
necessary if  proper  measures  could  be  taken 
to  prevent  it.”  Acting  on  his  suggestion, 
the  trustees  of  Amherst  College  appointed 
a physician.  Dr.  Edward  Hitchcock,  who  es- 
tablished the  first  college  health  service  in 
this  country. 

The  philosophy  of  the  college  health  serv- 
ice as  propounded  by  Dr.  Hitchcock  still 
serves  as  the  basis  of  our  function  today.  It 
is,  in  essence,  that  for  a perfect  system  of 
hygiene  or  state  of  total  body  well  being, 
one  must  combine  the  knowledge  of  the 
physician,  the  educator,  and  the  ministry 
to  train  the  body,  the  intellect  and  the  moral 
soul  in  a perfect  and  balanced  order.  As  a 
corollary  of  this,  university  health  services 
and  educational  departments  have  the  chal- 
lenge and  responsibility  to  educate  students 
and  teachers  of  students,  in  all  phases  of 
health  knowledge.  Thus,  one  finds  college 
health  services,  from  the  onset,  being  inter- 
ested not  only  in  the  early  recognition  and 
treatment  of  disease,  but  also  in  the  develop- 
ment of  a positive  program  for  the  promo- 
tion of  health  and  well  being.  Today,  the 
student  infirmary  of  yesterday  has  given 
way  to  the  university  health  services  encom- 
passing seven  divisions  with  diversified  in- 
terests but  with  a unified  objective. 

An  understanding  of  this  metamorphosis 
can  be  gained  by  consideration  of  the  one 
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Director  of  Laboratories  and  Research, 
University  Health  Services 
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hundred  year  history  of  the  college  health 
program.  Following  Amherst’s  lead.  Vas- 
sal* and  Wellesley  Colleges  founded  college 
infirmaries  in  1865  and  1875  respectively. 
Princeton  built  the  first  college  hospital  in 
1892.  In  the  early  days  there  was  a close 
association  between  the  physical  education 
and  hygiene  programs;  the  physicians  asso- 
ciated with  the  college  health  service  were 
often  called  “g  y m doctors.”  Practically 
every  institution  of  higher  learning  had 
some  sort  of  medical  program,  although  the 
problem  was  left  frequently  in  the  hands  of 
an  athletic  trainer  or  nurse.  Physicians,  as 
a rule,  except  those  with  chronic  illnesses 
or  in  retirement,  were  not  attracted  to  this 
field  of  endeavor,  and  when  they  were,  it 
was  as  a team  physician.  Problems  in  sani- 
tation were  supervised  by  faculty  commit- 
tees rather  than  by  medical  men.  World 
War  I with  its  attending  problems  in  epi- 
demiology stimulated  further  interest  in  the 
development  of  purely  medical  prevention- 
programs.  Prevention  and  coiTection  of 
physical  and  emotional  problems  of  the  in- 
dividual student  gradually  received  major  at- 
tention. In  1920,  the  American  Student 
Health  Association  was  formed  by  fifty- 
three  charter  universities.  The  proposed 
health  services  were  to  include  medical  ex- 
aminations, supei*vision  of  athletic  teams 
and  other  physical  activities,  clinical  service 
in  dispensary  and  hospital,  supervision  of 
sanitary  conditions,  and  formal  instruction 
in  personal  hygiene.  This  organization, 
now  called  the  American  College  Health  As- 
sociation, comprises  491  affiliated  univer- 
sities and  colleges  across  the  nation  and  in 
Canada,  including  four  here  in  the  State  of 
Nebraska.  Its  pui*pose  is  the  establishment 
of  an  official  and  authorized  organization  on 
college  and  university  campuses  through 
which  the  educational  institution  can  work 
for  the  promotion  of  health  of  college  stu- 
dents and  the  encouragement  of  correct 
health  habits  and  concepts  in  these  leaders 
of  tomorrow.  This  is  accomplished  through 
preventive  and  therapeutic  medical  care, 
health  education  at  every  level,  and  atten- 
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THE  CLINIC  BUILDING 
University  of  Nebraska  Health  Center 


tion  to  a healthful  environment  in  the  cam- 
pus community. 

The  University  of  Nebraska  Health  Serv- 
ices, as  they  now  exist,  are  a result  of  a re- 
organization accomplished  in  1947.  They 
are  devoted  to  the  prevention  of  physical 
and  mental  illness  in  the  University  Com- 
munity, education  of  the  student  in  sound 
personal  and  community  health  practices, 
rehabilitation  of  the  physically  or  mentally 
handicapped  student  who  is  able  to  do  satis- 
factory work,  and  the  medical  care  of  stu- 
dents. Under  the  leadership  of  Dr.  S.  I. 
Fuenning,  Medical  Director  of  the  Univer- 
sity Health  Seiwices,  the  following  Divisions 
function  in  carrying  out  these  objectives: 

Student  Medical  Service 

A pre-matriculation  complete  physical  ex- 
amination performed  by  the  student’s  o^^Tl 


physician  is  required  by  the  University. 
Prevejitive  immunization  against  smallpox, 
tetanus  and  poliomyelitis  are  strongly  urged 
but  not  mandatory.  With  this  basic  in- 
formation on  each  student,  the  Health  Serv- 
ice is  equipped  to  follow  up  on  needed  med- 
ical attention  and  to  meet  any  new  medical 
problem  that  may  arise  during  the  student’s 
residence  at  the  University.  The  out-patient 
clinic  sees  about  30,135  (1958-1959)  stu- 
dents a year.  (Figures  2,  3).  Its  staff  of 
three  full  time  physicians,  two  part  time 
physicians  and  sixteen  consultants  in  all 
areas  of  specialized  medicine  are  assisted 
by  the  following  facilities : diagnostic  X-ray 
department,  medical  laboratory,  (figure  4), 
dietetics  depaidment,  physical  therapy  de- 
partment, pharmacy,  and  medical  records 
department.  The  second  floor  of  this  mod- 
ern building,  completed  and  first  occupied 
in  September  1958,  is  a thirty-two  bed  hos- 
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Figure  2.  RECEPTION  ROOM 


Figure  3.  CENTRAL  NURSES’  STATION  (Out-Patient  Clinic) 
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Figure  4.  DIAGNOSTIC  MEDICAL  LABORATORY 


pital  equipped  to  take  care  of  practically  all 
types  of  medical  cases.  (Figures  5 and  6). 
If  surgical  procedures  are  necessary,  other 
than  minor  traumatic  problems,  students 
are  referred  to  a local  hospital  and  to  a 
surgeon  of  their  choice.  During  1958-1959, 
892  students  were  hospitalized  in  the  Uni- 
versity Health  Center.  A Student  Health 
Insurance  Plan  is  available  to  the  students 
to  cover  hospital  and  major  medical  ex- 
penses. 

The  Student  Medical  Services  includes 
three  major  phases  of  medicine,  those  of  pre- 
vention, care,  and  rehabilitation.  Major 
emphasis  is  placed  on  prevention,  early  diag- 
nosis, and  care  of  physical  and  mental  ill- 
nesses. Definitive  medical  care  is  limited 
to  the  problems  which  are  common  to  the 
majority  of  students. 


One-  of  the  specialized  services  offered  to 
students  is  that  of  an  out-patient  dining 
room  for  those  who  need  to  have  special  di- 
etary help.  Physicians  who  have  a student 
that  will  be  attending  the  University  and 
who  will  need  special  dietary  services,  should 
so  state  on  the  Entrance  Medical  Examina- 
tion Form,  or  write  a letter  directly  to  us 
giving  the  diet  desired  for  this  particular 
individual. 

Another  phase  of  our  work  is  that  of  re- 
habilitation. There  has  been  a gradual  in- 
crease in  the  number  of  students  attending 
the  University  with  definite  physical  handi- 
caps. This  has  shown  the  need  for  a co- 
ordinated effort  to  evaluate  these  individuals 
in  order  that  their  needs  might  be  met  ade- 
quately. Physically  handicapped  students, 
if  given  the  opportunity  to  secure  an  educa- 
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Figure  5.  GENERAL  NURSES’  STATION  (Hospital) 


tion,  can  be  a definite  asset  to  society.  It  is 
anticipated  that  adjustments  and  additional 
facilities  will  be  made  available  to  accommo- 
date handicapped  students,  thereby  making 
them  productive  and  useful  citizens  in  so- 
ciety. 

Environmental  Health  and  Safety 

An  effective  program  in  Environmental 
Health  and  Safety  is  a major  strategic 
foundation  in  a program  of  preventive  medi- 
cine. It  is  now  possible  to  control  many  of 
the  environmental  factors  that  cause  disease 
or  injury  due  to  hazards.  The  scope  of  this 
program  is  reflected  in  the  Environmental 
Health  Code.*  Other  codes  have  been  de- 
veloped, such  as  the  Radiological  Health 
Code*  and  the  Housing  Code.*  These  codes 

•Available  by  writing:  to  Division  of  Environmental  Health, 
University  Health  Center,  University  of  Nebraska,  Lincoln, 
Nebraska. 


establish  minimal  standards  which  assist  in 
the  control  of  hazardous  environmental  fac- 
tors. 

One  of  the  struggles  occuring  in  univer- 
sities at  the  present  time  concerns  the  place- 
ment of  administrative  responsibility  for  en- 
vironmental health  and  safety.  Tradition- 
ally, public  health  has  been  a law  enforce- 
ment responsibility.  However,  there  has 
been  a basic  change  in  philosophy,  the  pres- 
ent-day concept  being  that  its  direction  and 
control  should  come  primarily  within  the 
sphere  of  medicine.  This  approach  is  ra- 
tional, since  an  effective  program  cannot  be 
established  entirely  by  law.  There  must  be 
full  understanding  and  cooperation  by  the 
participants,  viz.  the  public.  The  degree  to 
which  a program  is  successful  varies  direct- 
ly with  the  understanding  and  cooperation 
of  the  individuals  within  a community. 
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Figure  6.  HOSPITAL  ROOM 


The  Chief  of  the  Division  of  Environ- 
mental Health  and  Safety  is  a Public  Health 
Engineer.  This  Division  has  the  following 
functions : 

1.  Inspectional  activities  in  the  areas  in- 
dicated in  the  Environmental  Health 
Code. 

2.  Advisory  and  consultative  services  for 
all  departments  of  the  University  of 
Nebraska  in  the  field  of  Environment- 
al Health. 

3.  Public  Health  Engineering  review  of 
plans  for  new  buildings  and  for  the 
remodeling  of  existing  facilities. 

4.  Public  Health  educational  activities 
where  a need  is  indicated  in  the  follow- 
ing areas : 

a.  In-seiwice  training  for  employees  of 
facilities  operated  by  the  University 
or  operated  by  an  officially  recog- 
nized University  group  of  students 
and/or  staff. 


b.  Integrated  academic  work  with  the 
various  colleges  of  the  University. 

c.  Specific  academic  work  in  the  field 
of  Environmental  Health. 

5.  -Applied  Research  in  the  field  of  En- 
vironmental Health  as  needed  to  ob- 
tain factual  and  technical  infonnation 
when  such  is  not  available  elsewhere. 

It  is  envisioned  that  other  members  of 
the  Environmental  Health  Team  will  be  add- 
ed as  the  program  develops  and  these  are: 
Sanitarian,  Safety  Engineer,  and  Health 
Physicist. 

Occupational  Health 

This  Division  concerns  itself  with  the  fac- 
ulty and  employees  of  the  University  of  Ne- 
braska. The  basic  purpose  of  the  Occupa- 
tional Health  Program  in  the  University  of 
Nebraska  is  to  improve  and  maintain  the 
productive  ability  of  University  personnel 
and  seek  to  minimize  the  time  the  individual 
spends  away  from  his  job  as  a result  of 
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Figure  7.  DIET  KITCHEN 


disease  and  injury.  Measures  to  impi'ove 
medical  processes  and  routine  first  aid  pro- 
cedures, so  as  to  reduce  the  total  time  away 
from  the  place  of  employment,  are  an  es- 
sential part  of  the  program.  Included  are 
those  aimed  at  prevention,  diagnosis,  and 
treatment  of  occupational  injuries  and  dis- 
eases. 

Specifically,  the  program  deals  with  the 
following  areas  of  activity; 

Pre-Placement  Health  Examination. 

Periodic  Health  Examination  as  re- 
quired. 

Medical  care  for  those  injured  on 
duty. 

Control  of  the  Occupational  Environ- 
ment. 

Health  and  Safety  Education. 


Doctors  R.  J.  Morgan  in  Alliance,  Nebras- 
ka; Ben  Bishop  in  Crawford,  Nebraska; 
Max  M.  Raines  in  North  Platte,  Nebraska, 
and  Douglas  Campbell  in  Scottsbluff,  Ne- 
braska, service  the  various  Agricultural  Ex- 
periment Stations  in-so-far  as  pre-employ- 
ment physical  examinations  and  work-asso- 
ciated injuries  are  concerned. 

Athletic  Medicine 

The  objective  in  this  Division  is  the  pre- 
vention of  athletic  injuries  and  chronic  di.s- 
abilities.  It  is  gratifying  to  note  that  in  the 
past  several  years  a very  definite  improve- 
ment has  been  made  over  the  country,  par- 
ticularly in  colleges  and  universities,  in  the 
care  of  athletic  injuries.  The  American 
Medical  Association,  through  its  Committee 
on  Injury  and  Sports,  has  established  the 
Bill  of  Rights  for  the  College  Athlete,  as 
follows : 
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Fignre  8.  PHYSICAL  THERAPY'DEPARTMENT 


“Participation  in  college  athletics  is  a 
privilege  involving  both  responsibilities  and 
rights.  The  athlete  has  the  responsibility 
to  play  fair,  to  give  his  best,  to  keep  in  train- 
ing, to  conduct  himself  with  credit  to  his 
sport  and  his  school.  In  turn  he  has  the 
right  to  optimal  protection  against  injury 
as  this  may  be  assured  through  good  tech- 
nical instruction,  proper  regulation  and 
conditions  of  play,  and  adequate  health  su- 
pervision. Included  are: 

“GOOD  COACHING ; The  importance  of 
good  coaching  in  protecting  the  health  and 
safety  of  athletes  cannot  be  minimized. 
Technical  instruction  leading  to  skillful  per- 
formance is  a significant  factor  in  lower- 


ing the  incidence  and  decreasing  the  sever- 
ity of  injuries.  Also,  good  coaching  in- 
cludes the  discouragement  of  tactics,  outside 
either  the  rules  or  the  spirit  of  the  rules, 
which  may  increase  the  hazard  and  thus  the 
incidence  of  injuries. 

“GOOD  OFFICIATING:  The  rules  and 
regulations  governing  athletic  competition 
are  made  to  protect  players  as  well  as  to 
promote  enjoyment  of  the  game.  To  serve 
these  ends  effectively  the  rules  of  the  game 
must  be  thoroughly  understood  by  players 
as  well  as  coaches  and  be  properly  inter- 
preted and  enforced  by  impartial  and  tech- 
nically qualified  officials. 
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“GOOD  EQUIPMENT  AND  FACILI- 
TIES: There  can  be  no  question  about  the 
protection  afforded  by  proper  equipment 
and  right  facilities.  Good  equipment  is  now 
available  and  is  being  improved  continually ; 
the  problem  lies  in  the  false  economy  of 
using  cheap,  worn  out,  outmoded,  or  ill- 
fitting  gear.  Provision  of  proper  areas  for 
play  and  their  careful  maintenance  are 
equally  important. 

“GOOD  MEDICAL  CARE  . . . Including: 

“FIRST  ...  a thorough  preseason  history 
and  physical  examination.  Many  of  the 
sports  tragedies  which  occur  each  year  are 
due  to  unrecognized  health  problems.  Medi- 
cal contraindications  to  participation  in  con- 
tact sports  must  be  respected. 

“SECOND  ...  a physician  present  at  all 
contests  and  readily  available  during  prac- 
tice sessions.  It  is  unfair  to  leave  to  a train- 
er or  coach  decisions  as  to  whether  an  ath- 
lete should  return  to  play  or  be  removed 
from  the  game  following  injury.  In  serious 
injuries  the  availability  of  a physician  may 
make  the  difference  in  preventing  disability 
or  even  death. 

“THIRD  . . . Medical  control  of  the  health 
aspects  of  athletics.  In  medical  matters,  the 
physician’s  authority  should  be  absolute  and 
unquestioned.  Today’s  coaches  and  trainers 
are  happy  to  leave  medical  decisions  to  the 
medical  profession.  They  also  assist  in  in- 
terpreting this  principle  to  students  and  the 
public.” 

AMERICAN  MEDICAL  ASSN., 
Committee  on  Injury  in  Sports. 

It  is  the  aim  of  this  Division  that  the 
athlete  leave  the  University  of  Nebraska 
upon  graduation  in  sound  physical  health 
with  no  disabilities  and,  if  possible,  with  bet- 
ter health  than  when  he  entered.  In  order 
to  achieve  this  objective,  the  following  spe- 
cific activities  are  stressed: 

1.  Medical  Examinations  — Examina- 
tions are  done  prior  to  check  out  of  equip- 
ment and  are  mandatory.  Attention  is  di- 
rected toward  uncovering  disabilities  or 
physical  weaknesses  that  would  impair  or 
endanger  the  health  of  the  student,  should 
he  participate  in  intercollegiate  sports.  To 
avoid  unnecessary  fatalities  and  chronic  in- 
juries, students  are  counselled  and  guided  in- 
to sports  most  suitable  to  their  physical  ca- 


pabilities. Where  correctable  physical  con- 
ditions exist,  recommendations  are  made, 
and  a rehabilitation  program  is  outlined  in 
order  to  qualify  the  student  for  participa- 
tion. 

2.  Early  and  Adequate  Care  of  All  In- 
juries Including  Rehabilitation  — This  is 
important  in  order  to  achieve  recovery  from 
injury  in  the  minimum  amount  of  time  and 
also  to  avoid  the  development  of  chronic  dis- 
abilities. 

In  carrying  out  this  assignment  in  1958- 
1959,  22,070  protective  strappings  and  pads 
were  applied  and  10,751  physical  therapy 
procedures  accomplished.  That  close  atten- 
tion to  preventive  athletic  medicine  is  pay- 
ing off  is  indicated  by  the  statistics  which 
reveal  a decline  in  injuries  from  286  and 
370  in  the  previous  two  years  to  226  in  the 
1958-1959  season  plus  an  even  greater  de- 
crease indicated  in  1959-1960.  The  number 
of  hospitalizations  required  dropped  from 
46  in  1957-1958  to  ten  in  1958-1959. 

3.  Training  — Training  or  conditioning 
is  an  extremely  important  part  of  the  pro- 
gram of  prevention.  It  has  been  conclu- 
sively demonstrated  that  the  success  of  a 
team  is  determined  to  a large  measure  by 
the  physical  and  mental  fitness  of  its  par- 
ticipants. A record  is  made  of  each  injury, 
including  the  etiology,  treatment,  and  rate 
of  recovery.  At  the  end  of  the  year,  these 
are  carefully  analyzed  to  determine  what 
preventive  measures  to  take  the  next  year. 

Members  of  the  medical  staff  of  this  Di- 
vision, including  the  Physical  Therapist  and 
Trainer,  are  available  to  discuss  athletic  in- 
juries at  your  county  medical  meeting. 

Mental  Hygiene 

In  recent  years,  increasing  attention  by 
the  public,  as  well  as  the  medical  field,  has 
been  focused  on  the  striking  relationship 
between  emotional  problems  as  they  relate 
to  physical  illness,  crime,  juvenile  delinquen- 
cy, accidents,  work  difficulties,  divorce,  and 
a host  of  other  undesirable  social  phenom- 
ena. In  the  not  too  distant  past,  mental  hy- 
giene activities  were  centered  in  the  hos- 
pitals for  the  mentally  ill.  Now,  in  the 
present  day,  the  focus  is  on  the  average  per- 
son and  what  makes  him  tick.  This,  of 
course,  is  a far  cry  from  emphasis  and  focus 
on  the  hospitalized  mentally  ill  person.  The 
exact  number  of  persons  requiring  some  de- 
gree of  help  with  their  emotional  problems. 
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be  they  of  minor  or  major  degree,  is,  un- 
doubtedly very  great.  We  know  one  thing 
for  certain;  that  being  born,  growing  up 
and  adjusting  to  modern  life,  is  not  an  easy 
task.  There  are  few  people  who  live  their 
life  spans  without,  at  least  some  episodes 
of  emotional  crisis  or  increased  tension.  It 
is  for  this  reason  that  this  function  has  been 
developed  by  the  University  Health  Seiwice. 

There  are  a great  many  demands  on  the 
University  student  as  he  attempts  to  make 
the  transition  from  a home  environment  to 
college  life.  The  increased  demands  for 
academic  achievement,  the  opportunity  to 
form  close  personal  relationships,  the  expo- 
sure to  different  types  of  people  with  new 
ideas,  the  necessity  to  select  a life  goal ; all 
of  these  are  some  of  the  stresses  the  college 
student  faces.  It  is  a period  of  rapid  tran- 
sition and  change.  A few  years  before  en- 
tering college,  the  individual  has  few  adult 
responsibilities  and  stresses.  A few  years 
after  leaving  college,  he  will  be  the  head  of 
a family  with  full  adult  responsibilities  and 
stresses.  There  is  a positive  side  to  this, 
however.  If  the  environment  is  favorable, 
the  stresses  of  the  college  years  will  help 
the  person  grow  and  mature,  his  life  will 
be  enriched,  and  he  will  face  the  future 
stronger  and  happier. 

The  Division  of  Mental  Hygiene  was  es- 
tablished in  1953,  and  made  possible  by  a 
grant  from  the  Woods  Charitable  Fund. 
This  Division  has  four  major  functions: 

1.  Clinical  services, 

2.  Educational  services, 

3.  Consulting  and  advisory  activities, 
and 

4.  Research. 

We  will  briefly  describe  each  of  these 
functions. 

The  clinical  service  simply  means  we  will 
see  any  eligible  student  to  help  him  with  his 
emotional  problems.  All  records  are  confi- 
dential. The  contact  with  the  Mental  Hy- 
giene Division  can  be  easily  made  by  either 
calling  the  University  Heath  Center  by 
phone,  or  coming  in  person  to  the  Health 
Center  and  asking  for  an  appointment.  Aft- 
er several  interviews  with  the  student,  we 
endeavor  to  work  out,  with  him,  the  nature 
of  his  problem  and  a plan  of  further  help 
and  treatment.  These  first  few  interviews 
are  a mtdual  effort  to  an’ive  at  some  con- 
clusion as  to  how  best  to  help  the  individual. 


The  educational  service  provides  a more 
comprehensive  understanding  of  today’s 
mental  hygiene  problems.  This  is  done  in- 
formally by  talks  with  small  and  large  in- 
terested groups,  or  as  guest  lecturer  in  a 
formal  class  setting.  The  Division  main- 
tains a relationship  with  the  Nebraska  Psy- 
chiatric Institute,  the  Department  of  Neuro- 
psychiatry of  the  College  of  Medicine,  and 
with  the  Graduate  School  of  Social  Work  at 
the  University. 

Advisory  and  considtative  services  are  of- 
fered to  all  in  the  University.  The  purpose 
here  is  to  exchange  ideas  regarding  the 
mental  hygiene  aspects  of  problems  as  they 
may  arise.  The  Division  welcomes  calls 
from  those  who  may  be  dealing  with  a 
problem  of  which  the  emotional  factors  may 
not  be  clear. 

The  Division  also  carries  out  research 
along  two  broad  basic  lines;  (1)  the  emo- 
tional problems  common  to  college  students 
is  constantly  under  study  to  ascertain  more 
appropriate  means  of  helping  with  such 
problems,  and  (2)  basic  research  in  the  field 
of  mental  hygiene. 

The  Chief  of  this  Division  is  a psychia- 
trist who  is  certified  by  the  American 
Board  of  Psychiatry.  It  is  envisioned  that 
the  team  concept  is  to  be  established  and 
that  other  members  will  be  added,  such  as  a 
Psychiatric  Social  Worker  and  a Clinical 
Psychologist,  to  complete  our  mental  hygiene 
team. 

Health  Education 

Health  Education  is  vital  to  the  effective- 
ness o'f  a preventive  medicine  p r o g r a m. 
Without  community  understanding  regard- 
ing the  purpose  of  a program,  motivation  is 
lacking  and  the  project  is  doomed  to  failure. 
A similar  situation  exists  on  the  University 
Campus.  Students  as  a group  are  painfully 
lacking  in  sound  health  information,  a fact 
not  difficult  to  realize  when  one  considers 
the  various  sources  of  their  health  educa- 
tion, viz.  T.V.,  radio,  conversations  with 
other  individuals,  variously  trained  school 
teachers  and  parents,  and  their  own  physi- 
cian, decreasing  in  that  order.  Misconcep- 
tions, misinformation,  and  biased  concepts 
concerning  their  own,  their  community’s  and 
the  nation’s  health  are  common. 

It  is  becoming  increasingly  apparent  in  re- 
cent years  that  providing  a healthy  environ- 
ment only  is  inadequate  in  this  modern 
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world.  The  conclusion  is  inescapable  that 
the  individual,  liberated  from  the  scourges 
of  bacterial  disease,  unsanitary  working 
conditions,  contaminated  food  and  w a t e r 
supply,  and  so  forth,  is  now  individually  re- 
sponsible for  his  own  health,  which  he  can 
make  or  break  depending  upon  his  discipline 
and  education.  His  knowledge  of  the  struc- 
ture and  function  of  his  mind  and  body; 
of  what  these  need  for  their  sustenance,  de- 
velopment, maintenance  and  repair;  his  un- 
derstanding of  the  nature,  causes  and  mani- 
festation of  disease ; his  appreciation  of 
principles  and  practice  of  individual  health 
— these  are  the  means  of  his  individual  and, 
incidentally,  national  preservation.  It  is 
now  painfully  apparent  that  this  nation, 
in  the  coming  space  age,  is  faced  with  a 
grim  task  not  so  much  for  supremacy  as 
for  survival.  The  nation  must  be  indi- 
vidually, as  well  as  collectively,  healthy. 
Brains  must  survive  and  not  perish  at  the 
height  of  their  period  of  achievement,  as  is 
the  experience  in  every  walk  of  life  today. 
The  individual’s  span  of  productivity  must 
be  lengthened.  There  is  available  much  in- 
formation as  to  how  such  a goal  can  be 
achieved.  But  the  seeds  for  such  vigorous 
growth  must  be  sown  while  the  individual 
is  still  young,  before  20  or  30  years  of  im- 
proper eating,  inadequate  exercise,  unreal- 
istic thinking,  and  so  forth,  have  taken  their 
toll.  This  can  be  accomplished  best  as  the 
individual  comes  into  the  full  surge  of  his 
intellectual  powers  — at  the  University. 
This  is  the  objective  of  a health  education 
progam  — one  that  preserves  the  individual 
for  his  later  years  during  which  he  can  best 
serve  himself  and  the  community. 

It  is  interesting  to  note  in  tracing  the  de- 
velopment of  health  education  in  this  coun- 
try, that  at  its  inception,  the  physicians 
played  a primary  role  in  establishing  health 
education  programs.  Then  there  followed 
an  era  in  which  physicians  lost  interest  and 
this  function  was  gradually  absorbed  by  the 
physical  educator  and  later  by  individuals 
specializing  in  health  education.  It  is  still 
all  too  common,  even  at  the  present  day. 
that  health  education  in  our  secondary 
schools  is  taught  by  individuals  with  little 
or  no  training  in  health  education ; or  health 
education  is  taught  on  a rainy  day  by  the 
physical  educator  in  the  Physical  Education 
class.  There  is  a great  need  for  the  physi- 
cian in  the  community  to  actively  partici- 
pate in  the  health  education  program  of  the 


secondary  school.  This  would  be  as  great 
a service  to  the  community  as  participating 
in  many  of  the  other  worth  while  community 
functions. 

The  University  of  Nebraska  Health  Edu- 
cation Program  is  divided  into  what  might 
be  called  the  nonacademic  and  the  academic 
program.  The  informal,  or  nonacademic, 
program  includes  the  following: 

1.  The  Annual  College  Health  Day, 
which  brings  to  the  campus  an  out- 
standing medical  statesman  to  speak 
to  the  students  on  a pertinent  health 
topic. 

2.  Health  Lectures  to  student  groups  and 
to  lay  and  professional  organizations 
in  the  city  and  in  Nebraska  commun- 
ities. 

3.  Newspaper  Articles  — Whenever  it 
is  appropriate,  articles  are  written 
concerning  health  to  members  of  the 
student  body. 

4.  Health  Counseling  — This  is  an  im- 
portant phase  of  the  physician’s  activ- 
ity in  the  out-patient  and  in  the  hos- 
pital. 

5.  Health  Museum  — This  is  a coopera- 
tive project  with  the  Universi'^y  of 
Nebraska  Museum,  and  is  considered 
an  important  medium  in  the  dissem- 
ination of  sound  and  accurate  health 
facts.  With  the  help  of  a physician 
Health  Curator,  it  is  used  as  another 
educational  tool  for  classes  in  personal 
and  community  health.  These  exhib- 
its are  open  to  the  public  and  you  are 
urged  to  view  them  whenever  you  are 
in  Lincoln.  They  have  been  financed 
largely  through  gifts  from  Mr.  Ralph 
Mueller.  We  have  two  health  galleries 
located  in  Morrill  Hall  on  the  Univer- 
sity of  Nebraska  Campus  in  Lincoln, 
Nebraska. 

6.  Student  Health  Council  — Health 
councils  have  been  organized  in  every 
major  living  unit.  These  health  coun- 
cils are  patterned  after  a community 
health  council  with  similar  objectives. 
They  serve  as  liaison  between  the 
Health  Center  and  the  major  student 
groups,  and  also  serve  as  the  frame 
work  for  mobilizing  students  to  aid  at 
the  time  of  an  epidemic  or  a disaster. 

The  formal  health  education  area  is  scat- 


July,  I960 


349 


tered  through  various  colleges.  It  is  hoped 
in  the  near  future  that  courses  will  be  amal- 
gamated into  one  division  for  the  purpose 
of  establishing  a unified  and  a more  effec- 
tive formal  health  education  program.  It 
is  anticipated  that,  in  the  development  of  a 
University-level  health  education  program, 
a chair  will  be  established  in  health  educa- 
tion headed  by  a physician-educator. 

Public  Health  Nursing 

Fundamental  to  any  health  program  is  the 
nursing  profession,  more  particularly,  how- 
ever, in  the  area  of  preventive  medicine, 
where  the  public  health  nurse  assumes  a 
great  responsibility  in  terms  of  the  total 
health  progi’am.  This  teacher-nurse  must 
combine  her  knowledge  of  general  and  pre- 
ventive medicine  with  a knowledge  of  the 
facilities  and  resources  available  within  the 
University  for  combatting  diseases  of  a 
communicable  nature.  By  virtue  of  her  pro- 
fessional and  teaching  ability  she  serves  as 
an  effective  liaison  between  the  University 
Health  Services  and  the  persons  she  serves, 
the  students  and  the  University  employees, 
inteiTireting  to  them  the  recommendations 
of  the  various  Health  Seiwice  Divisions. 

While  it  may  be  said  that  her  principal 
function  is  that  of  education,  it  should  be 
pointed  out  that  the  activities  of  the  nurse 
provide  for  a continuous  evaluation  and  ex- 
amination of  the  University  Health  Service 
program  in  light  of  changing  attitudes  and 
acceptance  by  the  University  family.  In 
general  her  specific  responsibilities  are  four ; 

1 . Interpretation  of  the  University 
Health  Service  function  to  the  Univer- 
sity family. 

2.  Advice  and  consultation  in  the  field  of 
Public  Health  Nursing. 

3.  Participation  in  established  Univer- 
sity classes  and  the  development  of 
others  as  deemed  necessary. 

4.  Participation  in  research  studies  of 
the  University  Health  Service. 

Other  specific  areas  of  activity  are  as  fol- 
lows : 

1.  Tuberculosis  Control  Program 

2.  Annual  Diabetes  Detection  Drive 

3.  University  High  School  Health  Pro- 
gram 

4.  Seiwice  to  Child  Development  Labora- 
tory 


5.  Health  Orientation  Sessions 

6.  Liaison  Functions  to  University  Agen- 
cies 

7.  College  of  Agriculture  Clinic 

8.  Rehabilitation  Coordinator 

9.  Follow-up  Program  on  Health  Prob- 
lems As  They  Arise 

Research 

A recent  development  is  a coordinated 
program  of  research,  both  basic  and  clinical, 
on  medical  problems  peculiar  to  a university 
community.  Various  problems  in  stress, 
athletic  injuries,  respiratory  diseases,  car- 
diovascular problems  of  the  athlete,  hema- 
tology" and  antibiotic  activity  are  currently 
under  investigation. 

Financing 

One  is  always  interested  in  the  financing 
of  a governmental  function,  and  reference  is 
made  frequently  to  tax  support  of  such  in- 
stitutions. This  is  not  true  in  the  case  of 
the  Student  Medical  Seiwices,  which  is  en- 
tirely self-supporting.  The  present  building 
was  financed  by  revenue  bonds  which  are  be- 
ing retired  with  a part  of  the  student  fee 
applicable  to  the  University  Health  Center. 
The  remainder  of  the  fee,  assessed  each  se- 
mester and  supplemented  by  nominal 
charges  made  for  X ray  and  other  special 
laboratory  procedures,  pharmaceuticals  and 
hospitalization,  maintains  the  operating 
costs  of  the  entire  Student  Health  Service. 
The  Division  of  Athletic  Medicine  is  sup- 
ported by  the  Athletic  Department.  The  Di- 
visions of  Occupational  Health,  Environ- 
mental Health  and  Safety,  and  Health  Edu- 
cation are  supported  through  other  Univer- 
sity financial  resources. 

Summary 

In  the  foregoing  pages  an  attempt  has 
been  made  to  present,  in  brief,  the  develop- 
ment of  the  University  Health  Service  pro- 
gram and  the  present  philosophy  motivating 
it.  The  history  of  the  present  University 
of  Nebraska  Health  Service  is  outlined  and 
the  various  divisions  (Student  Medical 
Services,  Environmental  Health  and  Safety, 
Occupational  Health,  Athletic  Medicine, 
Health  Education,  Public  Health  Nursing, 
Mental  Hygiene,  and  Research)  are  dis- 
cussed in  their  relation  to  the  total  objective 
of  prevention  of  illness,  care  and  education 
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of  the  University  student.  The  University 
Health  Sei*vice  is  dedicated  to  inculcating 
the  proper  knowledge  and  attitudes  about 
personal  and  community  health  into  the 
minds  and  habits  of  the  Nebraska  citizens  of 
tomorrow.  In  that  respect  it  occupies  an 
extremely  important  position  in  the  shaping 
of  ideas  referrible  to  the  public  and  private 
practice  of  medicine. 


In  a special  edition  report  of  the  Commis- 
sion on  Medical  Care  Plans,  the  Jommal  of 
the  American  Medical  Association  has  sum- 
marized the  present  status  of  this  move- 
ment in  the  United  States.  Interested  read- 
ers are  urged  to  review  this  article  in  the 
compiled  report  which  was  mailed  to  every 
member  of  the  American  Medical  Associa- 
tion in  January,  1959. 


MAGNESIUM  IN  THE  HUMAN  ECONOMY 

The  human  body  contains  a large  amount  of  magnesium,  almost 
as  much  as  of  calcium,  sodium,  or  potassium.  Most  of  the  mag- 
nesium is  intracellular,  like  potassium.  Magnesium  has  many  func- 
tions. It  acts  as  an  activator  for  all  the  enzymes  that  require 
thiamine  pyrophosphate  as  a cofactor,  and  plays  a role  in  both  car- 
bohydrate and  protein  metabolism.  It  may  also  play  a role  in 
thyroid  metabolism. 

. . . Patients  who  show  hypomagnesemia  may  have  gross  muscle 
tremors,  athetoid  or  choreiform  movements,  tetany  with  a positive 
Chvostek  or  Trousseau  sign,  convulsions,  or  delirium.  Painful 
paresthesia  of  the  legs  and  a severe  burning  sensation  of  the  feet 
have  also  been  described.  These  symptoms  and  signs  can  be  aggra- 
vated by  a high  calcium  or  potassium  intake.  (A  Primer  of  Water, 
Electrolyte  and  Acid-Base  Syndromes  by  Emmanuel  Goldberger,  M.D., 
Lea  & Febiger,  Philadelphia,  1959). 
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The  SAFETY  of 


Blood 

T ransfusion 

Doctor  Cole  shows  that  much  of  the  present 
fear  of  fatalities  resulting  from  transfusions  of 
blood  is  based  on  quite  ancient  statistics  that 
have  been  copied  by  one  writer  after  another. 
He  then  presents  evidence  based  on  a total  of 
approximately  217,000  transfusions  performed 
more  recently,  during  the  era  of  more  accurate 
laboratory  and  technical  procedures,  in  wnich 
only  one  death  occurred  that  could  be  attributed 
to  a transfusion  reaction.  This  is  a rate  of 
0.00046  per  cent  instead  of  the  older  figure  of 
0.3  to  0.9  per  cent. 

—EDITOR 


IX  round  numbers,  surgery  is 
now  performed  on  some  eight 
million  people  each  year  in  the 
United  States,^  and  approximately  four  mil- 
lion transfusions  are  administered  annually 
in  this  countrj"2-  3-  •*.  s.  e,  7.  s iq  about  two  and 
a half  million  patients.-^  Recent  medical  lit- 
erature contains  many  warnings,  often  with- 
out statistical  evidence,  against  the  amount 
of  blood  now  being  given.  The  suggestion 
is  made  here  that  proper  respect  may  give 
way  to  unwarranted  fear,  and  that  serious 
injury  may  be  inflicted  on  patients  who  need 
blood  and  do  not  get  it. 

It  has  been  said  that  blood  transfusion  is 
as  dangerous  as  appendicitis  or  appendec- 
tomy (or  anesthesia),'*' 3’ but  this 
means  little,  because  neither  transfusion  nor 
appendectomy,  since  the  opening  of  our 
blood  bank,  has  in  our  hands  resulted  in  a 
fatalitj^  and,  above  all,  because  the  state- 
ment suggests  that  transfusion  is  unneces- 
sary and  that  a needless  risk  has  been  in- 
curred. The  complete  quotation  reads : “All 
evidence  suggests  that  the  risk  of  admin- 
istering a blood  transfusion  probably  equals 
or  exceeds  that  of  performing  an  appendec- 
tomy. At  the  same  time,  the  failure  to  ad- 
minister blood  when  indicated  probably  car- 
ries a much  greater  risk.”  It  is  no  longer 
possible  to  avoid  the  question  of  giving  or 
not  giving  blood ; blood  is  commonly  given 
in  large  amounts  for  gastrectomy  and  for 
pneumonectomy,  without  hesitation.  With 
the  increase  in  knowledge  concerning  blood 
groups  and  with  improved  laboratories  and 
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modern  blood  banks,  incompatible  reactions 
have  become  rare.  ^^Tth  the  opening  of 
new  horizons  in  surgery,  the  need  for  blood 
during  operations  has  become  much  greater. 
The  modern  200-bed  voluntaiy  hospital  will, 
today,  give  1,500  transfusions  a year,  as 
many  as  the  500-bed  university  center  of 
ten  years  ago. 

Reactions  other  than  of  the  incompatible 
type  are  not  necessarily  serious.  “Speed 
shock”  has  little  to  do  with  the  decision  to 
give  or  not  to  give  blood,  for  the  blood  can 
be  given  slowly  or  rapidly,  and  when  it  has 
been  lost  quickly  it  may  safely  be  given 
quickly.  Chills  and  fever  can  attend  the  in- 
travenous administration  of  any  fluid  and 
modern  expendable  equipment  has  sharply 
reduced  the  incidence  of  pyrogenic  reactions. 
Neither  these  nor  urticaria  should  endanger 
the  patient’s  life.  Hepatitis  is  relatively  in- 
frequent (0.2  to  0.8%),  since  blood,  unlike 
plasma,  is  not  pooled.  Dangers  relating  to 
contamination  (over  60,000  consecutive  pints 
of  blood  have  been  taken  without  a single 
contaminated  bottle), malaria,  relapsing 
fever,  syphilis,  citrate,  and  potassium  are 
small. 

Since  much  of  the  criticism  has  been  di- 
rected toward  the  one-pint  transfusion,  it 
must  be  pointed  out  that  it  often  covers  a 
two-pint  loss;  a pint  of  blood  may  save  the 
life  of  a patient  who  has  lost  a quart.  The 
automobile  is  associated  with  a very  high 
death  rate  (about  40,000  per  year  in  the 
U.S.  alone*®),  but  we  do  not  restrict  its  use 
to  long  trips. 

While  it  has  become  fashionable  to  con- 
demn what  is  considered  the  promiscuous 
use  of  blood,  recent  articles  have  included 
these  statements : “The  backbone  of  the 
therapy  of  hypovolemic  shock  remains  the 

•Presented  before  Annual  Clinical  Meeting,  Nebraska  Chap- 
ter, American  College  of  Surgeons.  Fremont.  Nebraska,  Novem- 
ber 15,  1959. 
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replacement  of  the  lost  blood  volume.  For 
most  purposes  the  transfusion  of  properly 
crossed  whole  blood  is  best.”^'*  “The  time 
to  start  blood  replacement  is  when  a rise 
in  the  pulse  rate  first  appears,  particularly 
if  the  operation  is  not  yet  completed. 

Fatality  figures  given  in  the  literature, 
with  or  without  reference,  are  generally  0.02 
to  0.1  per  cent.  The  phrase  “one  in  one 
thousand  to  one  in  three  (or  five)  thou- 
sand”^-occurs  with  astonishing 
frequency.  Davidsohn’s  figures^  are  obtained 
from  Kilduffe  and  DeBakey’s  book^*  and 
from  Wiener’s  book.^®  Wiener’s  report®  gets 
its  evidence  from  Moore^'^  and  from  Straus 
and  Torres. 20  Moore  got  his  figures  from 
Kilduffe  and  DeBakey’s  book  and  from 
Wiener’s  book.  Wiener’s  text  includes  fig- 
ures reported  from  1917  to  1941 ; he  offers 
a total  of  27,511  transfusions.  Only  8,236 
of  these,  however,  were  performed  with 
stored  blood ; these  were  reported  in  1939, 

1940,  and  1941.  Kilduffe  and  DeBakey’s 
mortality  reports  also  range  from  1917  to 

1941.  They  present  a table  of  43,284  trans- 
fusions without  dividing  them  into  fresh  and 
stored  blood.  Straus  and  Torres^o  give  no 
figures  at  all.  Polayes  and  Morrison^i  of- 
fered a series,  in  1932,  of  1500  blood  trans- 
fusions in  1000  cases,  with  six  deaths,  an  in- 
cidence of  0.9  per  cent  “of  the  cases;”  this 
can  as  well  be  interpreted  to  represent  0.6 
per  cent  of  the  transfusions.  Scott’s  values 
(in  Keyne’s  book), 22  range  from  0.03  to  0.7 
per  cent,  while  the  dates  of  his  collected  re- 
ports run  from  1925  to  1938.  I have  not 
been  able  to  find  mortality  series  in  the  texts 
by  Mollison;  by  DeGowin,  Hardin,  and  Al- 
sever;  and  by  Discombe.  Levine  and  Kat- 
zin23  present  no  mortality  rates.  Hoxworth 
and  Skinner2‘*  reported  one  death  in  3,077 
cases,  in  1941. 

In  an  effort  to  arrive  at  an  evaluation  of 
the  risk  of  a single  blood  transfusion  that 
would  be  based  on  modern  technique  and  on 
a substantially  greater  number  of  cases,  I 
communicated  with  the  American  National 
Red  Cross,  the  American  Association  of 
Blood  Banks,  and  the  Mayo  Clinic.  To  these 
sources  I added  figures  pertaining  to  the 
blood  bank  of  the  Lincoln  General  Hospital. 

Here  are  statistics  relating  to  whole  blood 
transfusions  at  the  Mayo  Clinic  given  during 
the  nine  consecutive  years  for  which  figures 
were  available  to  me;2® 


Transfusions 

Reaction 

Rate 

1946  

4,985 

8.3 

1947  

5,260 

7.0 

1948  

6,340 

7.0 

1949  

6,794 

5.5 

1950  

6,625 

5.5 

1951  

7,441 

5.3 

1952  

7,392 

5.4 

1953  

7,195 

5.5 

1954  

7,756 

4.2 

The  number  of  whole  blood  transfusions 
has  thus  steadily  risen,  while  the  reaction 
rate  has  progressively  fallen.  The  reaction 
rate  for  1954  is  very  nearly  one-half  that  for 
1946,  and  “Insofar  as  we  know,  we  have  had 
no  deaths  directly  attributable  to  transfu- 
sion reactions  during  this  time.” 

During  the  seven  years  preceding  the  ac- 
cumulation of  these  reports  there  was  only 
one  known  death  in  Miami  “closely  related 
to  an  incompatibility  between  donor  and  re- 
cipient blood. ”26  During  these  seven  years, 
approximately  150,000  transfusions  were  is- 
sued by  the  blood  bank.  These  are  not  se- 
lected figures ; they  pertain  to  the  blood  bank 
associated  with  the  President  of  the  Ameri- 
can Association  of  Blood  Banks.  The 'Lin- 
coln General  Hospital  in  Lincoln,  Nebraska, 
has  performed  approximately  7,000  consecu- 
tive transfusions  without  a known  death. 
The  Mayo  Clinic  reports  59,788  transfusions 
without  a known  death.  Surely  a procedure 
that  can  be  done  59,000  consecutive  times 
without  a known  death  cannot  be  extremely 
hazardous.  These  figures,  and  they  are  the 
only  modern  statistics  available  to  me,  total 
approximately  217,000  transfusions  with  one 
known  death,  an  incidence  of  0.00046  per 
cent. 

Summary 

So-called  “recent  figures”  are  obtained 
second-hand  from  fifteen-  and  sixteen-year- 
old  books.  The  whole  volume  of  literature 
is  based  on  some  seventy  thousand  transfu- 
sions whose  report-dates  go  all  the  way  back 
to  1917  and  end  17  years  ago.  If  we  may 
speak  of  their  having  an  average  age,  these 
reports  are  29  years  old.  The  statistics  for 
stored  blood  are  17,  18,  and  19  years  old,  and 
only  some  eight  thousand  transfusions  are 
used  as  a basis  for  judging  a procedure  now 
performed  four  million  times  a year  in  this 
country  alone.  More  than  two  hundred 
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thousand  cases  are  offered  here  as  a modern 
evaluation  of  the  risk  of  blood  transfusion. 
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Jean-Baptiste  de  Senac,  writing  about  “Operation  of  Stomachic 
Remedies  in  Palpitation,”  in  1749,  makes  the  following  statement: 

“Of  all  the  stomachic  remedies  the  one  whose  effects  have  ap- 
peared to  me  the  most  constant  and  the  most  prompt  in  many 
cases,  is  Quinine  mixed  with  a little  rhubarb.  Long  and  rebellious 
palpitations  have  ceded  to  this  febrifuge,  seconded  with  a light 
purgative.”  (Cardiac  Classics,  page  163). 
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SMALL  BOWEL 

Carcinoids 

Associated  With 

GASTROINTESTINAL  BLEEDING 


The  case  reported  below  is  one 
in  which  multiple  carcinoids 
were  found  in  a segment  of 
ileum.  The  patient  was  surgically  explored 
in  an  effort  to  determine  the  origin  of  re- 
peated massive  gastrointestinal  hemor- 
rhages. 

Small  bowel  tumors  are  infrequent;  how- 
ever, bleeding  is  a frequent  occurrence  with 
small  bowel  tumors.  Darling  and  Welch^ 
point  out  the  rarity  of  intestinal  bleeding 
with  carcinoids. 

A case  of  massive  gastrointestinal  bleed- 
ing secondary  to  a carcinoid  of  the  ileum  was 
reported  recently  by  Mann  and  Simpson.^  A 
two  centimeter  intraluminal  carcinoid  of  the 
terminal  ileum  was  found  during  abdominal 
exploration.  Their  case  had  had  repeated 
massive  gastrointestinal  hemorrhages  over  a 
five-year  period. 

Docherty®  draws  attention  to  the  frequen- 
cy of  carcinoids  in  the  appendix  (90%), 
the  ileum  being  the  next  most  common  site. 

Case  Report:  The  patient,  a 53-year- 
old,  single,  white  woman,  was  first  seen 
in  May  1957.  She  gave  the  history  of 
the  removal  of  a polyp  of  the  rectosig- 
moid in  1953.  She  did  well  following 
this  until  she  became  anemic  in  Janu- 
ary 1957.  Bloody  stools  were  noted  at 
that  time.  Her  blood  count  fell  to 
2,000,000,  hemoglobin  40  per  cent.  A 
sternal  marrow  aspiration  at  that  time 
disclosed  only  hyperactive  normoblastic 
erythropoiesis.  Proctoscopic  examina- 
tion and  X ray  of  the  colon  were  nega- 
tive. In  August  1957,  gastrointestinal 
bleeding  (tary  stools)  was  again  noted. 
Proctoscopic  examination  and  X ray  of 
the  colon,  stomach  and  small  bowel  were 
negative.  She  was  given  four  transfu- 
sions, and  recovered. 

The  patient  experienced  no  further 
blood  loss  from  the  gastrointestinal 
tract  until  May  1958,  at  which  time  she 
noted  a goodly  amount  of  bright  red 
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blood  in  the  stool  for  several  days.  The 
hemoglobin  fell  to  60  per  cent.  X-ray 
examination  of  the  entire  gastrointest- 
inal tract  was  unrewarding.  Explora- 
tory laparotomy  was  declined  by  the  pa- 
tient. 

Late  in  August  1958,  the  patient 
again  experienced  a massive  gastroin- 
testinal hemorrhage  manifested  by  me- 
lena  and  passage  of  bright  red  blood 
per  rectum.  The  hemoglobin  fell  to  50 
per  cent.  Again,  thorough  gastro- 
intestinal X-ray  investigation  (stomach, 
small  bowel  and  colon)  was  negative. 

Surgical  exploration  was  strongly 
urged  and  finally  accepted  by  the  pa- 
tient. Examination  of  the  entire  gas- 
trointestinal tract  was  negative  with 
the  exception  of  a 26  cm.  loop  of  small 


Figure  1.  Loop  of  small  bowel  removed  at 
operation,  together  with  a portion  of  its  mesen- 
teiy.  The  bowel  has  been  opened;  the  carcinoid 
tumors  are  indicated  by  aiTows. 
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bowel,  which  contained  seven  small,  lo- 
calized, circumscribed  submucosal  mass- 
es. Microscopic  examination  revealed 
the  lesions  to  be  carcinoids.  No  def- 
inite ulceration  could  be  seen  over  any 
of  the  tumors.  However,  it  is  to  be 
noted  that  the  surgical  exploration  was 
carried  out  three  or  four  weeks  follow- 
ing the  last  episode  of  bleeding. 

There  was  no  evidence  of  metastasis 
either  in  the  regional  lymph  nodes  or 
liver. 

Following  the  resection,  the  patient 
made  an  uneventful  recovery  and  has 
maintained  a normal  blood  count  up  to 
the  present  time. 

Discussion 

This  case  is  reported  because  of  the  un- 
usual occurrence  of  repeated  gastrointestinal 
hemorrhages  in  a patient  having  multiple 


small  bowel  carcinoids,  located  closely  to- 
gether in  a segment  of  small  bowel. 

Four  separate  gastrointestinal  evaluations 
were  negative. 

Although  massive  gastrointestinal  hem- 
orrhage due  to  a carcinoid  of  the  small  bowel 
has  been  previously  reported,^  this  case  is 
presented  to  emphasize  the  importance  of 
careful  surgical  exploration  of  the  small 
bowel  where  recurrent  hemorrhage  is  the 
chief  problem,  in  spite  of  repeated  unreward- 
ing roentgenographic  examinations. 
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“The  most  important  ‘wonder  drug’  in  Medicine  is  not  a sulfa 
compound  nor  one  of  the  varied  antibiotics  of  recent  decades,  but 
something  that  has  been  available  and  successfully  used  for  cen- 
turies — the  physician  himself  as  a therapeutic  agent.  A cheerful 
confidence-inspiring  smile  and  a comforting  understanding  gentle 
touch  has  probably  brought  more  improvement  and  relief  to  patients 
than  all  drugs  or  surgical  procedures.  This,  the  Art  of  Medicine, 
has  been  supplimented  by  the  Science  of  Medicine,  to  give  the  time 
physician  a most  soul-satisfying  avenue  of  seiwice  that  has  won 
him  a special  esteem,  respect  and  love  from  his  community.”  (Rouse: 
SoutheiTi  Medical  Journal  53:1,  Jan.,  1960). 
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The  TREATMENT  of 


Carotid  Insufficiency* 


Doctors  Sinnott  and  Burklund  cal!  attention  to 
a relatively  new  concept  — insufficiency  of  the 
carotid  circulation  — due  to  arteriosclerotic  or 
other  lesions  in  the  carotid  artery  itself  rather 
than  within  the  cranial  cavity.  As  they  point  out, 
patients  who  experience  transcient  one-sided 
weakness,  aphasia,  hemiparesis,  or  hemiplegia 
should  be  suspected  of  carotid  obstruction  and, 
consequently,  subjected  to  studies  that  will  con- 
firm or  deny  this  diagnosis.  When  the  diag- 
nosis is  established,  surgical  therapy  may  be  of 
conspicuous  usefullness  in  relieving  the  disease. 

—EDITOR 


IN  the  last  ten  years,  the  field 
of  vascular  surgery  has  made 
great  advances  by  means  of 
better  diagnostic  procedures  and  the  im- 
provement in  surgical  and  anesthetic  tech- 
niques. The  necessity  for  newer  vascular 
procedures  has  arisen  partly  because  of  the 
increase  in  the  number  of  our  senior  citi- 
zens. Arteriosclerosis  affecting  the  older 
patient  is  manifested  in  various  parts  of 
the  vascular  system,  but  we  wish  to  limit 
this  presentation  to  those  lesions  causing 
carotid  insufficiency. 

Carotid  obstruction  due  to  atheromata  was 
noted  as  early  as  1914,  when  Hunt*  recog- 
nized decreased  arterial  flow  to  the  affected 
cerebral  hemisphere  during  periods  of  hypo- 
tension. However,  it  was  not  until  1937, 
when  Moniz^o  reported  finding  four  in- 
stances of  thrombosis  among  his  500  angio- 
grams, that  interest  was  stimulated  in  this 
condition  and  its  recognition  was  more  fre- 
quent. Because  of  the  complications  which 
occurred  in  early  angiography,  it  took  years 
for  the  procedure  to  be  accepted ; hence,  the 
diagnosis  and  treatment  of  carotid  insuffi- 
ciency was  delayed  for  years. 

In  the  past,  patients  who  suffered  from  a 
stroke  were  treated  with  antihypertensive 
drugs,  since  it  was  thought  that  the  stroke 
was  the  result  of  the  hypertension.  Some  of 
the  patients  so  treated  improved  despite  the 
therapy,  and  others  died  or  became  worse 
neurologically  in  spite  of  the  treatment.  To 
point  up  the  fact  that  these  patients  were 
not  suffering  from  intracranial  vascular 
disease  but  rather  extracranial  obstruction, 
Fischer, in  1954,  reported  432  consecutive 
autopsies  in  which  the  brain  and  carotid 
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arteries  were  studied  and  found  28  cases  of 
complete  occlusion  of  one  or  both  of  these 
arteries.  Thirteen  additional  cases  revealed 
marked  narrowing  of  the  lumen  of  the  ar- 
tery, giving  a total  of  9.5  per  cent  showing 
advanced  carotid  disease.  This  report  re- 
vealed that  carotid  occlusion  was  more  prev- 
alent than  had  previously  been  suspected. 
This  has  helped  to  change  the  previous  treat- 
ment of  these  patients  with  antihyperten- 
sive drugs,  because  the  etiology  of  the  hyper- 
tension in  these  individuals  is  better  under- 
stood. The  brain  requires  a normal  concen- 
tration of  glucose  in  the  blood  for  its  proper 
functioning,  since  the  brain  has  very  little 
reserve  of  carbohydrate.*  The  brain  weighs 
only  2.2  per  cent  of  the  total  body-weight 
yet  requires  24.4  per  cent  of  the  total  oxy- 
gen consumption.  For  normal  activity  of 
the  brain  the  glucose  level  in  the  blood  as 
well  as  the  oxygen  tension  must  remain 
within  normal  range.  The  patient  with  a 
partial  occlusion  of  the  carotid  artery  can 
usually  withstand  normal  stress  without  dif- 
ficulty. However,  under  some  increased 
stress  the  supply  to  the  brain  is  decreased 
because  of  the  occlusion,  and  some  neurolog- 
ical deficit  may  develop  because  of  the  low- 
ered blood  glucose  level  and  the  decreased 
oxygen  tension  in  the  blood.  Denny-Brown^ 
in  1951,  recognized  this  fact  and  described 
the  occurrence  of  paralysis  in  one  of  his 
cases  when  the  arterial  pressure  was  reduced 
by  a vasodilator  drug.  Corday  and  Williams^ 
have  presented  some  data  indicating  that 
the  treatment  for  acute  strokes  is  the  use 
of  vasopressor  rather  than  antihypertensive 
drugs.  By  using  the  vasopressor  drugs  the 
blood  flow  to  the  brain  remained  adequate, 
and  neurological  disturbances  which  could 
cause  crippling  were  diminished.  Thus,  by 
maintaining  the  blood  pressure  during  the 

Presented  befcire  Annual  Cliniral  Meeting,  Nebraska  Chap- 
ter, American  College  of  Surgeons,  Fremont,  Nebraska,  Novem- 
ber 15,  1959. 
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stressful  period,  little  damage  is  done  to 
the  brain. 

Patients  who  experienced  transient  one- 
sided weakness,  aphasia,  hemiparesis,  or 
hemiplegia  are  subjected  to  carotid  arteri- 
ography. This  X-ray  study  confirms  the  di- 
agnosis of  occlusive  disease  of  the  common 
or  internal  carotid  artery  if  present.  The 
carotid  compression  test  has  been  helpful  in 
demonstrating  inadequate  blood  supply  to 
the  brain  through  the  opposite  carotid  ar- 
tery. Since  the  affected  carotid  must  be 
clamped  at  the  time  of  endarterectomy,  a 
positive  test  on  the  affected  side  will  make 
one  suspicious  of  bilateral  disease,  and  ar- 
teriograms are  then  done  bilaterally. 

Percutaneous  carotid  arteriograms  are 
performed  under  local  anesthesia  using  a 
Parhad-Poppen  needle.  We  then  inject, 
intraluminally,  2 cc.  of  1 per  cent  procaine 
solution  prior  to  the  dye.  This,  we  feel, 
causes  less  pain  during  the  injection  of  the 
dye.  This  is  followed  by  the  injection  of 
8 cc.  of  50  per  cent  hypaque  solution.  This 
has  resulted  in  good  visualization  of  the 
carotid  tree. 

In  1951,  Johnson  and  Walker®  reported 
107  proven  cases  of  carotid  obstruction  and 
performed  cervical  sjunpathectomies  in  the 
hope  that  collateral  circulation  would  im- 
prove the  condition.  Poor  results  were  ob- 
tained by  the  use  of  this  surgical  procedure. 
Strully  and  his  associates!^  treated  carotid 
insufficiency  by  endarterectomy,  but,  as 
usually  occurs  with  the  use  of  a new  proce- 
dure, the  results  were  only  fair.  Eastcott, 
Pickering  and  Rob®  performed  a carotid  ar- 
terectomy  with  an  end  to  end  anastomosis. 
This  was  the  first  resection  of  the  carotid 
artery  in  this  disease  with  a good  result. 
Since  then,  by-pass  procedures  have  been 
perfoiTned  with  both  good  and  bad  results. 
Some  patients  in  the  graft  series  developed 
an  occlusion  at  the  operative  site.  Gurdjian 
and  Webster,’!  in  1959,  reported  some  early 
good  results  using  thromboendarterectomy 
for  carotid  insufficiencJ^ 

In  our  series,  nineteen  patients  presented 
themselves  with  transient  aphasia,  unilateral 
weakness,  hemiplegia,  or  previous  strokes 
with  recovery.  Carotid  arteriogram  con- 
firmed the  diagnosis  of  insufficiency.  Six 
patients  were  noted  to  have  diseases  in  the 
internal  carotid  which  extended  to  the  caro- 
tid siphon.  These  were  treated  with  cervical 
sympathectomy  hoping  to  improve  the  col- 


lateral circulation.  None  of  these  patients 
showed  much  improvement.  Twelve  other 
patients  were  treated  by  endarterectomy  for 
lesions  in  the  common  carotid  or  internal 
carotid  artery.  Seven  of  these  twelve  had  a 
positive  carotid  compression  test.  In  the 
first  five  cases  a good  back  flow  was  noted 
in  the  internal  carotid  artery  at  the  time  of 
surgery  but  three  patients  developed  throm- 
bosis of  the  carotid  at  the  site  of  the  endar- 
terectomy as  noted  on  a postoperative  ar- 
teriogram. The  endarterectomy  was  per- 
formed under  local  anesthesia.  We  origin- 
ally sutured  the  artery,  as  did  Gurdjian  and 
Webster,  using  a continuous  suture  of  ar- 
terial silk,  starting  at  the  distal  end.  The 
artery  was  then  flushed  with  heparin,  fol- 
lowed by  opening  the  arterial  clamps  and 
tying  the  suture.  Because  of  the  postsur- 
gical  thrombosis  found  on  arteriograms,  we 
decided  to  suture  the  artery  proximally  and 
then  remove  first  the  clamp  on  the  ex- 
ternal carotid  and  common  carotid  arteries. 
Then  the  clamp  on  the  internal  carotid  ar- 
tery was  removed,  and  the  suture  was  tied. 
Following  this  procedure  the  succeeding 
cases  in  which  good  back  flow  was  estab- 
lished, a patent  carotid  was  noted  on  post- 
operative arteriogram.  Of  the  twelve  cases 
treated  with  endarterectomy  nine  were  im- 
proved, one  was  unchanged,  one  developed  a 
right  hemiplegia,  and  one  died  from  intra- 
cranial hemorrhage. 

One  of  the  nineteen  cases  presenting 
with  a left  hemiparesis  was  noted  on  carotid 
arteriogram  to  have  a dissecting  aneurysm. 
It  is  conceivable  that  this  could  have  been 
caused  by  the  needle  puncture  as  reported  by 
Fleming  and  Park,^  except  that  the  needle 
puncture  noted  at  the  time  of  surgeiy  was  an 
inch  below  the  dissecting  point  in  the  intima 
which  was  in  the  center  of  the  atheromatous 
plaque.  This  patient  was  treated  by  carotid 
resection  and  an  end  to  end  anastomosis  at 
the  point  of  the  bifurcation  of  the  common 
carotid  artery.  This  patient  made  an  ex- 
cellent recovery  and,  postoperatively,  had  a 
normal  arteriogram. 

Caution  must  be  used  in  judging  the  re- 
sults in  this  field  of  medicine  since  it  is  well 
known  that  spontaneous  improvement  oc- 
curs without  any  treatment.  We  feel  the 
only  way  to  properly  evaluate  the  merits  of 
this  procedure  is  to  run  a control  series 
where  the  diagnosis  is  established  but  no 
surgical  treatment  is  undertaken.  This  we 
plan  to  do  in  the  near  future. 
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With  the  continued  advances  in  vascular 
surgery,  physicians  are  becoming  more 
aware  of  the  entity,  carotid  artery  throm- 
bosis, and  endeavor  to  establish  the  diag- 
nosis when  suspected.  Should  we  find  that 
the  proper  treatment  for  carotid  insufficien- 
cy is  endarterectomy,  a great  advance  will 
have  been  made  in  the  field  of  geriatrics. 
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“A  study  of  1,200  coronary  patients  in  industry  has  shown  that 
heavy  labor  has  been  so  largely  eliminated  from  American  industry 
that  ‘work  breaks’  may  soon  be  needed  to  keep  workers  physically 
fit. 

“The  study  . . . was  prompted  by  patients’  comments  that  the 
clinic’s  work  capacity  tests  were  more  strenuous  than  actual  job 
efforts  . . .”  (Chronic  Illness  News  Letter  11:1,  Febr.,  1960). 
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Abstracts  — 

The  following  abstracts  were  prepared  by 
the  authors  from  papers  presented  at  the 
Annual  Clinical  Meeting,  Nebraska  Chap- 
ter American  College  of  Surgeons,  held  at 
Fremont,  Nebraska,  November  15,  1959: 

Exercise  Treatment  of  Arterial  Insufficiency  in  the 
Legs.  J.  R.  Hai-per,  M.D.,  and  W.  P.  Kleitsch, 
M.D.,  F.A.C.S.,  Omaha,  Nebraska.  From  the  Sur- 
gical Sendee,  Omaha  Veterans  Administration 
Hospital. 

The  treatment  of  arterial  insufficiency  in 
the  lower  extremities  is  still  unsatisfactory 
although  recent  advances  in  vascular  sur- 
gical techniques  have  held  some  promise  in 
selected  cases.  The  average  case  of  obliter- 
ative arteriosclerosis  is  still  doomed  to  a pro- 
tracted, painful  disease  which  ultimately 
will  require  amputation.  This  is  largely  due 
to  the  fact  that  peripheral  arteriosclerosis 
is  a generalized  disease  and  circulation  is  so 
sluggish  that  attempts  at  vascular  surgery 
usually  result  in  thrombosis  and  may  actual- 
ly compound  the  difficulty  by  interrupting 
established  collateral  circulation. 

Recently  we  have  devised  a method  of  cali- 
brated exercises  in  the  hope  of  improving 
the  collateral  circulation  to  the  extremity 
and  thus  reducing  claudication.  Although 
our  experience  is  very  limited  some  inter- 
esting patterns  are  developing. 

(From  the  Surgical  Service  Omaha  Veterans  Administration 
Hospital). 

Treatment  of  Carotid  Insufficency.  J.  J.  Sinnott, 
M.D.,  and  C.  W.  Birklund,  M.D.,  Omaha,  Nebras- 
ka. From  the  Surgical  Seiwice,  Omaha  Veter- 
ans Hospital. 

Treatment  of  carotid  insufficiency  in  the 
last  few  years  has  made  it  a surgical  dis- 
ease. Angiography  has  become  an  impor- 
tant diagnostic  tool  to  differentiate  vascu- 
lar lesions  from  other  diseases.  Eighteen 
cases  of  carotid  insufficiency  were  treated 
with  endarterectomy,  segmental  resection  or 
cervical  sympathectomy.  Physical  findings 
in  the  group  included  hemiparesis,  hemi- 
plegia, aphasia,  and  transient  weakness. 
Carotid  arteriography  was  utilized  to  deter- 
mine the  site  and  extent  of  the  occlusion.  If 
the  arteriosclerotic  plaque  is  in  the  internal 
carotid  but  beyond  the  reach  of  the  surgeon, 
a cervical  sympathectomy  is  performed 
hoping  to  improve  collateral  circulation. 
When  the  plaque  is  visualized  in  the  common 


or  internal  carotid  artery  and  is  surgically 
accessible,  a carotid  endarterectomy  is  per- 
formed. One  case  had  a dissecting  aneu- 
rysm of  the  common  carotid  artery  and  this 
was  treated  by  segmental  resection  and  end- 
to-end  anastomosis.  To  date,  in  the  twelve 
who  have  had  endarterectomies,  there  has 
been  one  death.  All  but  two  of  the  remain- 
ing have  shown  improvement.  In  the 
group  treated  by  sympathectomy,  none  was 
improved.  The  patient  with  the  dissecting 
aneurysm  had  an  excellent  result.  It  is  still 
too  early  to  adequately  evaluate  the  results. 

Unusual  Cases  of  Acute  Abdomen.  John  F.  McLeay, 
Omaha,  Nebraska.  This  article  was  published  in 
The  Nebraska  M.  J.  (45:116  March,  1960). 

A presentation  of  six  patients  illustrat- 
ing difficult  problems  and  the  methods  used 
to  manage  them. 

(From  the  Department  of  Surgerj',  Creighton  University 
School  of  Medicine). 

Gastrostomy.  W.  H.  Johnson,  M.D.,  Omaha,  Ne- 
braska. From  the  Surgical  Service,  Omaha  Vet- 
erans Hospital. 

Gastrostomy  is  among  the  oldest  of  gas- 
tric operations.  This  review  includes  a 
brief  resume  of  the  history  of  gastrostomy, 
the  types  of  gastrostomies,  and  the  indica- 
tions for  their  use.  Also  included  are  the 
more  common  complications  attendant  upon 
gastrostomy.  The  effects  of  antibiotics  on 
the  incidence  of  certain  complications  is 
also  discussed.  Reasons  for  the  declining 
popularity  of  gastrostomy  for  palliation  in 
unresectable  carcinoma  are  discussed.  A 
survey  is  made  of  the  gastrostomies  for  un- 
resectable carcinoma,  performed  at  this  hos- 
pital from  1951  to  1959. 

Duodenocolic  Fistula.  S.  M.  Farhat,  M.D.,  Oma- 
ha, Nebraska.  From  the  Department  of  Sur- 
gery, University  of  Nebraska  College  of  Medi- 
cine. 

Duodenocolic  fistula  is  a rare  entity.  On  the 
basis  of  etiology,  duodenocolic  fistulas  are 
divided  into  benign  and  malignant.  Benign 
duodenocolic  fistulas  are  extremely  rare  and, 
up  to  the  present,  only  21  cases  have  been 
reported.  The  malignant  duodenocolic  fis- 
tulas are  more  common.  The  most  common 
causative  factors  are  carcinoma  of  the  colon, 
duodenal  ulcer,  gallstones,  ulcerative  colitis, 
and  regional  ileitis.  The  symptoms  are  di- 
arrhea, vomiting,  weight  loss,  malnutrition, 
and  steatoimhea. 

Diagnosis  usually  is  made  from  the  pass- 
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age  of  contrast  media  into  the  duodenum 
during  examination  by  barium  enema. 

The  treatment  varies  from  one-stage  re- 
section to  palliative  by-pass  procedures. 

Carcinoma  of  the  Pancreas  and  Ampulla  of  Vater: 
A Review  of  43  Patients.  F.  W.  Karrer,  M.D.; 
J.  D.  Coe,  M.D.,  F.A.C.S.,  and  C.  W.  McLaughlin, 
M.D.,  F.A.C.S.,  Omaha,  Nebraska.  From  the  De- 
partment of  Sui'geiy,  University  of  Nebraska  Col- 
lege of  Medicine. 

Among  43  patients  with  carcinoma  of  the 
pancreas,  24  neoplasms  were  in  the  head, 
15  in  the  body,  two  in  the  tail,  and  two  in 
the  ampulla  of  Vater.  Only  six  lesions  were 
resectable. 

Earlier  diagnosis  might  have  saved  more 
of  these  patients.  In  the  patients  the  most 
common  findings  were:  pain,  jaundice,  indi- 
gestion, hepatomegaly,  and  liver  tenderness. 
Few  of  these  patients  had  the  classical  symp- 
toms and  signs  of  carcinoma  of  the  pan- 
creas — painless  progressive  jaundice  with 
a palpable  gallbladder.  Location  of  the  gland 
deep  in  the  abdomen  makes  early  diagnosis 
by  physical  examination  difficult.  Labora- 
tory studies  help  little  because  of  the  large 
functional  reserve  of  the  gland.  Present 
methods  of  X-ray  examination  reveal  only 
late  changes. 

With  a high  index  of  suspicion  and  more 
awareness  of  the  early  manifestations  of 
carcinoma  of  the  pancreas,  more  of  these 
patients  might  be  operated  upon  when  re- 
section is  possible. 

Richter’s  Hernia.  Rudolph  W.  Roesel,  M.D.,  Oma- 
ha, Nebraska.  From  the  Department  of  Surgery, 
Creighton  University  School  of  Medicine. 

Partial  enterocele  presents  itself  as  im- 
pingement of  bowel  wall  in  an  abnormal 
opening  of  the  abdominal  wall.  The  con- 
tinuity of  the  intestinal  tract  is  not  inter- 
rupted. Ileus  is  frequently  absent.  Normal 
bowel  movements  are  common.  Gangrene 
of  the  trapped  bowel  wall  is  a dangerous 
consequence.  If  no  adhesions  have  formed 
between  the  bowel  wall  and  the  free  abdom- 
inal cavity,  peritonitis  follows.  Enterocu- 
taneous  fistula  may  be  an  alternative  if  the 
gangrenous  part  of  the  bowel  has  been 
walled  off  from  the  abdominal  cavity. 

The  importance  of  Richter’s  hernia  lies 
in  its  lack  of  diagnostic  signs  and  symptoms. 
Often  no  mass  is  palpable.  The  usual  mani- 
festations of  an  acute  abdomen  may  be  com- 
pletely absent.  Ninety  per  cent  of  all  par- 


tial enteroceles  protrude  through  the  femoral 
canal.  Inguinal  lymphadenopathy  may  cre- 
ate diagnostic  difficulties. 

In  all  partial  enteroceles  one  finds  at  least 
one  acute  angle  at  the  hernial  opening.  This 
angulation  may  be  considered  the  main 
cause  for  their  formation.  When  intra- 
abdominal pressure  decreases  the  intestinal 
wall  becomes  trapped  between  the  edges  of 
a rigid  hernial  opening. 

Repair  of  a partial  enterocele  has  to  be 
tailored  to  its  anatomic  site  and  its  compli- 
cation. In  a Richter’s  hernia  through  the 
femoral  canal  a Cooper’s  ligament  repair  is 
recommended.  A transverse  suprapubic  skin 
incision  provides  the  best  exposure  to  Coop- 
er’s ligament  with  interrupted  sutures. 
Usually  no  bleeders  are  encountered. 

Fatal  Complications  of  Hiatus  Hernia.  R.  E. 

Peters,  M.D.,  and  W.  P.  Kleitsch,  M.D.,  F.A.C.S., 

Omaha,  Nebraska.  From  the  Surgical  Sei-vice, 

Omaha  Veterans  Hospital. 

Although  most  hernias  through  the  esoph- 
ageal hiatus  of  the  diaphragm  are  asympto- 
matic, some  produce  symptoms.  These 
symptoms,  at  first  mild,  become  increasing- 
ly severe.  The  pathology,  at  first  simple,  be- 
comes increasingly  complex.  The  complica- 
tions themselves  may  prove  to  be  fatal  or 
they  may  be  so  serious  and  so  numerous  as 
to  overload  the  individual’s  recuperative 
power.  Neglected  hiatus  hernia  follows  a def- 
inite course.  The  best  time  for  recommend- 
ing surgical  correction  of  hiatus  hernia  is 
indicated  and  a successful  technique  is  pre- 
sented. Several  illustrative  case  histories 
are  presented. 

Evaluation  of  Operative  Cholangiography.  William 

J.  Chleborad,  M.D.,  Omaha,  Nebraska.  From  the 

Department  of  Surgery,  University  of  Nebraska 

College  of  Medicine. 

Approximately  eighteen  months  ago  we 
determined  to  do  routine  operative  cholangi- 
ograms  in  all  operations  on  the  biliary  tract. 
Since  that  time,  100  cholecystectomies  with 
81  operative  cholangiograms  have  been 
done.  This  study  was  made  to  evaluate  op- 
erative cholangiography  and  its  capabilities. 
False  negative  and  false  positive  X rays, 
plus  unsatisfactory  cholangiograms,  were 
found  to  account  for  30  per  cent  poor  results. 
However,  12  patients  were  probably  spared 
unnecessary  choledochostomy. 

Operative  cholangiography  is  a valuable 
diagnostic  tool  if  proper  conditions  are  met. 
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Cholangiography  is  not  feasible  in  all  cases 
of  cholecystectomy.  We  intend  to  continue 
its  routine  use  in  an  effort  to  improve  our 
results.  The  value  of  this  procedure  should 
increase  Avith  continued  experience. 

Use  of  Ileum  to  Replace  Ureter.  Louis  Soyka, 
M.D.,  and  Louis  Gilbert,  M.D.,  F.A.C.S.,  Lincoln, 
Nebraska.  From  the  Surgical  Sei*\'ice,  Lincoln 
Veterans  Hospital. 

Employment  of  ileum  to  replace  ureter  is 
being  established  as  both  safe  and  useful. 
Its  use  is  indicated  tvhenever  normal  ureter 
is  lacking  and  it  is  impossible  to  use  urinary 
tract  tissues  in  the  reconstruction.  These 
are  much  better  than  substitutes  but  are  not 
always  available. 

The  ileal  segment  should  be  only  as  long 
as  is  necessary  to  prevent  stasis  of  urine  and 
absorption  of  its  toxic  constituents.  For 
this  same  reason,  the  segment  of  ileum 
should  be  anastomosed  in  an  isoperistaltic 
direction.  The  ureteroileal  and  ileovesical 
anastomoses  are  done  in  two  layers,  using 
chromic  catgut.  Silk  is  not  used  in  the  urin- 
ary tract  since  it  acts  as  a nidus  for  stone 
formation.  Silk  is,  however,  used  in  the 
subsequent  ileoileostomy. 

This  type  of  repair  satisfies  the  obliga- 
tion of  being  mechanically  and  technically 
feasible  since  the  mobility  of  the  small  in- 
testine is  great  and  it  can  be  made  available 
anywhere  in  the  abdomen.  Secondly,  it  has 
been  proven  that  an  isolated  segment  of 
small  intestine  does  not  absorb  significant 
amounts  of  toxic  constituents  of  urine.  For 
this  reason,  the  syndrome  of  hyperchloremic 
acidosis  and  uremia  does  not  occur  as  it 
might  in  those  people  who  do  not  have  the 
ileal  segment  divorced  from  its  continuity 
with  the  gastrointestinal  tract.  Thirdly,  the 
peristalsis  of  the  ileum  transports  the  urine 
to  the  bladder  and  ascending  pyelonephritis 
is  not  seen.  These  people  are  encouraged  to 
urinate  frequently  to  avoid  reflux  of  urine 
into  the  ileal  segment. 

This  type  of  procedure  can  be  an  excellent 
substitute  for  an  intolerable  nephrostomy  or 
to  avoid  the  necessity  for  removal  of  an 
otherwise  normal  kidney. 

Late  Post  Partum  Hemorrhage:  Dehiscence  of  Uter- 
ine Wound  Following  Cesarean  Section.  T.  C. 
Christiansen,  M.D.,  and  Maurice  Grier,  M.D., 
F.A.C.S.,  Omaha,  Nebraska.  From  the  Depart- 
ment of  Obstetrics  and  Gynecology,  Creighton 
University  School  of  Medicine. 


A 29-year-old  white  woman  was  referred 
for  treatment  of  recurrent  vaginal  hemor- 
rhages two  months  after  her  second  cesarean 
section.  These  hemorrhages  had  required 
hospitalization  and  blood  transfusions  on 
three  occasions.  On  the  third  day  after  ad- 
mission, a severe  hemorrhage  occurred  re- 
quiring blood  transfusions  through  cutdotvns 
on  both  loAver  legs.  Under  anesthesia  the 
uterus  was  tightly  packed  after  evacuation 
of  considerable  pus,  and  the  cervix  and  va- 
gina Av  ere  tightly  packed ; hoAvever,  the 
bleeding  continued  through  the  ceiwical 
area. 

Laparotomy  Avas  then  done  revealing  the 
right  uterine  artery  to  be  open  and  bleed- 
ing into  a partially  healed  uterine  Avound  at 
the  site  of  cesarean  section.  A right  ovarian 
abscess  Avas  also  present.  Total  hysterec- 
tomy and  right  salpingo-oophorectomy  Avere 
then  done.  The  patient  recei\’ed  a total  of 
15  units  of  blood.  She  AA^as  dismissed  in 
good  condition  on  the  eleventh  postoperative 
day. 

A reA’ieAV  of  the  literature  Avas  presented. 

The  Safety  of  Blood  Transfusions.  Frank  Cole, 

M.D.,  Anesthesiologist,  Lincoln  General  Hospital, 

Lincoln,  Nebraska. 

A considerable  amount  of  criticism  has 
recently  been  directed  toAvard  the  frequency 
of  use  of  Avhole  blood  transfusion.  IMortal- 
ity  figures  in  all  available  texts  are  far 
from  modern  and  are  based  on  an  astonish- 
ingly small  number  of  cases.  Despite  the 
probably  unAvarranted  criticism,  there  has 
been  no  recent  study  of  the  mortality  rate 
of  Avhole  blood  transfusion.  To  arrive  at  a 
modern  appraisal  of  the  fatality  risk  of  blood 
transfusion,  the  author  has  collected  from 
his  OAvn  practice  and  from  other  sources  a 
total  of  approximately  217,000  transfusions 
Avith  one  knoAvn  death,  an  incidence  of 
0.00046  per  cent,  instead  of  the  often  quoted 
“one  in  a thousand  to  one  in  three  thou- 
sand.” 

The  change  is  thus  from  a range  of  0.02 
to  0.1  per  cent  to  a neAver  figure  of  0.00046 
per  cent,  so  that  the  incidence  of  deaths 
knoAvn  to  be  due  to  transfusions  of  Avhole 
blood  is,  in  this  study,  only  one  one-hun- 
dredth of  the  commonly  taught  mortality. 
In  deaths  per  million  transfusions,  the  old 
phrase  “one  in  one  thousand  to  one  in  three 
thousand”  means  500  (to  667)  deaths.  The 
author’s  series  yields  only  fiv^e  deaths.  This 
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series  is  modern  and  is  founded  on  a much 
larger  series  of  cases  than  all  the  old  refer- 
ences. 

The  Surgical  Management  of  Intra-Oral  Carcinoma. 
James  J.  O’Neil,  M.D.,  F.A.C.S.,  Omaha,  Nebras- 
ka. From  the  Department  of  Otolai*yngology, 
Creighton  University  School  of  Medicine. 

Since  1906  when  George  Crile,  Sr.,  first 
reported  on  the  systematic  radical  resection 
of  the  primary  lesion  of  the  mouth  and  com- 
plete removal  of  of  the  cervical  lymphatics, 
much  has  been  done  to  standardize  this  pro- 
cedure. The  work  of  Hayes  Martin  togeth- 
er with  advanced  anesthesiology  and  anti- 
biotics have  made  this  a practical  procedure 
for  patients  with  intra-oral  carcinoma. 

We  will  reemphasize  this  practicality  by 
describing  a method  of  systematically  carry- 
ing out  an  anatomic  removal  of  all  cervical 
lymphatics  together  with  the  intra-oral  pri- 
mary lesion.  We  shall  show  that  “radical” 
is  no  more  than  a thoroughly  complete  re- 
moval of  all  cancer  and  actually  is  the  most 
“conseiwative”  for  the  life  of  the  patient. 
Finally  the  postoperative  appearance  of  the 
patient  will  show  that  this  extensive  opera- 
tion is  not  inconsistent  with  early  restora- 
tion of  function  and  excellent  acceptable  cos- 
mesis. 

Thymectomy  for  Myasthenia  Gravis.  J.  W.  Porter, 
M.D.,  Omaha,  Nebraska.  From  the  Department 
of  Surge ly.  University  of  Nebraska  College  of 
Medicine. 

Myasthenia  gravis  is  a chronic,  debilitat- 
ing, usually  progressive  disease  character- 
ized by  muscle  weakness.  Although  300 
years  have  passed  since  the  disease  was  first 
described,  we  still  do  not  know  its  etiology. 
The  disease  is  still  treated  empirically  and 
symptomatically. 

Although  anyone  at  any  age  can  develop 
this  disease,  it  is  most  frequent  in  young 
women  between  20  and  30  years  of  age.  A 
definite  diagnosis  can  be  made  easily  and 
without  jeopardy  to  the  patient  with  the 
intravenous  administration  of  Edrophonium 
chloride  (Tensilon). 

Treatment  consists  of  medical  manage- 
ment with  or  without  thymectomy.  In  gen- 
eral, 25  per  cent  to  40  per  cent  of  young 
women  without  a tumor  of  the  thymus  have 
a good  result  after  this  operation.  The  re- 
maining patients  have  either  no  improve- 
ment or  only  slight  improvement.  Thymec- 


tomy is  recommended  for  young  women  who 
do  not  have  a thymoma.  Men  often  have 
little  improvement  after  thymectomy.  Pa- 
tients with  myasthenia  gravis  who  have  a 
thymoma  have  a poor  prognosis  with  or 
without  an  operation.  However,  the  tumor 
should  be  treated  by  thymectomy  when  pos- 
sible. 

(From  the  Department  of  Surgei*y»  University  of  Nebraska 
College  of  Medicine). 

Reconstruction  of  the  Esophagus  Using  the  Right 
Colon.  John  B.  Davis,  M.D.,  Omaha,  Nebraska. 
From  the  Department  of  Surgei*y,  University  of 
Nebraska  College  of  Medicine. 

There  are  a number  of  disease  processes 
requiring  partial  or  total  replacement  of  the 
esophagus.  A number  of  procedures  have 
been  attempted  including  skinlined  subcu- 
taneous tubes,  jejunal  transplants,  gastric 
transplants,  plastic  tubes,  aorta  grafts, 
transverse  colon,  left  hemicolon,  and  more 
recently,  the  right  hemicolon.  All  but  the 
latter  have  been  abandoned  by  the  major- 
ity of  surgeons  today  because  of  technical 
or  functional  difficulties. 

A satisfactory  substitute  for  the  esopha- 
gus should  meet  several  specifications:  (1) 
It  must  serve  as  a satisfactory  passage  for 
food  and  fluids;  (2)  it  must  be  small  enough, 
anatomically,  not  to  interfere  with  pulmon- 
ary function  during  feedings,  if  placed  with- 
in the  bony  thorax;  (3)  it  must  be  resistant 
to  peptic  juices;  (4)  its  formation  should  be 
technically  feasible  with  a low  mortality 
rate.  Reconstruction  of  the  esophagus  with 
the  right  hemi-colon  most  nearly  satisfies 
these  criteria. 

The  colon  transplant  retains  its  normal 
isoperistaltic  qualities,  making  deglutition 
nearly  normal  for  these  patients.  It  does 
not  dilate  to  a size  that  will  hinder  pulmon- 
ary function,  and  has  proven  to  be  highly 
resistant  to  peptic  ulceration.  The  surgical 
technic  is  relatively  uncomplicated  and 
there  are  a number  of  ways  to  stage  the 
operation  should  the  patient’s  condition  ne- 
cessitate it.  The  operative  mortality  rate  is 
reasonably  low,  and,  at  present  this  proce- 
dure seems  the  most  satisfactory  method  of 
esophageal  replacement. 

Operating  Room  Differential  Diagnosis  of  Prin- 
ciple Pancreatic  Cancers.  Robert  A.  Hillyer, 
M.D.,  F.A.C.S.,  Lincoln,  Nebraska.  From  the 
Surgical  Service,  Lincoln  Veterans  Hospital. 

At  the  Lincoln  Veterans  Hospital  we  have 
been  impressed  with  the  importance  of  diag- 
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nosis  of  pancreatic  cancer  during  surgery. 
For  diagnosis  in  the  crucial  hour  the  follow- 
ing classification  was  used:  (1)  carcinoma 
head  of  pancreas;  (2)  carcinoma,  body  or 
tail;  (3)  carcinoma,  ampulla  of  Vater;  (4) 
carcinoma,  major  duct;  (5)  islet-cell  car- 
cinoma; (6)  rare  types. 

It  would  be  rare  for  an  inflammatory 
condition  to  present  as  a small,  discrete  tu- 
mor. Only  these  are  of  significance  as  pos- 
sibly curable  cancer.  It  was  noted,  also, 
that  there  is  no  significant  incidence  of  cys- 
tic change  with  pancreatic  cancer. 

Of  the  two  cases  studied,  in  one  it  was 
thought  wise  to  do  a curative  resection  for 
true  carcinoma  of  the  head ; the  second  was 
a carcinoma  of  the  ampulla.  The  first  case 
illustrated  how  even  a very  small  cancer  in 
the  head  may  have  metastases.  It  also  il- 
lustrates how  typically  hard  and  discrete 
any  such  operable  cancer  will  be.  The  sec- 
ond case  illustrated  how  very  difficult  it  is 
to  palpate  a well  developed  cancer  of  the 
ampulla  because  of  its  soft,  papillary  na- 
ture. The  duodenum  must  be  opened  for 
diagnosis  when  this  neoplasm  is  suspected. 

A papillary  adenocarcinoma  of  a major 
duct  could  be  large  and  still  be  salvageable. 
Cancer  of  the  body  or  tail  will  disseminate 


early.  Hormonal  symptoms  will  predomi- 
nate in  the  rare  malignant  variant  of  the 
islet-cell  tumor.  It  would  be  in  the  body  or 
tail  and  would  be  accessible  for  biopsy. 

In  view  of  the  excellent  outcome  of  the 
two  cases  presented,  it  was  suggested  that 
such  clearcut  indications  for  radical  surgery 
of  the  pancreas  must  be  found  before  it  is 
undertaken. 


Stress  Incontinence  in  Women.  B.  R.  Bancroft. 

M.D.,  F.A.C.S.,  and  K.  F.  Kimball,  M.D.,  F.A.C.S., 

Kearney,  Nebraska. 

Stress  incontinence  in  women  is  most  fre- 
quently seen  following  the  menopause  and 
would  appear  to  be  more  common  in  those 
women  who  have  borne  children.  This  con- 
dition frequently  may  be  corrected  by  use 
of  the  Kelly  operation  or  one  of  its  later 
modifications.  The  technique,  the  indica- 
tions, the  excellent  results,  and  the  relative 
simplicity  of  the  IMarshall-Marchetti-Krantz 
operation  was  emphasized.  A follow-up  was 
reported  on  the  results  and  complications  in 
27  patients  in  whom  the  Marshall-Marchetti- 
Krantz  procedure  was  used.  The  intent  of 
the  paper  was  to  call  attention  to  a relatively 
simple  but  veiy  effective  procedure  for  the 
correction  of  a very  distressing  affliction. 


“.  . . the  true  physician  must  possess  certain  personal  attributes 
which  he  cannot  acquire  from  books  or  from  the  test  tube  • — such 
as  g-enuine  love  for  and  interest  in  people,  patience,  good  humor, 
tact,  sincere  religious  faith  — characteristics  which  are  truly  in- 
tangible — incapable  of  recognition  by  the  usual  senses,  but  most 
essential  in  the  annamentariom  of  the  tnie  physician  who  serv^es.” 
(Rouse:  Southern  Medical  Journal  53:1,  Jan.,  1960). 
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1 ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

July  9,  Chadron,  Elks  Club 
July  23,  North  Platte,  Lutheran  Educa- 
tional Building 

August  6,  Broken  Bow,  Elks  Club 
August  20,  O’Neill,  High  School  Building 

THE  THIRD  INTERNATIONAL  CON- 
GRESS OF  PHYSICAL  MEDICINE  — 
August  21-26,  1960,  inclusive;  Mayflower 
Hotel,  Washington,  D.C. 

MEDICAL  SOCIETY  EXECUTIVES  IN- 
STITUTE—August  31 ; and  A.M.A.-PUB- 
LIC  RELATIONS  INSTITUTE,  Septem- 
ber 1 and  2 ; Drake  Hotel,  Chicago,  Illi- 
nois. 

THE  EIGHTH  CONGRESS  OF  THE  PAN- 
PACIFIC SURGICAL  ASSOCIATION— 
September  27  through  October  5,  1960; 


Honolulu,  Hawaii.  Dr.  F.  J.  Pinkerton, 
Director  General,  Suite  230,  Alexander 
Young  Building,  Honolulu  13. 

AMERICAN  COLLEGE  OF  SURGEONS 
46TH  ANNUAL  CLINICAL  CONGRESS 
— October  10-14,  1960,  in  San  Francisco, 
California.  For  information  write:  Dr. 
William  E.  Adams,  Secretary,  American 
College  of  Surgeons,  40  East  Erie  Street, 
Chicago  11,  Illinois. 

OMAHA  MID -WEST  CLINICAL  SO- 
CIETY, 1960  SESSIONS  — October  31 
through  November  3,  1960. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS of  the  United  States,  67th  An- 
nual Convention — October  31,  November 
1 and  2,  1960 ; Mayflower  Hotel,  Washing- 
ton, D.C.  Theme,  “The  Military  Role  in 
Medical  Progress.” 


Ceremonies 

At  Opening  of  GENERAL  SESSIONS 
NINETY-SECOND  ANNUAL  SESSION 

Nebraska  State  Medical  Association 


Included  are: 

Invocation Reverend  C.  Vin  White 

Presidential  Address.- .Doctor  E.  E.  Koebbe 

Installation  of  President  Fritz  Teal 

Introductions  of  Honored  Guests 

— Doctor  Elmer  Hess,  Past  President, 
American  Medical  Association 
— Doctor  Wallace  W.  Lamphere,  Presi- 
dent, Nebraska  State  Dental  Associa- 
tion 

— Mr.  F.  W.  Wright,  President,  Nebras- 
ka State  Bar  Association 
— Mr.  Paul  Finnman,  President,  Ne- 
braska Hospital  Association 
— Mr.  E.  J.  Faulkner,  President,  Wood- 
man Accident  and  Life  Company 

Address Mr.  E.  J.  Faulkner 

“Proposals  in  Washington  That  Threat- 
en Our  Health  Care  Complex” 

Nechologist  List  for  1959-1960 — 

In  Memory  of  Our  Deceased 


TUESDAY  MORNING  SESSION 
April  26,  1960 

The  opening  session  of  the  92nd  Annual 
Session  of  the  Nebraska  State  Medical  As- 
sociation, held  on  April  26-28,  1960  at  the 
Cornhusker  Hotel,  Lincoln,  Nebraska,  con- 
vened in  the  Grand  Ballroom  at  9:45  a.m.. 
Dr.  E.  E.  Koebbe,  President  of  the  Associa- 
tion, presiding. 

President  Koebbe:  Will  the  meeting 

please  come  to  order.  I now  declare  the 
92nd  Annual  Session  of  the  Nebraska  State 
Medical  Association  open  for  business. 

Dr.  Fay  Smith  will  preside. 

(Dr.  Fay  Smith,  Imperial,  assumed  the 
Chair) . 

Chairman  Smith : Thank  you.  Dr.  Koebbe. 

I would  like  to  ask  you  to  rise  while  the 
invocation  is  given  by  the  Reverend  C.  Vin 
White  of  the  First  Presbyterian  Church,  Lin- 
coln. 

Reverend  C.  Vin  White:  Almighty  God 
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our  Heavenly  Father,  in  Whom  we  live  and 
move  and  have  being,  and  by  whose  wise 
providence  we  are  strengthened  and  sus- 
tained, gi’ant  Thy  presence  as  we  gather  for 
the  high  puiijose  of  improving  the  methods 
and  extending  the  knowledge  of  the  healing 
arts. 

\Ye  thank  Tliee  for  the  inspiration  of  Thy 
spirit,  prompting  men  and  women  to  con- 
tinue their  ministries  to  the  sick  with  keen 
diagnosis,  courageous  progi’ams  of  treat- 
ment, and  wise  seiwices  of  relief  and  com- 
fort. 

Grant  the  assurance  of  Thy  presence  with 
those  gathered  here,  shai*pening  their  vision, 
increasing  their  patience  and  strengthening 
their  discipline,  that  the  high  standards  of 
the  profession  may  be  maintained,  that  suf- 
fering may  be  met  with  sympathy  and  skill, 
and  that  a reverent  dependence  upon  Thee 
may  be  deepened. 

Guide  the  affairs  of  this  conference,  to  the 
end  that  all  who  participate  may  be  bene- 
fited, and  that  glory  and  honor  may  be 
brought  to  Thee,  in  whose  Holy  Name  we 
pray.  Amen. 

Chairman  Smith : The  next  order  of  busi- 
ness will  be  the  Presidential  Address,  by  our 
President,  Dr.  E.  E.  Koebbe. 

PRESIDENT’S  ADDRESS 

^Members  of  the  Nebraska  State  Medical 
Association,  Honored  Guests,  Ladies  and 
Gentlemen ; 

First,  allow  me  to  express  my  thanks  and 
appreciation  for  the  privilege  afforded  me, 
and  the  honor  bestow'ed  upon  me,  by  allow^- 
ing  me  to  act  as  your  President  during  the 
last  year.  It  has  been  a pleasure  to  seiwe 
you,  and  I can  assure  you  that  it  has  been  a 
very  satisfying  experience. 

Our  By-Law's  require  that  the  President 
shall  deliver  an  address  at  the  expiration  of 
his  term  of  office.  It  is  natural  to  assume 
that  in  a farew'ell  address,  some  of  the 
achievements  of  the  year  should  be  enumer- 
ated and  recommendations  for  the  future 
are  in  order.  It  is  also  most  fitting  to  ex- 
tend commendations  to  all  those  who  have 
done  their  best  to  make  the  Nebraska  State 
IMedical  Association  run  smoothly  and  effi- 
ciently. 

On  July  1,  19.59,  our  gi'oup  life  insurance 
contract  with  Woodmen  Accident  and  Life 


Company  of  Lincoln  became  effective.  It  is 
a means  of  making  low  cost  insurance  avail- 
able to  our  younger  members,  paiTicularly, 
while  they  ai’e  in  a low  income  bracket. 

The  Hall  of  Health  at  the  Nebraska  State 
Fair  was  a huge  success.  More  than  61,000 
persons  visited  the  exhibits  and  movies.  It 
is  a marvelous  means  of  building  good  pub- 
lic relations.  It  definitely  should  be  con- 
tinued. 

In  June,  1959,  our  film  “Gravity  of  Death” 
was  released.  It  is  a most  gi’aphic  visualiza- 
tion of  what  may  happen  to  anyone  on  our 
highways.  Seeing  this  film  should  be  a 
“must”  for  all  high  school  students.  Tlie 
State  Association  has  9 copies  of  the  film 
and  they  are  in  constant  demand. 

Our  UnifoiTn  Fee  Schedule  Committee,  of 
which  Dr.  Paul  IMaxwell  is  Chairman,  has 
had  many  meetings  and  have  worked  many 
hours.  They  have  met  with  all  branches  of 
the  practice  of  medicine,  and  are  nearing  the 
completion  of  a Relative  Value  Schedule. 

The  Civil  Defense  and  Disaster  Commit- 
tee, with  Dr.  George  Johnson,  Chairman, 
have  been  working  on  a plan  to  organize  the 
State  of  Nebraska  into  definite  districts. 
The  Committee  also  volunteered  to  assume 
responsibility  for  coordinating  the  planning, 
training  and  operational  phases,  of  medical 
emergency  service  during  major  disasters. 
Much  remains  to  be  done,  before  the  organ- 
ization can  be  considered  complete,  but  at 
least  progi'ess  has  been  made. 

The  Committee  on  Aging  with  Dr.  Harold 
Ladwig,  Chairman,  has  been  very  active. 
They  have  had  many  meetings,  and  have  a 
definite  program  outlined.  They  will  coop- 
erate with  the  Governor’s  Committee  which 
has  been  appointed. 

Last  June,  I attended  the  first  National 
Conference  on  Aging,  a three  day  meeting, 
in  Washington,  D.C.  This  conference  was 
sponsored  jointly  by  the  American  IMedical 
Association,  the  American  Dental  Associa- 
tion, the  American  Hospital  Association,  and 
the  American  Nursing  Home  Association.  A 
most  comprehensive  discussion  of  the  prob- 
lem, from  many  angles,  was  held.  There  was 
no  definite  action  taken. 

Dr.  J.  D.  IMcCarthy  is  ChaiiTnan  of  the 
Governor’s  Committee.  Tlieir  function  is  to 
make  an  exhaustive  study  and  suiwey  of  the 
“65  and  over”  age-group  question  and  pre- 
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sent  their  findings  and  recommendations  to 
the  White  House  Conference  in  January, 
1961.  Dr.  McCarthy,  by  reason  of  his  vast 
experience  in  medical  affairs  at  the  national 
level,  is  eminently  qualified  for  this  posi- 
tion. 

It  is  very  vital  to  the  future  of  organized 
medicine,  as  we  know  it  today,  that  the  find- 
ings and  recommendations  of  the  IVhite 
House  Conference  be  favorable  and  in  har- 
mony with  our  concepts  of  the  free  enter- 
prise system  of  the  practice  of  medicine. 

In  June,  1959,  I attended  the  National 
Leadership  Ti’aining  Institute  for  the  White 
House  Conference,  this  was  held  in  Ann  Ar- 
bor, Michigan.  This  meeting  was  dominated 
completely  by  Welfare  Workers,  Sociologists 
and  Architects.  The  over-all  theme  of  this 
meeting  was  that  everyone  “65  and  over”  be- 
longed in  the  same  classification.  There  was 
no  distinction  between  the  indigent  and 
those  well  able  to  care  for  themselves. 

In  November  of  last  year  I attended  the 
Regional  Conference  on  Positive  Health  and 
Life  Fulfillment  for  the  Aging,  in  Kansas 
City.  This  meeting  was  under  the  auspices 
of  the  American  Medical  Association,  and 
had  an  entirely  different  tone. 

The  Congress  of  the  United  States  will  un- 
doubtedly be  greatly  influenced  by  the  find- 
ings of  the  White  House  Conference.  It  is, 
therefore,  of  paramount  importance  for  or- 
ganized medicine  to  have  the  White  House 
Conference  come  up  with  the  conclusion  that 
Forand  type  of  legislation  w'ould  not  solve 
the  “65  and  over”  age-group  problem.  Mem- 
bers of  the  Nebraska  State  Medical  Associa- 
tion, the  threat  of  socialized  medicine  is 
greater  today  than  it  has  ever  been  before, 
and  all  because  of  a lack  of  solution  of  the 
aging  question.  Now  is  no  time  for  compla- 
cency, it  is  imperative  that  each  one  of  us 
put  his  shoulders  to  the  wheel  and  in  one 
mighty  effort  stave  off  this  creeping  and 
insidious  force  that  would  destroy  us. 

At  the  Public  Relations  Institute  in  Chi- 
cago, in  August,  1959,  many  very  excellent 
and  practical  ideas  were  advanced  as  a 
means  of  keeping  our  public  relations  on  a 
high  plain.  A film  depicting  the  practice  of 
medicine  in  Great  Britain  was  quite  convinc- 
ing that  the  National  Health  Service  is  far 
from  satisfactory.  At  the  Blue  Shield  Pro- 
fessional Relations  Conference  in  Chicago,  it 
was  pointed  out  that  the  sale  of  voluntarj^ 


health  insurance  has  increased  tremendously 
in  Great  Britain  in  the  last  few  years. 

There  are  several  ways  in  which  we  as 
individuals  can  aid  in  this  contest.  We  can 
all  encourage  our  “65  and  over”  patients  to 
provide  themselves  with  insurance  that  will 
cover  their  needs  for  medical  and  hospital 
expense.  Our  Blue  Shield  Plan  has  a policy 
which  has  been  available  about  one  year. 
Many  commercial  carriers  have  similar  poli- 
cies. The  higher  the  percentage  of  the  in- 
sured in  the  older  age  group  becomes,  the 
less  need  will  there  be  for  federal  interven- 
tion. 

As  individuals,  we  can  take  a greater  inter- 
est in  political  affairs.  We  have  been  ad- 
monished to  do  so  by  Dr.  Louis  Orr,  Presi- 
dent of  the  American  Medical  Association. 
Our  state  association,  as  such,  cannot  enter 
the  political  field.  Individually,  we  can  be 
active  in  supporting  the  candidacy  of  quali- 
fied men  of  our  choice. 

Medicare  continues  to  function  in  its  own 
peculiar  way.  Most  of  the  provisions  that 
were  eliminated  in  our  1958  contract  have 
been  restored.  The  Policy  Committee  has 
reviewed  and  adjudicated  32  cases,  mostly 
because  of  over  utilization.  Medicare  is  a 
small  sample  of  federally  controlled  medi- 
cine. It  would  appear  that  the  medical  care 
of  the  dependents  of  seiwice  men  could  have 
been  handled  in  a much  better  way.  The 
service  man  could  have  been  given  an  allow- 
ance sufficient  to  purchase  insurance  for 
medical  and  hospital  care,  at  a great  saving 
to  the  tax  paying  public.  Medicare  as  pres- 
ently constituted  is  definnitely  a foot  in  the 
door  towai’ds  socialized  medicine. 

Time  will  not  permit  mentioning  all  of  the 
activities  of  all  the  committees,  but  their 
work  was  very  worthwhile  and  essential  to 
the  proper  operation  of  your  Nebraska  State 
Medical  Association. 

Looking  to  the  future,  it  is  anticipated 
that  our  Association  will  continue  to  func- 
tion as  it  has  in  the  past.  We  must  ever  re- 
main alert,  and  immediately  detect  those 
forces  which  would  attempt  to  make  us  de- 
teriorate or  eventually  completely  destroy 
us.  It  is  recommended  that  the  Interprofes- 
sional Council  which  was  approved  at  our  in- 
terim session,  be  made  a reality.  This  Coun- 
cil should  unite  the  various  branches  of  the 
Healing  Art  into  a more  united  front  and 
establish  better  understanding  and  coopera- 
tion between  the  various  groups. 
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In  addition  to  all  the  committees  which 
have  been  very  active  and  performed  their 
duties  so  efficiently  we  must  mention  the 
Board  of  Councilors  and  the  Board  of 
Trustees,  who  also  have  conscientiously  com- 
plied with  the  provisions  of  our  Constitution 
and  By-Laws. 

Our  executive  secretary,  Merrill  C.  Smith, 
and  his  efficient  staff,  have  the  means  and 
the  know-how  to  remove  all  the  road  blocks 
and  rough  spots  in  the  path  of  the  President. 
Words  are  hardly  adequate  to  express  my 
appreciation  for  the  courteous  and  com- 
petent manner  in  which  the  business  of  our 
Association  is  conducted  in  the  headquarter’s 
office.  Our  executive  secretary,  after  25 
years  of  service  and  experience,  has  formed 
a very  wide  acquaintance,  not  only  in  medical 
circles  but  in  other  professional  and  business 
groups.  This  is  truly  one  of  the  association’s 
valuable  assets. 

I am  sure  every  member  of  our  Associa- 
tion enjoys  reading,  and  takes  great  pride  in 
the  Journal  of  the  Nebraska  State  Associa- 
tion. Our  Editor,  Dr.  George  Covey,  and 
Business  Manager,  Merrill  Smith,  and  all 
other  members  of  the  journal  staff  are  to  be 
congratulated  on  having  raised  our  Journal 
to  such  a high  plane. 

As  president-elect  and  president,  I at- 
tended officially  the  annual  meetings  of  the 
American  Medical  Association  at  San  Fran- 
cisco and  Atlantic  City,  also  the  clinical 
meetings  at  Minneapolis  and  Dallas.  Ne- 
braska was  reasonably  well  represented  at 
all  of  the  meetings.  All  of  the  members  ^rho 
attended  these  excellent  sessions  were  well 
repaid  by  what  they  saw  and  heard.  In  ad- 
dition to  the  medical  aspects  of  the  meetings, 
it  is  a wonderful  place  to  renew  old  friend- 
ships and  make  new  friends.  It  is  one  way 
to  take  a vacation  and  have  at  least  part  of 
the  expense  deductible. 

In  only  a few  minutes  I will  relinquish 
this  office.  I will  forever  cherish  the  pleas- 
ant memories  of  the  last  two  years.  Again, 
allow  me  to  thank  you  all  for  making  it  a 
reality. 

Chairman  Smith:  Thank  you.  Dr.  Koebbe, 
for  that  fine  report  on  your  year.  I want  to 
say  that  we  think  you  had  a good  year  and 
that  you  have  done  a good  job. 

The  next  item  of  business  is  the  installa- 
tion of  the  new  President.  This  will  be  in 


charge  of  Dr.  Koebbe,  so  I will  ask  Dr. 
Koebbe  to  come  back  to  the  microphone. 

President  Koebbe:  The  moment  has  now 
arrived  for  me  to  turn  over  the  duties  and 
responsibilities  of  this  office  to  my  succes- 
sor, Dr.  Fritz  Teal.  Fritz  comes  into  office 
fully  informed  and  familiar  with  the  organ- 
ization of  the  Nebraska  State  IMedical  Asso- 
ciation. For  several  years  he  was  Speaker 
of  the  House  of  Delegates,  truly  a good  back- 
ground and  course  of  training  for  the  Presi- 
dency. 

Dr.  Teal,  will  you  please  come  to  the 
microphone?  It  is  now  my  pleasure  to  offi- 
cially install  you  as  our  new  President.  Al- 
low me  to  present  to  you  a gavel  which  is 
your  sjTnbol  of  authority.  On  it  is  inscribed, 
“Presented  to  Fritz  Teal,  M.D.,  by  E.  E. 
Koebbe,  M.D.,  April  26,  I960.’’  We  know 
you  will  wield  it  wisely  during  your  term 
of  office. 

And  now,  so  that  all  will  recognize  you 
as  our  new  President,  allow  me  to  pin  on 
you  this  President’s  Badge. 

Fritz,  you  are  now  officially  our  new 
President.  Allow  me  to  congratulate  you. 
(Applause). 

(Dr.  Fritz  Teal  assumed  the  Presidency). 

President  Teal:  Thank  you.  Dr.  Koebbe. 

Just  a moment  before  you  sit  down.  Dr. 
Koebbe.  Since  you  are  no  longer  President 
of  this  organization,  I have  a badge  to  pin 
on  you  that  says  “Past  President.’’  (Laugh- 
ter) . I would  say  that  is  a fair  trade.  Also, 
as  my  first  official  act,  I have  here  a certifi- 
cate of  appreciation  from  the  members  of  the 
Nebraska  State  Medical  Association  for  the 
fine  job  you  have  done  during  your  presi- 
dential year.  As  an  additional  token  of  our 
appreciation,  I would  like  to  call  for  a stand- 
ing ovation  for  Dr.  Koebbe. 

(The  audience  arose  and  applauded). 

Chairman  Smith:  Thank  you.  Dr.  Koebbe 
and  Dr.  Teal.  I think  the  fineness  and  the 
emotional  heart-rending  with  which  these 
ceremonies  are  carried  on  go  beyond  under- 
standing. I sometimes  wonder  what  some 
of  our  wives  would  think  of  the  way  we  con- 
duct all  of  our  ceremonies.  It’s  sort  of  “Get 
it  out  of  the  way  and  let  these  fellows  go  to 
work!’’  Maybe  that  is  a good  idea,  because 
certainly  Dr.  Koebbe  has  done  a lot  of  work 
and  Dr.  Teal  has  a lot  of  work  ahead  of  him. 
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We  do  have  some  introductions  that  I 
would  like  to  make  at  this  time.  Not  on  the 
progi’am  but  certainly  something  we  should 
take  notice  of,  is  the  fact  that  we  have  a 
Past  President  of  the  American  Medical  As- 
sociation in  our  midst.  I won’t  call  him  up 
here  because  we  will  hear  from  him  later, 
but  I would  like  to  have  Dr.  Elmer  Hess 
stand  to  show  you  that  we  have  distin- 
guished people  in  the  audience.  (Applause). 

No  less  distinguished  a gentleman  is  the 
President  of  the  Nebraska  State  Dental  As- 
sociation. Dr.  Lamphere,  will  you  come  for- 
ward ? It  is  a pleasure  to  present  to  you  Dr. 
Lamphere,  of  Lincoln,  President  of  the  Ne- 
braska State  Dental  Association.  We  want 
him  to  know  that  we  are  extending  our  best 
regards  to  them  as  they  hold  their  Omaha 
meeting  at  this  time.  (Applause). 

Dr.  Wallace  W.  Lamphere  (Lincoln) : Yes- 
terday morning  we  were  privileged  to  have 
appear  on  our  opening  program.  Dr.  Koebbe, 
who  gave  us  a very  fine  and  inspirational 
talk.  Most  of  his  talk  had  to  do  with  the 
Forand  bill.  The  Forand  bill  is  a very,  very 
real  thing,  although  it  did  not  come  out  of 
committee.  There  is  Forand  type  legisla- 
tion which  will  be  pushed  very  hard.  It  is 
truly  necessary  that  each  of  us  write  to  our 
Congressmen  and  Senators  and  express  our 
wishes. 

This  is  a malicious  thing  that  in  the  future 
could  run  into  many,  many  billions  of  dollars 
for  the  20  per  cent  of  the  taxpayers  who 
will  be  in  the  upper  income  bracket.  I think 
we  should  all  think  more  and  more  about  it. 

I have  just  a very  short  greeting  to  give. 
It  is  a pleasure  for  the  Nebraska  Dental  As- 
sociation to  extend  greetings  on  this  your 
annual  meeting.  We  are  proud  to  be  aligned 
on  the  side  of  humanity  in  bringing  comfort 
to  our  brethren. 

One  of  the  facets  of  endeavor  is  the  fluori- 
dation of  our  communal  water  supplies. 
Most  of  us  in  the  dental  profession  are 
strongly  in  favor  of  fluoridation.  It  is  one 
way  that  we  may  extend  to  those  unable 
to  seek  proper  medical  service  a means  of 
prevention  of  many  distressing  infections 
and  kindred  malfunctions.  We  commend  you 
on  your  action  in  having  approved  fluorida- 
tion. 

We  have  substantial  proof  of  its  benefits, 
and  we  urge  your  cooperation  in  informing 
those  seeking  your  advice  of  its  advisability. 


I thank  you  for  the  privilege  of  having  a 
part  in  your  opening  ceremonies.  (Ap- 
plause). 

Chairman  Smith:  Our  next  guest  whom 

I would  like  to  introduce  at  this  time  is  the 
President  of  the  Nebraska  Bar  Association, 
Mr.  F.  A.  Wright,  of  Lincoln.  Mr.  Wright, 
will  you  please  come  forward?  (Applause). 

Mr.  F.  A.  Wright  (Lincoln)  : I congratu- 

late you  on  your  courage  in  calling  a lawyer 
to  the  platform  at  this  early  hour  of  the 
morning.  I do  wish  to  extend  the  greetings 
of  the  Nebraska  State  Bar  Association  and 
to  let  you  know  that  the  lawyers  of  Nebraska 
feel  a close  affection  with  doctors,  and  that 
they  have  a desire  to  work  more  closely  with 
you. 

There  are  many  areas  in  which  we  have 
common  interests.  There  are  many  areas  in 
which  there  are  some  conflicts.  I think  we 
have  demonstrated  within  the  past  few 
years  that  these  conflicts  can  be  best  worked 
out  by  collaboration  at  the  state  and  local 
association  levels,  and  I hope  it  will  always 
continue  that  way. 

Certainly,  if  any  of  you  have  complaints 
or  objections  as  far  as  the  activities  of  the 
lawyers  are  concerned,  the  Bar  Association 
wants  to  know  about  it.  Working  amicably 
with  you,  I am  sure  we  can  work  them  out 
much  better  than  if  we  tried  it  in  some  other 
way. 

It  is  a pleasure  to  be  here,  and  again  let 
me  thank  you  for  inviting  me.  (Applause). 

Chairman  Smith : Thank  you,  Mr.  Wright. 

I think  it  might  be  well  to  call  attention 
to  the  fact  that  within  the  last  couple  of 
years  we  have  developed  a liaison  committee 
with  the  Nebraska  State  Bar  Association. 
Much  good  will  come  from  this,  I am  sure, 
and  there  will  be  a development  of  much  mu- 
tual understanding. 

So  that  no  suit  will  be  brought  against 
me,  I want  to  say  right  now  that  no  lawyer 
coached  me  on  what  I was  to  say  at  this 
time.  (Laughter). 

The  next  guest  I would  like  to  introduce 
comes  from  North  Platte.  I am  sort  of  a 
shirtail  relative  of  his,  so  I will  have  to  ac- 
cept some  of  the  responsibility,  I suppose, 
for  what  he  says.  He  is  President  of  the 
Nebraska  Hospital  Association.  My  very 
good  friend,  Paul  Finnman,  Administrator 
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of  iMemorial  Hospital  in  North  Platte.  (Ap- 
plause) . 

Mr.  Paul  Finnman  (North  Platte) : Thanks 
for  the  kind  words,  Fay.  We  ai’e  indeed  re- 
lated shirtail-wise.  I think  it  is  a mutual 
admiration  thing  between  Fay  and  myself, 
and  we  get  along  very  fine. 

First  of  all,  let  me  say  I am  very  happy 
to  be  here  with  you  this  morning.  I must 
confess  that  I have  been  associated  with  doc- 
tors for  many,  many  years.  It  seems  that 
for  about  the  first  twenty  years  of  my  life 
I was  running  away  from  them  because  I 
was  continually  getting  into  some  kind  of 
physical  jam  that  required  cai’e.  If  the  good 
Dr.  Carlson  from  Juanita  is  here  this  morn- 
ing, I am  sure  he  knows  wdiat  I am  talking 
about. 

Then,  for  the  next  twenty  years,  in  the 
field  of  hospital  administration  I have  been 
endeavoring  to  run  with  the  doctors  because, 
as  busy  as  you  gentlemen  are,  one  has  to  run 
to  keep  up  with  you. 

If  there  is  any  one  thing  I would  like  to 
say  this  morning  that  may  have  some  im- 
pact, it  is  this:  I hope  that  between  the 
medical  profession  and  the  profession  of  hos- 
pital administration,  if  we  do  nothing  more 
in  the  next  year  or  so  in  the  field  of  legisla- 
tion, I hope  we  will  be  completely  unyield- 
ing in  our  efforts  to  maintain  the  voluntaiy 
way  of  health  care  in  the  United  States. 

I am  sure  Dr.  Lamphere  knows  there  has 
been  discussion  of  this  among  the  dental 
profession,  and  we  all  read  it  every  day  and 
we  know  what  the  problems  and  implications 
are. 

Reading  one  of  the  hospital  magazines  on 
the  way  here  on  the  train,  one  of  the  things 
that  impressed  me  was  that  in  dealing  with 
people  in  the  medical  profession  and  the  hos- 
pital profession  and  allied  medical  groups 
there  is  a personal  touch  that  perhaps  in- 
vades no  other  field  of  endeavor,  whether  it 
be  the  business  field  or  the  industrial  field. 

We  are  talking  about  the  age  of  automa- 
tion, and  certainly  those  things  that  affect 
industry  at  large.  I really  can’t  see  how 
much  it  is  going  to  have  a real  impact  in  the 
hospital  and  health  field  because  we  are 
dealing  with  persons,  and  there  is  nothing 
that  can  supplant  the  personal  touch. 

Again  I want  to  thank  you  for  having 
invited  me  here.  It  is  a real  privilege,  and 


I hope  you  will  have  a very  successful  con- 
vention. 

In  closing,  I don’t  know  if  I will  get  to 
see  Fay  before  I leave  because  I am  going 
to  Kansas  City,  but  we  always  like  to  ex- 
change a little  humor,  so  in  closing  let  me 
say  just  one  thing.  I saw  what  I thought 
was  a reasonable  definition  of  a psychiatrist 
the  other  day  in  print.  “He  is  a doctor  who 
can’t  stand  the  sight  of  blood.” 

Thank  you.  (Laughter  and  applause). 

Chairman  Smith : Thank  you,  Paul. 

We  are  certainly  fortunate  to  have  a very 
busy  man  take  time  to  come  to  be  with  us 
today  and  to  discuss  some  of  our  mutual 
problems.  He  is  not  a doctor.  He  is  as  busy 
as  a doctor,  and  he  travels  more  than  a doc- 
tor. 

I have  known  this  gentleman  for  many 
years;  in  fact,  we  were  in  high  school  to- 
gether. He  didn’t  take  medicine  — he  sort 
of  went  bad  and  took  business  administration 
and  became  an  insurance  man. 

Then  he  climbed  to  the  top  of  that  pile, 
and  he  is  now  one  of  the  outstanding  men 
in  the  insurance  industiy.  He  has  been 
their  national  president,  and  he  has  worked 
tirelessly  for  the  things  we  stand  for.  He 
is  trying  to  protect  our  interests  as  well  as 
those  of  the  insurance  industry,  and  when 
he  does  that  he  is  not  only  doing  it  for  our 
own  interests  but,  to  my  mind,  he  is  doing 
it  in  the  interest  of  the  people  of  the  United 
States. 

It  is  a great  pleasure  to  introduce  to  you 
the  President  of  the  Woodmen  Accident  and 
Life  Company,  Mr.  E.  J.  Faulkner,  who  will 
speak  on  “Economic  Threats  to  Better 
Medicine.”  Mr.  Faulkner.  (Applause). 

Mr.  E.  J.  Faulkner:  Dr.  Smith,  Dr. 

Koebbe,  Dr.  Teal,  and  that  gi’eat  stalwart  of 
American  medicine  whose  presence  in  the 
city  flatters  our  community.  Dr.  Elmer 
Hess : 

After  so  generous  an  introduction,  and 
while  I should  feel  at  home  and  do  ordinarily 
feel  at  home  among  doctors,  I am  j ust  a little 
bit  tossed  off  pace.  There  was  a time  when 
the  kind  of  introduction  that  Fay  gave  me 
would  have  been  accepted  by  a medical  audi- 
ence as  an  apology  for  a person  who  was 
so  unfortunate  as  to  be  in  the  insurance 
business. 
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However,  I think  I am  correct  when  I say 
that  the  increasing  rapport  between  insur- 
ance and  medicine  is  such  that  there  is  a 
recognition  of  our  essential  partnership  in 
this  enormous  job  of  preserving  private  en- 
terprise in  insurance  and  the  private  practice 
of  medicine  and  the  voluntary  general  hos- 
pital as  the  essential  elements  of  the  Ameri- 
can health  care  complex. 

This  community  of  interest  among  us,  I 
think,  has  been  sharpened,  has  been  made 
deeper,  has  been  made  more  real  by  the  at- 
tacks that  have  been  increasingly  leveled  at 
the  various  elements  of  this  health  care 
complex. 

It  is  extremely  disturbing  to  those  of  us 
who  are  in  the  insurance  business  to  read 
the  flamboyant  headlines  that  Kefauver  and 
his  Committee  have  attempted  to  make  at 
the  expense  of  the  phamiaceutical  profes- 
sion. We  are  distressed  at  the  attacks  that 
are  made  on  medicine  and  the  attacks  that 
are  made  on  the  hospitals,  because  we  know 
that  freedom  is  indivisible  and  that  if  medi- 
cine is  impaired,  if  the  hospitals  are  im- 
paired, if  private  enteprise  in  pharmacy  is 
impaired,  then  all  of  us  suffer. 

Accordingly,  I count  it  a high  privilege  to 
have  the  opportunity  of  appearing  on  your 
program  as  the  representative  of  the  private 
insurers  of  this  country  and  to  chat  with  you 
for  a while  this  morning  on  some  problems 
that  certainly  we  share  in  common  — prob- 
lems that  are  enormously  acute  and  that  are 
tending  to  become  more  acute  in  this  highly 
political  campaign  year  of  1960. 

I am  especially  glad,  Mr.  Chairman,  to 
have  an  opportunity  to  be  on  this  particu- 
lar program  because  today  you  do  honor  to 
two  gentlemen  whom  I claim  as  long-time 
friends  — your  new  President,  Fritz  Teal, 
whose  effective  leadership  of  your  profes- 
sion is  so  widely  recognized,  and  that  genial 
gentleman,  your  splendid  Executive  Secre- 
tary, Merrill  Smith,  who  this  year  celebrates 
his  25th  year  of  service  to  the  profession  in 
Nebraska  and,  through  the  profession,  to  all 
the  people  of  our  State.  I am  delighted  to 
have  an  opportunity  to  pay  my  respects  to 
and  to  express  my  admiration  for  both  of 
these  fine  gentlemen. 

When  Meri'ill  and  your  Committee  asked 
me  to  appear  briefly  on  this  program,  they 
asked  me  to  suggest  a title.  At  that  time 
I suggested  that  we  might  talk  a little  bit 


about  economic  barriers  or  obstacles  to  bet- 
ter medicine.  But  with  your  permission,  and 
because  of  the  extremely  tense  and  critical 
situation  that  prevails  in  Washington  today, 
I would  like  to  devote  the  very  few  minutes 
that  your  crowded  program  peiTnits  to  a 
discussion  of  pending  proposals  in  Washing- 
ton that  seriously  threaten  the  future  abil- 
ity of  the  American  health  care  complex  to 
continue  to  provide  American  people  with  the 
best  health  care  enjoyed  by  any  large  nation. 

These  measures,  arising  out  of  politically 
stimulated  concerns,  have  to  do  with  and 
have  their  root  in  a genuine  anxiety  on  the 
part  of  many  people  with  rising  health  care 
costs.  For  the  most  part  these  measures 
have  as  their  objective  the  transfer  of  re- 
sponsibility for  financing  care  from  the  in- 
dividual, the  family,  or  the  local  community 
to  big  central  government.- 

I think  it  must  be  obvious  to  any  thought- 
ful person  that  in  that  process  there  will 
result  increased  regimentation  and  control 
over  the  doctor,  the  hospital,  the  druggist, 
the  nurse,  over  insurers,  over  everyone  who 
has  a part  in  making  the  American  health 
care  complex  function. 

Of  the  15,000  bills  now  pending  before 
the  Congress,  no  less  than  500  of  them  have 
to  do  with  social  benefit  measures.  vFive 
hundred  out  of  15,000  bills  before  your  sen- 
ators and  representatives  would  expand  the 
responsibility  of  the  Federal  Government  for 
the  welfare  of  the  individual. 

Health  care  and  government’s  participa- 
tion in  it  has  become  the  No.  1 political  issue 
of  1960;  and  this,  I say  to  you,  is  a real 
tragedy,  because  what  this  country  needs 
least  of  all  is  political  medicine. 

Why  is  it  that  health  care  has  become 
such  a critical  issue?  This  is  purely  a per- 
sonal opinion:  I think  it  is  because  certain 

elements  in  our  population  who,  either  be- 
cause they  see  in  bigger  central  goveniment 
an  opportunity  for  greater  personal  power 
and  privilege  or  who,  through  some  strange 
intellectual  process,  sincerely  believe  in  so- 
cialization. Those  elements  have  decided 
that  there  is  no  poUtical  sex  appeal  in  1960 
in  the  Landrum-Griffin  bill,  a bill  passed 
at  the  last  session  which  would  impose  cer- 
tain reasonable  restraints  on  big  organized 
labor. 

And  so  these  people,  who  believe  in  cen- 
tralization and  regimentation,  in  an  effort 
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to  stimulate  support  for  the  candidates  they 
endorse  have  shifted  their  emphasis  and 
have  decided  that  they  would  make  health 
care  the  No.  1 domestic  political  issue  of 
1960. 

In  a very  large  sense  this  is  trumped-up 
interest.  I have  sensed  little  grass-roots  de- 
mand for  increasing  government  interven- 
tion in  the  financing  or  in  the  provision  of 
health  care  for  our  people. 

Let  us  remember  that  today  the  aged  in 
our  country  number  some  16  million  per- 
sons — 16  million  Americans  over  age  63. 
That  there  are  so  many,  reflects  the  on- 
going progress  of  scientific  medicine.  It  re- 
flects the  high  standards  of  living  in  our 
country.  This  16  million  of  our  so-called 
older  folks  will  be  a group  that  will  continue 
to  grow,  and  by  1970  it  is  estimated  that 
there  will  probably  be  21  million. 

These  people  all  vote;  they  constitute  a 
larger  group  than  is  numbered  among  the 
members  of  organized  labor.  It  is  a group 
to  which  the  politician  necessarily  will  ap- 
peal. 

You  will  remember  back  in  1948-1949 
when,  largely  due  to  the  efforts  of  the  med- 
ical profession,  the  Wagner-iMurray-Dingell 
bills  were  defeated.  You  think  of  the  history 
since  that  time  — a history  reflective  of 
the  tactic  then  adopted  by  the  socialists,  of 
not  trying  to  sell  a “cradle  to  the  grave”  se- 
curity program  in  an  honest,  forthright 
way,  which  was  the  case  with  Wagner-Mur- 
ray-Dingell,  but  rather  to  bring  about  this 
socialist  utopia  a step  at  a time. 

And  now,  having  successfully  expanded 
social  security  in  every  election  year  since 
1950,  the  time  has  arrived  wdien  the  believ- 
ers in  socialized  medicine  are  ready  for  the 
big  step  — to  insert  into  the  law  of  the 
land  the  principle  of  federal  i-esponsibility 
for  financing  health  care  costs. 

A variety  of  measures  have  been  intro- 
duced, all  with  this  general  objective.  I 
think  all  of  you  are  at  least  generally  fa- 
miliar with  the  so-called  Forand  bill.  It  is 
probably  the  most  radical  of  the  measures 
in  that  it  is  on  its  face  a compulsory  meas- 
ure — a measure  that  would  require  all  who 
are  subject  to  social  security  taxes  to  pay 
an  increased  tax  in  order  that  certain  hos- 
pital, nursing  home,  and  surgical  benefits 
could  be  paid  to  O.A.S.D.I.-eligible  recipi- 
ents. 


The  Forand  bill  is  premised  on  three  as- 
sumptions that  have  been  asserted  again 
and  again  and  again  but  have  never  been 
proved. 

The  first  assumption  is  that  the  aged  are 
financially  incompetent  to  provide  for  their 
own  care.  Time  does  not  pennit  a docu- 
mentation of  my  statement  that  that  is  a 
false  assumption.  I can  supply  the  docu- 
mentation; as  a matter  of  fact,  the  prepon- 
derance of  evidence  indicates  that  the  aged 
segment  of  our  population  is  financially  bet- 
ter off  than  any  other  segment  of  our  pop- 
ulation. 

A lower  cash  income  drawn  by  a retiree 
is  not  significant.  After  all,  retired  people 
usually  have  their  homes  paid  for  and  their 
families  raised.  Usually  they  are  better  off 
than  their  children,  who  are  going  through 
the  most  expensive  phase  of  their  lifetime. 

j\Iore  than  that,  you  know  as  physicians, 
and  I know  as  an  interested  student  of 
this  problem,  that  aged  people  can  get  care 
if  they  seek  it,  irrespective  of  their  ability 
to  pay. 

In  two  successive  years,  when  testifying 
before  the  House  Ways  and  Means  Commit- 
tee in  opposition  to  this  bill,  I challenged 
anyone  to  produce  an  authenticated  instance 
of  an  older  person  who  had  sought  medical 
care  and  had  been  denied  it  because  of  in- 
ability to  pay.  To  my  knowledge  no  such 
instance  has  ever  been  iinduced. 

And  so  the  first  assumption,  that  the  aged 
are  financially  incompetent,  is  in  point  of 
fact  unproved. 

The  second  assertion  is  that  health  insur- 
ance is  not  available  or  that,  if  it  is  avail- 
able, it  is  inadequate  for  the  aged.  I can 
report  to  you  that  as  of  this  time  65  per 
cent  of  the  aged  population  of  this  country 
who  need  and  want  private  health  insurance 
are  insured  — an  amazing  record  of  growth. 
By  1965  we  anticipate  that  80  per  cent  of 
the  aged  who  need  and  want  health  insur- 
ance will  have  it,  and,  by  1970,  90  per  cent 
— provided  always,  of  course,  the  field  is  not 
preempted  by  government. 

Mind  you,  I say  “need  and  want.”  There 
is  among  the  16  million  older  people  a seg- 
ment who  do  not  need  nor  want  private 
health  insurance.  They  are  those  who  are 
already  provided  for  in  that  they  are  the 
recipients  of  assistance  that  pays  their  med- 
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ical  expense.  They  may  be  affluent;  they 
may  be  entitled  to  care  as  veterans  or  on 
some  other  status. 

Of  those  who  need  and  want  private  health 
insurance,  two-thirds  of  that  number  have 
it  today;  and  the  rate  of  coverage  among 
the  aged  is  increasing  faster  than  among  the 
population  as  a whole. 

I wish  time  peiTnitted  me  to  delineate  all 
of  the  many  different  ways  in  which  private 
insurers,  insurance  companies  and  service 
plans,  are  making  available  a variety  of  pri- 
vate health  insurance  that  can  be  adjusted 
to  the  need  and  to  the  pocketbook  of  the 
aged  family. 

The  third  assumption,  that  advocates  of 
Forand  type  legislation  assert  but  never 
prove,  is  that  the  social  security  mechanism 
is  the  answer.  I think  we  can  give  the  lie 
to  that  very  quickly  by  pointing  out  that 
the  social  security  approach  would  not  reach 
some  4 million  of  the  aged  who  are  not  now 
and  never  will  be  entitled  to  social  security 
benefits;  and  certainly  it  is  among  this  seg- 
ment of  the  aged  that  whatever  problem  of 
financing  health  care  costs  may  be,  does  ex- 
ist. 

Even  though  the  assumptions  on  which 
this  proposal  is  urged  are  without  merit,  it 
should  be  obvious  to  us  that  the  enactment 
of  the  proposal  would  entail  a whole  series 
of  evils  for  our  country.  First  of  all,  the 
Forand  bill  would  impose  an  unnecessary 
growing  and  crushing  tax  on  our  already 
overburdened  taxpayers. 

As  is  usual  with  the  advocates  of  greater 
federal  largess,  the  proponents  of  the  For- 
and bill  understate  its  cost.  They  say  per- 
haps it  would  cost  one  billion  dollars  if  it 
were  enacted  in  1960.  Competent  insurance 
actuaries,  on  whose  objectivity  we  can  rely, 
indicate  that  the  least  the  bill  would  cost  if 
it  were  in  force  in  1960  is  two  to  two  and  a 
half  billion  dollars,  and  that  the  cost  within 
ten  years  would  increase  to  somewhere  be- 
tween 7 and  9 billion  dollars. 

This,  when  added  to  the  already  sched- 
uled 9 per  cent  tax  for  social  security  bene- 
fits in  being,  would  mean  within  ten  to 
twelve  or  fourteen  years  a tax  take  for  so- 
cial security  purposes  on  the  order  of  12  to 
15  per  cent  of  taxable  payroll. 

Were  this  bill  or  something  like  it  enacted, 
I can  predict  confidently  that  the  present 


social  security  system  would  be  seriously 
jeopardized,  and  the  institution  of  private 
insurance  terribly  threatened.  You  cannot 
compete  against  government  in  this  field  of 
health  care  costs.  To  the  extent  that  gov- 
ernment moves  into  the  field,  it  preempts 
it. 

I suggest  to  you  that  the  time  may  very 
well  come,  if  the  burden  of  social  security 
taxes  reaches  the  point  of  being  unbearable, 
that  your  children  and  their  children,  on 
whom  the  load  will  fall,  will  say,  “Enough! 
We  have  had  enough!  We  are  not  going  to 
pay  these  heavy  taxes  that  our  fathers  voted 
in  order  to  provide  themselves  with  enor- 
mous benefits!” 

Alternatively,  of  course,  the  next  genera- 
tion might  finance  this  crushing  tax  burden 
by  printing-press  inflation. 

Were  these  proposals  to  become  the  law 
of  the  land,  they  would  certainly  result  in 
the  socialization  of  medicine,  in  the  national- 
ization of  the  hospitals  and  the  ancillary 
fields  of  endeavor  in  health  care.  You  can’t 
be  “just  a little  bit”  pregnant.  Once  the 
seed  is  sown,  it  comes  to  full  term. 

The  pressures  on  Congress  would  be  enor- 
mous were  government  to  assume  the  re- 
sponsibility of  the  health  care  costs  /of  a 
part  of  the  population.  Why  just  a part? 
The  pressure  would  be  so  strong  that  it 
would  be  but  a matter  of  time  until  federal 
responsibility  proceeded  from  responsibility 
for  the  care  of  some  of  the  aged  to  all  of  the 
aged,  and  then  to  all  of  the  population.  We 
have  but  to  look  to  any  country  that  has 
embarked  on  this  type  of  a course  to  know 
that  that  would  be  the  inevitable  result  in 
our  country. 

You  cannot  disburse  public  money  without 
accompanying  those  disbursements  with  fed- 
eral control  and  federal  regulation.  He  who 
pays  the  piper,  gentlemen,  calls  the  tune. 

Were  these  proposals  to  be  enacted,  they 
would  aggravate  our  already  tremendous 
economic  and  fiscal  problems.  The  high 
cost  of  production  in  the  United  States  is 
making  it  very  difficult  for  us  to  compete 
in  world  markets  today  against  low-cost 
producers  like  West  Germany,  Japan  and 
the  other  nations  whom  we  have  rehabilitat- 
ed into  mighty  industrial  powers  since  World 
War  II. 

The  mortgage  today  on  America’s  future 
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fiscal  capacity  is  1 trillion  200  billions  of 
dollars.  It  consists  not  only  of  the  290  bil- 
lion dollar  debt  of  the  United  States  Treas- 
ury, which  is  well  known  and  which  most 
of  us  are  accustomed  to  think  of  as  con- 
stituting our  obligation,  but  to  that  you  have 
to  add  350  billion  dollars  of  unfunded  lia- 
bility of  the  social  security  system;  340  bil- 
lion dollars  that  will  be  owed  and  will  have 
to  be  paid  over  the  years  in  veterans’  bene- 
fits and  in  pensions  to  civil  employees  of 
government ; 65  billion  dollars  owed  by 
states  and  municipalities;  49  billion  dollars 
already  committeed  for  defense  and  miscel- 
laneous odds  and  ends,  like  8 billion  dollars 
for  the  highway  program. 

All  of  that  adds  up  to  1 trillion  200  billion 
dollars,  which  is  the  financial  load  that  this 
generation  is  passing  on  to  the  next.  And  I 
say  to  you  that  it  is  fiscal  foolishness  — it 
is  madness  of  the  worst  sort  — to  further 
aggravate  these  economic  and  fiscal  prob- 
lems by  placing  an  additional  tax  burden  on 
our  economy. 

Northcott  Parkinson  has  said  that  when 
the  tax  take  gets  to  be  about  10  per  cent  of 
national  income  the  taxpayer  begins  to  take 
evasive  action,  and  at  25  per  cent  inflation 
begins  to  adulterate  the  currency,  and  at  35 
per  cent  taxes  are  alms  for  oblivion  and  the 
nation  is  carting  itself  off  to  history’s  lunk 
pile. 

More  than  that,  these  measures  promise 
something  that  it  is  doubtful  the  govern- 
ment could  provide.  You  will  appreciate,  on 
the  basis  of  the  history  in  present  govern- 
ment hospitals,  on  the  basis  of  the  history 
of  what  has  happened  everywhere  else  in  the 
world  that  has  gone  in  for  socialized  medi- 
cine, that  with  these  benefits  to  be  promised 
the  person  who  pays  the  tax  for  them  would 
seek  to  avail  himself  of  the  care  whether  he 
needs  it  or  not. 

Our  hospitals  are,  for  the  most  part,  al- 
ready overcrowded.  Our  physicians  are  al- 
ready overburdened  to  the  limit  by  giving 
adequate  care  to  our  expanding  population. 
Were  these  measures  to  be  enacted,  there 
would  be  an  enormous  increase  in  the  demand 
for  cai’e,  with  an  almost  inevitable  down- 
grading in  the  quality  of  cai’e  available,  and 
a tremendous  increase  in  the  total  cost  of 
health  care. 

I think  we  are  all  convinced  that  the  For- 
and  measure  or  anything  of  its  type  is  utter- 


ly bad.  I fear,  more  than  the  Forand  meas- 
ure, compromise  measures  — measures  that 
are  put  out  under  the  soothing  adjectives  of 
“voluntary”  — measures  that  are  put  for- 
ward as  doing  just  a little  bit  to  help  the 
worst  problem  cases. 

I think  most  of  you  are  familiar  with  the 
bill  that  was  recently  introduced  by  Senator 
Javits  and  seven  of  his  Republican  colleagues 
in  the  Senate.  To  me,  this  measure  is  even 
more  dangerous  than  Forand  because  it  is 
more  subtle.  This  is  a measure  that  would 
appropriate  some  480  million  dollars  of  fed- 
eral money  to  be  matched  by  some  700  mil- 
lion dollars  of  state  funds,  and  then  seek  a 
contribution  on  the  order  of  500  million  dol- 
lars a year  from  the  aged  person;  and  this 
pot  of  money  would  be  used  to  buy  private 
health  insurance  for  the  approximately  70 
per  cent  of  the  aged  who  it  is  thought  would 
voluntarily  enroll  under  the  Javits  scheme. 

Briefly,  because  your  time  and  mine  is 
rapidly  going  by,  let  me  say  that  there  are 
enormous  objections  to  the  Javits  approach 
or  anything  like  it,  whether  it  is  dreamed  up 
by  that  distinguished  Chairman  of  the  House 
Ways  and  Means  Committee,  Wilbur  Mills, 
who  is  a real  consei-vative,  a man  who  has  a 
fine  grasp  of  our  problems  but  who,  like 
Secretary  Flemming,  like  Vice  President  Nix- 
on, is  being  forced  into  the  process  of  search- 
ing for  a substitute — politically  forced  into 
the  position  of  coming  up  with  something 
to  which  to  point  because  of  their  opposition 
to  the  Forand  measure. 

Briefly,  the  objections  to  the  Javits  ap- 
proach are  that  it  would  create  an  admin- 
istrative monstrosity,  unevenness  through- 
out the  fifty  states.  Adding  the  cost  of  fed- 
eral administration  to  the  cost  of  the  ad- 
ministration of  the  private  health  insurance. 
Certainly  the  Javits  measure  would  involve 
the  increase  in  taxes  that  I have  talked 
about  in  connection  with  the  Forand  bill. 

Tell  me,  if  you  can,  how  the  fifty  states 
are  going  to  raise  some  700  million  dollars 
a year  in  order  to  provide  their  part  of  the 
matching  money.  Here  in  Nebraska  we  are 
acutely  conscious  of  the  fiscal  bind  of  our 
State,  and  it  is  matched  and  multiplied  in 
evei*y  one  of  the  other  forty-nine  states. 

Basic,  of  course,  is  the  fact  that  this  type 
of  measure  would  ultimately  bring  about  ex- 
actly the  same  situation  that  I have  de- 
scribed as  the  inevitable  result  of  the  For- 
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and  bill.  We  know  that  to  be  the  case  be- 
cause of  the  willingness  of  the  Socialists  to 
accept  any  kind  of  a watered-down  measure 
as  long  as  they  can  insert  into  the  law  of  the 
land  the  principle  of  federal  responsibility 
for  financing  the  health  care  costs  of  some 
segment  of  the  population.  They  know  that 
once  that  seed  is  planted  it  is  going  to  grow, 
and  that  it  will  come  full  cycle  to  an  Ameri- 
can Beveredge  plan. 

Another  very  evil  proposal  that  has  been 
put  forward  as  a way  to  avoid  the  political 
embarrassment  of  raising  social  security 
rates  is  the  projected  increase  in  the  taxable 
wage  base  from  $4,800  to  $6,000  a year.  The 
politicians’  reasoning  is,  “Oh,  we  can’t  in  an 
election  year  raise  the  percentage  of  the 
wage  we  are  going  to  take  in  taxes,  but  we 
can  expand  the  wage  base,  and  four  out  of 
five  who  pay  social  security  taxes  won’t  be 
affected.” 

But  in  this  proposal  you  can  see  how  the 
one  person  in  five  whose  wages  exceed 
$4,800  a year  will  have  dumped  upon  his 
shoulders  the  total  cost  of  paying  for  the 
more  liberalized  benefits.  This  is  political 
evil  at  its  fiscal  worst. 

Gentlemen,  there  is  no  compromise. 
There  is  no  compromise  between  a system 
of  private  medicine,  private  insurance,  tak- 
ing care  of  the  needy  in  the  time-honored, 
effective  and  established  way,  which  is 
through  assistance,  and  any  kind  of  a dis- 
guised or  forthright  system  of  goveni- 
ment-dominated,  quasi-compulsory  health  in- 
surance. 

We  have  a job  to  do.  That  job  must  be 
done  now.  I would  urge  you  not  only  to 
communicate  with  our  Nebraska  senators 
and  congress  but  to  express  yourself  as 
forthrightly  and  vigorously  as  you  possibly 
can  to  Senator  Lyndon  Johnson,  Speaker 
Rayburn,  and  Chairman  Mills,  because  at 
the  moment  they  are  going  to  be  the  most 
influential  members  of  Congress  in  the  de- 
termination of  whether  or  not  this  country 
goes  down  the  slimy  road  to  socialism  or 
whether  private  medicine  and  private  insur- 
ance will  be  given  an  opportunity  to  con- 
tine  to  do  the  kind  of  job  that  you  and  I 
know  is  in  the  public  interest. 

Thank  you  for  hearing  me.  (Applause). 

Chairman  Smith : Thanks  very  much  for 

coming,  Ed.  We  certainly  all  appreciate 
your  remarks;  and  I am  sure  that  while  we 


know  we  are  agin’  it,  we  know  better  now 
why  we  are  agin’  it. 

I would  like  to  ask  Dr.  George  Salter  to 
come  forward  and  take  charge  of  the  ne- 
crology ceremonies. 

Dr.  George  B.  Salter  (Norfolk):  Dr. 

Smith,  Fellow  Practitioners  and  Guests: 

It  is  again  my  sad  duty  to  read  to  you 
the  names  of  the  Nebraska  physicians  who 
have  died  in  the  past  year,  and  after  I read 
the  names  I would  ask  you  to  stand  for  a 
few  moments  in  reverence  to  their  memories. 

(See  Necrology  List  on  page  376). 

(The  audience  arose  and  stood  in  .silent 
tribute  to  their  departed  members). 

Chairman  Smith:  Thank  you.  Dr.  Salter. 

This  concludes  this  portion  of  our  morning 
program,  and  I will  call  upon  our  new  Presi- 
dent, Dr.  Teal,  to  make  some  announcements 
at  this  time. 


Medicare  in  Operation 

Under  the  provisions  of  the  Medicare 
contract,  the  only  drugs  which  are  author- 
ized are  those  given  by  injection  for  com- 
plications of  pregnancy.  The  allowance  for 
drugs  is  the  reimbursement  of  the  physi- 
cian’s cost.  When  a statement  including 
drugs  is  submitted,  they  should  be  listed  by 
name,  cost,  how  administered,  date  of  ad- 
ministration and  the  complication  necessi- 
tating their  use.  It  should  be  stated  that 
the  drugs  included  are  at  the  physician’s 
cost. 

Many  of  the  statements  received  by  the 
Medicare  office  include  all  three  copies  of 
the  claim  form.  However,  on  occasion,  only 
one  copy  is  mailed,  this  necessitates  clarifi- 
cation. Copy  number  1 of  the  Medicare 
claim  form  is  kept  by  the  Medicare  office  in 
the  record  file.  Copy  number  2 is  sent  to 
Washington  for  their  files.  Copy  number 
3 should  not  be  submitted  with  the  other  2 
copies  but  should  be  kept  for  the  physician’s 
records. 

Care  rendered  in  the  office,  or  out-patient 
hospital  care,  is  limited  to  the  treatment  of 
accidental  injuries  and  prenatal  maternity 
care.  In  the  case  of  accidental  care,  the  first 
$15.00  of  the  doctor’s  charge  is  the  respon- 
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IN  MEMORY  of  OUR  DECEASED 


BELL,  H.  0 - York 

BRUSH,  E.  L Norfolk 

DORSEY,  F.  P.,  JR ...Hartington. 

FINKLE,  B.  A Lincoln 

FRANKLIN,  WM.  S Scottsbluff. 

HEINE,  W.  H Fremont 

HOFFMAN,  L.  0 Omaha. 

HOLM,  CHAS.  R Hastings  .... 

JOHNSON,  A.  C Omaha 


-November  7,  1959 

June  16,  1959 

-May  14,  1959 

June  24,  1959 

....October  28,  1959 

-January,  1960 

—December  2,  1959 
-November  5,  1959 
- February  2,  1960 


JOHNSON,  M.  A.- Plainview  August  19,  1959 

JOHNSON,  RUDOLPH  E ...  Norfolk October  14,  1959 

JONES,  WESLEY  B Omaha ....April  24,  1959 

KANTOR,  D.  B Fairbuiy ..December  25,  1959 

LANPHIER,  VERNARD  A San  Gabriel,  California November  3,  1959 

LANSPA,  J.  A ....Roseburg,  Oregon September  28,  1959 

LEWIS,  JAMES  E U.  S.  Army. December  5,  1959 

LOVELY,  FRANK  T Omaha January  2,  1960 

jVHJNGER,  I.  C - — Lincoln ...., August  13,  1959 

OAKLEY,  E.  REED Pasadena,  California August  20,  1959 

PENNINGTON,  G.  E ...Broken  Boav. January  6,  1960 

ROMONEK,  PHILIP.... Beverly  Hills,  Califoi'nia— November  9,  1959 

RUSSELL,  R.  S San  Diego,  California December  10,  1959 

SLAUGHTER,  GUY  P Winslow,  Arizona.... July  13,  1959 

SMITH,  A.  A - - Hastings October  13,  1959 

SWARTWOOD,  F.  M Lincoln ......October  14,  1959 

WIEDiVIAN,  EARL  V Lincoln.. March  18,  1960 

YOUNG,  R.  A..— Tucson,  Arizona ..May  14,  1959 
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sibility  of  the  service  member.  However, 
this  does  not  mean  that  $15.00  is  all  that  will 
be  required  to  be  paid  by  the  service  mem- 
ber. If  part  of  the  care  rendered  is  for 
services  which  are  not  covered  under  the 
Medicare  Program  Schedule  of  Allowances, 
the  doctor  will  receive  a card  telling  him 
that  he  may  bill  the  service  member  for 
whatever  his  charge  is  for  the  services 
which  are  not  covered  under  the  Medicare 
Program. 

If  the  doctor  submits  a report  for  covered 
services  in  an  amount  in  excess  of  the  maxi- 
mum Medicare  allowance,  he  will  receive  a 
card  telling  him  which  portion  was  paid  and 
that  he  may  not  bill  for  any  balance  which 
may  be  left  from  covered  services. 

This  system  will  help  both  the  doctor  and 
the  service  member. 

Resolutions  by  House  of  Delegates  for 
Special  Attention — 

The  following  two  resolutions,  passed  by 
the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  during  the  sessions  held 
April  27  and  April  28,  1960,  are  quoted 
here  in  order  to  bring  them  to  your  special 
attention.  (They  are  included  in  the  “Pro- 
ceedings” published  in  this  issue  of  the 
Jourmal). 

The  Formulary 

WHEREAS,  the  first  edition  of  the 
Formulary  of  the  Nebraska  State  Medi- 
cal Association,  dated  April  1953  is 
now  seven  years  old  and  many  ad- 
vancements in  therapeutics  and  pharma- 
cology have  been  made  during  these 
seven  years, 

WHEREAS,  many  drugs  in  the  first 
edition  of  the  Formulary  are  listed  un- 
der one  brand  name  only,  to  the  total 
exclusion  of  identical  preparations  man- 
ufactured by  other  pharaiaceutical 
houses,  the  generic  names  of  which 
drugs  are  omitted,  which  is  to  the  dis- 
tinct advantage  of  the  manufacturer  of 
the  brand-names  so  listed, 

WHEREAS,  by  law  and  by  moral  ob- 
ligation, the  physician  is  obligated  to 
exercise  all  his  knowledge  and  skill  in 
therapeutics  to  treat  all  of  his  patients, 
utilizing  those  methods  and  drugs  which 
are  in  common  use  at  the  time,  and 


known  to  himself  and  his  colleagues  in 
his  vicinity, 

WHEREAS,  the  laws  governing  mal- 
practice are  very  clear  and  any  physi- 
cian who  knowingly  treats,  dispenses  or 
prescribes  drugs  on  a lower  plane  than 
that  common  to  the  vicinity  in  which  he 
resides,  or  at  the  dictates  of  a third 
party  contrary  to  his  own  judgment, 
may  lay  himself  open  to  a suit  for  mal- 
practice by  the  patient,  regardless  of 
his  economic  or  social  status. 

WHEREAS,  information  is  readily 
available  to  any  physician  through  State 
and  National  Medical  Journals  and  oth- 
er sources,  as  to  the  most  efficient  drugs 
used  in  treatment,  and  there  should  be 
no  valid  reason  for  not  using  these 
drugs  merely  on  the  ground  they  are 
not  listed  in  an  out-dated  formulary. 

This  Committee  recommends  the  adop- 
tion of  this  resolution,  and  that  its  use  be 
discontinued,  and  that  all  state  and  county 
governmental  agencies  be  notified.  I so 
move.  This  motion  was  seconded,  and  car- 
ried. 

Prior  Presentations  of  Resolutions 

Dr.  McCarthy  was  granted  permission  of 
the  floor.  He  said  that  he  thought  that 
resolutions  from  the  county  societies  which 
were  to  be  introduced  in  the  House  for  the 
first  time,  should  be  sent  to  the  headquar- 
ters office  at  least  10  days  before  the  meet- 
ing. In  this  way,  copies  could  be  sent  to  the 
delegates,  and  any  resolutions  being  referred 
to  the  A.M.A.  or  any  other  specific  persons 
or  organizations  could  be  sent  out.  In  this 
way  the  delegates  would  be  informed  of  the 
matters  to  be  brought  up  in  the  House  of 
Delegates.  Dr.  McCarthy  suggested  that 
this  be  presented  to  the  proper  committee 
for  action. 

Considerable  discussion  followed  concern- 
ing sending  in  any  resolutions  to  be  present- 
ed to  the  House  of  Delegates. 

Dr.  Koebbe  moved  that  all  resolutions  of 
all  actions  having  been  adopted  by  the 
county  society  be  handled  as  follows : 

1.  These  resolutions  should  be  sent  in  to 
the  headquarters  office  two  weeks 
prior  to  the  meeting. 

2.  Any  resolutions  brought  in  after  this 
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time,  should  be  introduced  on  the  first 
daj'. 

3.  Any  resolutions  brought  in  after  the 
first  day,  should  be  accepted  only  by 
unanimous  consent. 

After  considerable  discussion.  Dr.  Schen- 
ken  recommended  that  the  word  “unani- 
mous” be  deleted  in  No.  3,  as  to  read  “Any 
resolutions  brought  in  after  the  first  day, 
should  be  accepted  only  by  consent.”  Dr. 
Koebbe  accepted  this  change  in  his  motion. 

After  further  discussion,  it  was  recom- 
mended that  this  be  sent  to  the  Policy  Com- 
mittee for  study.  Dr.  Bucholz  made  a mo- 
tion to  this  effect.  This  motion  was  second- 
ed by  Dr.  Schenken,  and  carried. 


“Simply  a ^loney-^Iaking  Operation” — 

The  American  Association  of  Doctor’s 
Nurses,  formerly  called  American  Registry 
of  Doctor’s  Nurses,  has  been  in  trouble  with 
the  Federal  Trade  Commission  for  allegedlj^ 
misrepresenting  themselves  to  be  a non- 
profit organization. 

The  A.R.D.N.  originated  in  Marianna, 
Florida,  where  they  were  said,  by  the  Attor- 
ney General  of  the  state,  to  be  in  violation 
of  the  Nurses  Practices  Act.  Thereupon  the 
headquarters  was  moved  to  Washington, 
D.C.  and  the  name  changed  to  American  As- 
sociation of  Doctor’s  Nurses. 

Last  July,  a Federal  Trade  Commission’s 
News  Summary  related  that  the  organization 
was  charged  by  the  Commission  with  mis- 
representing that  it  is  non-profit  and  with 
giving  customers  the  means  to  misrepresent 
themselves  as  registered,  graduate  or  li- 
censed nurses.  The  release  points  out  that 
“The  respondents  sell  memberships,  insur- 
ance policies,  certificates,  pins,  emblems,  and 
other  insignia  and  indicia  to  persons  em- 
ployed in  doctors’  offices;”  and  further, 
“that  their  business  is  not  a non-profit  or- 
ganization of  professional  nurses,  as  im- 
plied by  the  trade  name,  but  is  purely  and 
simply  a money-making  operation  conducted 
solely  to  sell  these  items.” 


World  Medical  Association;  United 
States  Committee,  Inc. — 

The  World  Medical  Association  stands  for 
the  best  in  medical  practice  throughout  the 
world.  It  is  an  organization  with  great  po- 
tentiality for  international  goodwill,  is  inde- 


pendent of  government,  and  not  subsidized. 
It  is  an  organization  through  which  the  free 
world  may  reach  into  areas  less  blessed  with 
freedoms  than  is  ours.  It  merits  the  support 
of  physicians  everjAvhere,  but  especially  in 
the  Western  World. 

It  has  been  suggested  that  regional  rep- 
resentatives of  the  United  States  Committee 
organize  the  membership  into  groups  at  the 
level  of  the  county  society  or  other  divisions 
of  the  A.IM.A.  Such  groups  might  encourage 
greater  participation  by  individuals  and 
keep  all  those  interested  in  this  great  move- 
ment in  better  contact  with  the  aims  and 
activities  of  the  W.M.A. 


PROCEEDINGS 
of  the 

HOUSE  OF  DELEGATES 
Nebraska  State  Medical  Association 
April  26,  27,  28,  1960 


Attendance 


County 

ADAMS— 

C.  Landgraf,  Hastings  (D)  

G.  P.  Charlton,  Hastings  (A)  

BOONE— 

Robt.  H.  Westfall,  Albion  (D)  

Wm,  Reeder,  Cedar  Rapids  (A1  

BOX  BUTTE— 

W.  L.  Howell,  Hyannis  (D)  

T,  D,  Fitzgerald,  Alliance  (A) 

BUFFALO— 

H.  V,  Smith.  Kearney  (D1 

F.  L.  Richards,  Keai-ney  (A) 

BURT— 

L.  Morrow.  Tekamah  (D) 

I.  Lukens,  Tekamah  (A) 

BUTLER— 

L.  J.  Ekeler.  David  City  (D1 

W.  C.  Niehaus,  David  City  (A) 

CASS— 

R.  R.  Andersen,  Nehawka  (D) 

R.  Bcendel.  Plattsmouth  (Al_ 

FIVE  COUNTY.  CEDAR,  DIXON. 
DAKOTA.  THURSTON,  WAYNE)  — 

Robt.  Benthack,  Wayne  (D) 

Chas.  Muffly.  Pender  (A)  

C.  B.  Smith,  Hartington  (D) 

H.  J.  Billerbeck.  Randolph  (A) 

L.  T.  Gathman,  So.  Sioux  City  (D)_ 
R.  E.  Bray.  Ponca  (A)  

CHEYENNE,  KIMBALL  AND  DEUEI^ 

Hull  Cook,  Sidney  (D)  

Joe  Pankau,  Dalton  (A)  

(^L^Y 

H.  V.  Nuss,  Sutton  (D)  

R.  G.  Gelwick,  Sutton  (A)  

COLFAX— 

John  O'Neal.  Clarkson  (D) 

H.  Dey  Myers,  Schuyler  (A) 

CUSTER— 

Theo.  Koefoot,  Jr.,  Broken  Bow  (D). 

R.  L.  Blair,  Broken  Bow  (A)  

DAWSON— 

A.  W.  Anderson,  Lexington  (D)  

B.  W.  Pyle,  Gothenburg  (A) 

DODGE— 

D.  B.  Wengert,  Fremont  (D) 

Robt.  Sorenson,  Fremont  (A)  

FILLMORE— 

A.  A.  Ashby,  Geneva  (D)  

C.  F.  Ashby,  Geneva  (A)  

FRANKLIN— 

L.  S.  McNeill,  Campbell  (D)  

W.  A.  Doering,  Franklin  (A)  
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FOUR  COUNTY— 

Roy  S.  Cram,  Burwell  (D)  P P P 

Murry  Markley,  North  Loup  (A) 

GAGE— 

C.  F.  Frerichs.  Beatrice  (D)  

C.  R.  Brott,  Beatrice  (A)  

GARDEN.  KEITH.  PERKINS— 

E.  R.  Colgrlazier,  Grant  ID)  

D.  E.  Eberle,  Ogallala  (A)  

HALL— 


Warren  Bosley,  Grand  Island  (D) P P P 

Pierce  Sloss,  Grand  Island  (A)  

HAMILTON— 

D.  B.  Steenberg,  Aurora  (D)  P 


J.  M.  Woodard,  Aurora  (A)  

HARLAN— 

H.  R.  Walker,  Alma  (D)  

K.  G.  McGrew.  Orleans  (A)  

HOLT  AND  NORTHWEST— 

Rex  Wilson,  O’Neill  (D)  

L.  E.  Alkire,  Ainsworth  (A)  

HOWARD— 

J.  Y.  Racines,  Palmer  (D)  

R.  W.  Hanisch,  St.  Paul  (A)  

JEFFERSON  - 

W.  P.  Yoachim.  Fairbury  ID)  P P 

K.  J.  Kenney,  Fairbury  (A)  

JOHNSON— 

Ralph  Paul,  Sterling  (D)  

John  Schutz,  Tecumseh  (A)  

LANCASTER  - 


John  T.  McGreer,  Lincoln  ID)  P P P 

Donald  F.  Purvis,  Lincoln  |A)  

Robt.  Stein.  Lincoln  ID) P P P 

Bernard  F.  Wendt.  Lincoln  I A)  

Horace  V.  Munger.  Lincoln  ID)  P P P 

Orvis  A.  Neely,  Lincoln  |A)  

Maurice  D.  Frazer,  Lincoln  (D) P P P 

Geo.  Place,  Lincoln  (A)  

LINCOLN— 

Bruce  Claussen.  North  Platte  ID)  P P P 


Bemie  Taylor,  North  Platte  (A) 


MADISON  SIX— 

W.  E.  Wright,  Creighton  ID) 

R.  L.  Tollefson.  Wausa  I A)  

F.  C.  McClanahan.  Neligh  (D)  

D.  J.  Peetz,  Neligh  I A)  P P 

H.  S.  Tennant.  Stanton  ID) 

W.  D.  Hansen,  Winser  ID)  P 

Robt.  Scherer.  West  Point  |A) 

R.  E.  Kopp,  Plainview  (D)  

W.  T.  Devers,  Pierce  (A)  

G.  B.  Salter.  Norfolk  .D)  P P 


J.  H.  Dunlap.  Norfolk  (A) 

MERRICK— 

Robert  R.  Douglas,  Clark  ID) 
Fred  Fouts,  Central  City  I A)  _ 
NANCE— 


Kenneth  A.  Dalton,  Genoa  (D)  P P P 

J.  C.  Maly.  Fullerton  |A)  

NEMAHA— 

John  Thompson,  Auburn  (D)  P P 

F.  M.  Tushia,  Auburn  |A)  

NORTHWEST  NEBRASKA— 

Allen  Alderman.  Chadron  (D)  P P 

Frank  Wanek,  Gordon  I A)  

NUCKOLLS— 

D.  R.  Marples,  Nelson  ID)  P 

S.  L.  Larson,  Superior  |A)  

OMAHA-DOUGLAS— 

G.  B.  McMurtrey,  Omaha  ID)  P 

D.  W.  Burney,  Omaha  |A)  

A.  J.  Offerman.  Omaha  ID)  P P P 

Arnold  Lempka,  Omaha  (A)  

R.  L.  Egan,  Omaha  (D)  P P P 

W.  E.  Kelley.  Omaha  (A)  

J.  R.  Schenken.  Omaha  ID)  P P 

R.  D.  Smith.  Omaha  (A)  

D.  J.  Bucholz,  Omaha  (D)  P P 

A.  W.  Abts.  Omaha  I A)  

J.  D.  Coe,  Omaha  ID)  P 

C.  A.  McWhorter.  Omaha  |A)  P 

T.  J.  Gurnett.  Omaha  (D)  P P 

W.  W.  Jurgensen,  Omaha  I A) 

E.  K.  Connors,  Omaha  ID)  

W.  J.  Reedy,  Omaha  I A)  

Harry  McFadden,  Omaha  ID)  P P P 

G.  C.  Schreiner.  Omaha  (A)  

OTOE— 

T.  L.  Weekes,  Nebraska  City  (D)  P P P 

W.  C.  Kenner,  Nebraska  City  (A)  

PAWNEE— 

H.  C.  Stewart,  Pawnee  City  (D)  P P 

A.  B.  Anderson,  Pavsmee  City  (A) 

PHELPS— 

H.  A.  McConahay,  Holdrege  |D)  P P P 

Walter  Reiner,  Holdrege  (A)  


PLATTE— 

E.  E.  Koebbe.  Columbus  ID)  P P P 

E.  G.  Brillhart,  Columbus  (A)  

POLK— 

R.  L.  Hierbower,  Shelby  ID)  P P P 

J.  L.  Blodig,  Osceola  (A)  

RICHARDSON— 

A.  P.  Stappenbeck,  Humboldt  ID)  P 

L.  V.  Brennan,  Falls  City  (A) 

SALINE— 

L.  W.  Forney,  Crete  ID)  P 


R.  W.  Homan.  Crete  (A) 


SAUNDERS— 

E.  J.  Hinrichs,  Wahoo  ID)  

I.  M.  French,  Wahoo  (A)  

SCOTTS  BLUFF— 

E.  J.  I^effel,  Mitchell  ID)  P P P 

C.  I^.  Frank.  Scottsbluff  (A)  

SEWARD— 

W.  Ray  Hill.  Seward  ID)  P P 


Robt.  Herpolsheimer,  Staplehurst  I A) 


SOUTHWEST  NEBRASKA— 

John  Batty,  McCook  ID)  

THAYER— 

L.  G Bunting.  Hebron  ID)  P 

R.  E.  Penry.  Hebron  I A)  P 

WASHINGTON— 

Rudolph  Sievers.  Blair  |D)  

Leslie  Grace,  Blair  |A)  

YORK— 

R.  E.  Harry.  York  ID)  P P P 

Harold  Friesen,  Henderson  |A)  

J.  B.  Christensen,  M.D.,  Omaha, 

Speaker,  House  of  Delegates  P P P 

Wm.  Nutzman.  M.D.,  Keamey, 

Vice  Speaker,  House  of  Delegates P P P 


April  26 

The  first  Session  of  the  House  of  Delegates  was 
held  in  the  Lancaster  Room,  Hotel  Comhusker, 
Lincoln.  Fii-st  roll  call  showed  42  members  pres- 
ent. 

The  meeting  was  called  to  order  by  Dr.  J.  B. 
Christensen,  Speaker,  House  of  Delegates. 

A letter  was  read  from  the  Burt  County  Medical 
Society,  stating  that  Dr.  L.  Morrow,  Tekamah,  had 
been  selected  to  replace  Dr.  R.  H.  Tibbels,  Oa^kland, 
who  was  unable  to  attend. 

A motion  was  made  and  seconded  to  seat  Dr.  Mor- 
row as  a Delegate. 

Buffalo  County  Medical  Society  presented  their 
Certificate  of  Election  of  Delegates  which  had  not 
been  previously  received,  in  which  they  elected  Dr. 
H.  V.  Smith,  Kearney,  as  their  delegate.  Motion 
was  made  to  seat  Dr.  Smith  as  Delegate.  This  mo- 
tion was  seconded  by  Dr.  H.  V.  Nuss  and  carried. 

Thirty-three  delegates  were  present,  and  inas- 
much as  20  delegates  constitute  a quoium,  the  House 
was  declared  in  session. 

Dr.  H.  V.  Munger  made  a motion  that  the  minutes 
of  the  Interim  Session,  Februai'y  28,  1960,  be  ac- 
cepted as  published  in  the  April,  1960,  issue  of  the 
Nebraska  State  Medical  Journal.  The  motion  was 
seconded  by  Dr.  G.  B.  McMurtrey  and  carried. 

Nominating  Committee 

A recess  was  called  by  the  Speaker  to  select  a 
Nominating  Committee. 

The  House  was  again  called  to  order  and  the 
nominees  presented  were  as  follows: 

1st  District — Harry  McFadden,  M.D.,  Omaha 
2nd  District — H.  V.  Munger,  M.D.,  Lincoln 
3rd  District — C.  R.  Brott,  M.D.,  Beatrice 
4th  District — G.  B.  Salter,  M.D.,  Norfolk 
5th  District — E.  E.  Koebbe,  M.D.,  Columbus 
6th  District — R.  E.  Harry,  M.D.,  York  , 

7th  District — H.  V.  Nuss,  M.D.,  Sutton 
8th  District — 
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9th  District— H.  V.  Smith,  M.D.,  Kearney 
10th  District— H.  A.  McConahay,  M.D.,  Holdrege 
11th  District — Bnice  Claussen,  M.D.,  North  Platte 
12th  District— E.  J.  Loeffel,  M.D.,  Mitchell 

A motion  was  made  and  seconded  that  the  doc- 
tors named  would  become  the  Nominating  Commit- 
tee. The  motion  carried. 

Dr.  Christensen  stated  that  the  Nominating  Com- 
mittee would  meet  at  4:00  p.m.  in  State  Suite  3.. 

Reference  Committees 

Dr.  Christensen  then  read  the  following  Refer- 
ence Committees  which  would  seiwe  during  the  An- 
nual Session: 

Reference  Committee  No.  1 — Officers 
Richard  Egan,  Chm.,  Omaha 

C.  Landgraf,  Hastings 
M.  D.  Frazer,  Lincoln 

Reference  Committee  No.  2 — Council 
L.  S.  McNeill,  Chm.,  Campbell 

G.  B.  McMurtrey,  Omaha 

H.  A.  McConahay,  Holdrege 
Reference  Committee  No.  3 — Constitution 

and  By-Laws 

R.  E.  Han-y,  Chm.,  York 

D.  J.  Peetz,  Neligh 

I.  Lukens,  Tekamah 

Reference  Committee  No.  4 — Voluntaiy 
Prepayment 

John  T.  McGreer,  Chm.,  Lincoln 
D.  B.  Steenburg,  Aurora 
Warren  Bosley,  Grand  Island 
Reference  Committee  No.  5 — Planning 
R.  R.  Andersen,  Chm.,  Nehawka 

D.  B.  Wengert,  Fremont 

E.  J.  Loeffel,  Mitchell 

Reference  Committee  No.  6 — Public  Health 
Geo.  Salter,  Chm.,  Norfolk 
John  Thompson,  Aubum 
H.  V.  Nuss,  Sutton 

Reference  Committee  No.  7 — Miscellaneous 
T.  L.  Weekes,  Chm.,  Nebraska  City 
Hull  Cook,  Sidney 
John  Coe,  Omaha 

Thei'e  was  no  old  business. 

Resolutions  Introduced 

Dr.  Christensen  called  for  new  business,  and  Dr. 
R.  R.  Andersen,  Nehawka,  asked  for  pennission 
of  the  floor  and  read  a resolution  from  the  Cass 
County  Medical  Society  pertaining  to  the  Fonnu- 
lary. 

The  Speaker  lailed  that  this  resolution  would  be 
refen-ed  to  Reference  Committee  No.  7 — Miscel- 
laneous. 

Dr.  Roy  S.  Cram  was  granted  permission  of  the 
floor  and  presented  a resolution  in  opposition  to 
Regulation  VII,  B,  4 of  the  Regulations  and  Stand- 
ards for  Hospitals  and  Maternity  Homes  issued  by 
the  Board  of  Health  of  the  State  of  Nebraska 
which  reads  as  follows: 

“When  major  surgeiy  (as  commonly  defined)  is 
performed,  there  shall  be  not  less  than  two  physi- 
cians scimbbed,  one  to  assist  the  other.” 

Dr.  Christensen  stated  that  this  resolution  would 
be  referred  to  Reference  Committee  No.  6 — Public 
Health. 


Dr.  D.  B.  Steenburg  asked  for  permission  of  the 
floor  and  read  a resolution  regarding  voluntary 
medical  cai'e  prepayment. 

Dr.  Christensen  lailed  that  this  resolution  would 
be  refeiTed  to  Refrence  Committee  No.  4 — Volun- 
tary Prepayment. 

Dr.  Richard  Egan  then  asked  peimission  of  the 
floor  and  presented  the  following  resolutions: 

1.  Pertaining  to  “Regulations  and  Standards  for 
Hospital  and  Matemity  Homes.” 

2.  Pertaining  to  a Field  Representative  for  the 
Association. 

3.  Pertaining  to  an  invitation  from  the  Omaha- 
Douglas  County  Medical  Society  to  hold  the 
Nebraska  State  Medical  Association  Annual 
Meeting  for  1961,  in  Omaha  at  the  Sheraton- 
Fontenelle  Hotel. 

4.  Pertaining  to  Voluntaiy  Health  Insurance. 

The  Speaker  then  mled  that  these  resolutions 
would  be  referred  to  Reference  Committee  as  fol- 
lows : 

Resolution  No.  1 would  be  referred  to  Reference 
Committee  No.  6 — Public  Health. 

Resolution  No.  2 would  be  refeiTed  to  Reference 
Committee  No.  5 — Planning. 

Resolution  No.  3 would  be  refemed  to  Reference 
Committee  No.  7 — Miscellaneous. 

Resolution  No.  4 would  be  referred  to  Reference 
Committee  No.  4 — Voluntaiy  Pi’epayment. 

Dr.  A.  J.  Offeiman  was  granted  peimission  of  the 
floor  and  read  a resolution  from  the  Omaha-Douglas 
County  Medical  Society  pertaining  to  the  develop- 
ment of  new  “Blue  Shield  Seiwice  Agi’eements.” 

Dr.  Christensen  stated  that  this  matter  would  be 
referred  to  Reference  Committee  No.  4 — Voluntary 
Prepayment. 

Dr.  J.  D.  Coe  asked  for  permission  of  the  floor 
and  presented  a resolution  from  the  Nebraska 
Chapter,  American  College  of  Surgeons,  pertaining 
to  the  “Regulations  and  Standards  for  Hospital  and 
Maternity  Homes.” 

The  Speaker  niled  that  this  resolution  would  be 
refen-ed  to  Reference  Committee  No.  6 — Public 
Health.  - 

Dr.  Harold  S.  Morgan  was  gi-anted  permission 
of  the  floor  and  read  the  Report  of  the  Planning 
Committee  in  which  they  presented  a resolution 
pertaining  to  the  review  of  tissues  by  a pathologist 
or  group  of  pathologists  and  that  in  case  of  major 
surgery-  (as  commonly  defined)  two  physicians 
be  sci-ubbed,  one  to  assist  the  other. 

The  Speaker  mled  that  this  report  and  resolution 
be  refen-ed  to  Reference  Committee  No.  6 — Public 
Health. 

Dr.  L.  Moi-row  was  gi-anted  peimission  of  the 
floor  and  presented  a resolution  from  the  Burt 
County  Medical  Society  regarding  the  “Regulations 
and  Standards  for  Hospitals  and  Matemity  Homes.” 

Dr.  Christensen  stated  that  this  resolution  would 
be  given  to  Reference  Committee  No.  6 — Public 
Health. 

Dr.  Rudolph  Sievers  asked  for  peimission  of  the 
floor  and  read  a resolution  pertaining  to  the  “Reg- 
ulations and  Standards  for  Hospitals  and  Maternity 
Homes.” 

Dr.  Christensen  mled  that  this  resolution  would 


380 


Nebraska  S.  M.  J. 


be  referred  to  Reference  Committee  No.  6 — Public 
Health. 

Agenda  Introduced  by  Mr.  M.  C.  Smith 

Mr.  M.  C.  Smith  was  gi-anted  pei-mission  of  the 
floor  to  present  several  matters. 

He  read  a telegram  received  from  Louis  H.  Bauer, 
M.D.,  Secretary  General  of  the  World  Medical  As- 
sociation. 

Mr.  Smith  then  read  a letter  received  from  Dr. 
Earl  Leininger  of  McCook. 

He  read  a letter  received  from  Mr.  Robert  H. 
Finch,  Administrative  Assistant  to  the  Vice  Presi- 
dent of  the  United  States  regarding  the  Forand 
Bill. 

Mr.  Smith  read  a letter  received  from  Mr.  E.  J. 
Faulkner,  President  of  the  Woodmen  Accident  Com- 
pany relative  to  the  Health  Insurance  Council. 

Dr.  Christensen  stated  that  he  would  refer  this 
letter  to  Reference  Committee  No.  6 — Public 
Health. 

Mention  was  made  by  Mr.  Smith  of  the  various 
letters  received  from  the  Senators  and  Representa- 
tives of  Nebraska,  all  of  which  were  in  regard  to 
the  Forand  Bill. 

Mr.  Smith  read  a telegram  received  from  Senator 
Rayburn  regarding  the  Forand  Bill. 

A letter  was  read  by  Mr.  Smith  from  Julian  B. 
Serrill,  Staff  Secretaiy,  Committee  on  Legislation. 
Iowa  State  Medical  Society. 

Mr.  Smith  read  a letter  from  Dr.  A.  W.  Ander- 
son of  Lexington,  pertaining  to  the  decision  of  the 
Supreme  Court  on  the  matter  of  Mary  Lanning  Hos- 
pital. 

Dr.  Christensen  imled  that  this  letter  and  material 
would  be  referred  to  Reference  Committee  No.  2 — 
Council. 

A letter  was  read  by  Mr.  Smith  from  Dr.  J.  Lafe 
Ludwig,  Chaiiman  of  the  Council  on  Medical  Serv- 
ice, American  Medical  Association. 

The  Speaker  ruled  that  this  letter  would  be  re- 
ferred to  Reference  Committee  No.  7 — Miscellan- 
eous. 

Mr.  Smith  read  letters  from  our  Congressmen 
regarding  the  Forand  Bill. 

Dr.  Christensen  stated  he  would  refer  these  let- 
ters to  Reference  Committee  No.  7 — Miscellaneous, 
for  their  consideration. 

Other  Agenda  Under  New  Business 

Dr.  J.  D.  McCarthy  asked  for  permission  of  the 
floor,  and  stated  that  he  thought  the  House  of 
Delegates  should  send  communications  to  Dr.  Earl 
Leininger,  who  was  unable  to  attend  this  Annual 
Session. 

Dr.  A.  J.  Offeiman  made  the  motion,  that  these 
communications  be  sent  to  Dr.  Leininger.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Maurice  D.  Frazer  was  granted  peimission 
of  the  floor  and  discussed  the  matter  referred  to 
the  State  Board  of  Health  by  the  medical  associa- 
tion — that  of  examinations  of  drivers  for  licenses. 
He  stated  that  several  states  have  adopted  this  type 
of  legislation;  and  also  that  the  A.M.A.  has  taken 
a stand  on  this  type  of  legislation,  and  has  set  up 
niles  and  regulations  for  it  in  prepared  pamphlets. 
Dr.  Frazer  asked  that  the  House  study  this  matter 


and  give  guidance  as  medicine  is  interested  in 
safety. 

The  Speaker  niled  that  this  matter  would  be  re- 
fen-ed  to  Reference  Committee  No.  5 — Planning. 

The  Chair  asked  Dr.  R.  S.  Wycoff  to  explain 
what  was  to  be  done  on  the  Constitution  and  By- 
Laws. 

Dr.  Wycoff  stated  that  the  changes  were  read 
at  the  Interim  Session  in  Febniary,  but  would  like 
to  read  one  change  again,  as  follows: 

Chapter  XII,  Section  2 — Prepayment  Medical 
Care 

R.  The  Committee  on  Prepayment  Medical  Cai-e 
shall  be  a liaison  committee  between  the  Ne- 
braska State  Medical  Association  and  Nebras- 
ka Medical  Service  “Blue  Shield.”  It  shall  be 
a means  of  communication  between  the  mem- 
bers of  the  Nebraska  State  Medical  Asso- 
ciation and  the  Nebraska  Medical  Service.  It 
shall  convey  to  the  Nebraska  Medical  Service 
“Blue  Shield”  any  complaints,  criticisms 
and/or  constiaictive  suggestions,  received 
from  the  members  of  the  Nebraska  State 
Medical  Association. 

It  shall  be  conversant  with  the  work  being 
done  by  the  Council  on  Medical  Sei-vice  of  the 
American  Medical  Association,  and  shall  co- 
operate with  this  council  in  furthering  its 
pui-pose. 

It  shall  report  annually  to  the  Board  of 
Councilors  and  to  the  House  of  Delegates  the 
progress  made  and  the  methods  of  operation 
of  Nebraska  Medical  Service.  No  member 
of  the  Board  of  Directors  or  officers  of  the 
Nebraska  Medical  Seiwice  shall  be  eligible 
for  appointment  to  this  committee. 

Dr.  Christensen  declared  the  meeting  adjourned 
until  8 a.m.,  Wednesday,  April  27,  1960. 

April  27,  1960 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Speaker,  Dr.  J.  B.  Christen- 
sen at  8 a.m.,  in  the  Lancaster  Room,  Hotel  Com- 
husker,  Lincoln.  Roll  call  showed  42  delegates  pres- 
ent. 

A letter  was  read  from  Northwest  Nebraska 
County  Society,  stating  that  Dr.  A.  J.  Aldeiman 
has  been  elected  to  replace  Dr.  S.  R.  Rathbim,  who 
was  not  eligible  as  he  had  not  been  a member  of 
the  Association  for  the  required  two  years.  Dr. 
Nuss  made  a motion  to  seat  Dr.  Alderman  as  dele- 
gate, and  the  motion  was  seconded  by  Dr.  Hairy. 
Motion  cairied. 

The  minutes  of  the  first  session  were  approved  as 
read  by  the  Speaker. 

Dr.  Offerman  was  granted  peimission  of  the 
floor,  and  said  that  the  wording  in  the  report  of  the 
Unifoim  Fee  Schedule  and  Advisoiy  to  Govern- 
mental Agencies  report  should  be  changed  to  read 
“relative  value  study”  rather  than  “relative  value 
schedule.”  A motion  was  made  by  Dr.  O’Neill  and 
seconded  by  Dr.  McConahay  to  change  this  word- 
ing. Motion  carried. 

Life  Memberships 

The  Speaker  read  the  minutes  of  the  first  session 
of  the  Board  of  Councilors  which  contained  the 
following  requests  for  Life  Memberships:  Dr.  T. 

F.  McCarthy,  Lincoln;  Dr.  E.  W.  Rowe,  Lincoln; 
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Dr.  H.  A.  Taylor,  Lincoln;  Di’.  G.  H.  Walker,  Lin- 
coln; Dr.  J.  S.  Welch,  New  York  City  (Lancaster 
County);  Dr.  F.  J.  Schwertley,  Omaha;  Dr.  G.  J. 
Kadavy,  Omaha;  Dr.  Edwin  Davis,  Omaha,  and  Dr. 
Wilfred  L.  Shaw,  Reseda,  Califomia  (Adams  Coun- 
ty). 

A motion  was  made  by  Dr.  Hunger  to  accept 
these  Life  Memberships.  The  motion  was  seconded, 
and  cari-ied. 

New  Business 

Dr.  Christensen  called  for  new  business,  and  Dr. 
Schenken  asked  for  pemiission  of  the  floor.  He 
discussed  Forand  t>i)e  of  legislation,  and  presented 
a resolution  concerning  voluntaiy  health  insurance. 

The  Speaker  niled  that  this  resolution  would  be 
referred  to  Reference  Committee  No.  5. 

Mr.  Martin  Bilker,  Field  Representative  of 
A.M.A.,  was  introduced.  Mr.  Baker  said  that  he 
was  veiy  much  interested  in  the  resolution  that 
Di*.  Schenken  had  read.  He  stated  that  the  A.M.A. 
News  goes  to  all  papere,  radios,  TV,  etc.,  and  that 
they  have  various  other  public  releases  going  out 
with  infoi-mation  concerning  this  matter.  He 
urged  that  we  still  fight  against  Forand  Legisla- 
tion. 

Dr.  O’Neill  requested  pennission  of  the  floor 
and  read  a letter  received  concerning  statements 
made  by  Mrs.  Kiiwin,  member  of  the  Board  of 
Control.  The  Speaker  lailed  that  this  letter  be  giv- 
en to  Reference  Committee  No.  7 for  consideration. 

Dr.  Wycoff  was  then  given  pennission  of  the 
floor.  He  read  the  following  proposed  changes  in 
the  By-Laws: 

Chapter  XI,  Section  4 — delete  from  the  last 
paragraph  the  following  portion:  “Each  Councilor 
shall  report  to  the  Executive  Secretaiy  of  the  State 
Association,  at  least  ten  days  before  each  annual 
session,  the  deaths  which  have  occuiTed  in  his  dis- 
trict during  the  year.  These  reports  shall  be  re- 
corded in  proper  form,  and  presented  at  a scientific 
meeting  during  tbe  annual  session.” 

The  motion  was  made  by  Dr.  Schenken  to  adopt 
this  change.  The  motion  was  seconded,  and  earned. 

Chapter  XII,  Section  2 — change  Committee  on 
Prepayment  Medical  Care  to  read  as  follows:  “The 
Committee  on  Prepayment  Medical  Care  shall  be 
a liaison  committee  between  the  Nebraska  State 
Medical  Association  and  Nebraska  Medical  Seiwice 
‘Blue  Shield.’  It  shall  be  a means  of  communica- 
tion between  the  members  of  the  Nebraska  State 
Medical  Association  and  the  Nebraska  Medical 
Seiwice.  It  shall  convey  to  the  Nebraska  Medical 
Seiwice  ‘Blue  Shield’  any  complaints,  criticism 
and/or  constiaictive  suggestions,  received  from  the 
members  of  the  Nebraska  State  Medical  Associa- 
tion. 

“It  shall  be  conversant  with  the  work  being  done 
by  the  Council  on  Medical  Seiwice  of  the  American 
Medical  Association,  and  shall  cooperate  with  this 
Council  in  furthering  its  puipose. 

“It  shall  report  annually  to  the  Board  of  Coun- 
cilors and  to  the  House  of  Delegates  the  progi’ess 
made  and  the  methods  of  operation  of  Nebraska 
Medical  Seiwice.  No  member  of  tbe  board  of  direc- 
tore  or  officers  of  the  Nebraska  Medical  Seiwice 
shall  be  eligible  for  appointment  to  this  committee.” 

A motion  to  adopt  this  change  was  made  by  Dr. 
Han-y,  seconded  by  Dr.  Nuss,  and  caiwied. 


The  motion  was  made  to  accept  the  By-Laws 
as  a whole,  seconded  and  carried. 

A motion  was  also  made  to  adopt  the  Constitution 
as  a whole.  The  motion  was  seconded,  and  carried. 

Dr.  Wycoff  called  attention  to  the  omission  in 
Chapter  XII,  Section  5 of  the  Council  on  Profes- 
sional Ethics  in  the  by-laws,  which  Dr.  Offennan 
read.  Dr.  Wycoff  stated  that  this  section  would  be 
incoi'porated  in  the  new  by-laws.  Dr.  Christensen 
inled  that  this  would  be  held  over  for  tomorrow. 

Reports  of  Reference  Committees 

The  Speaker  called  for  reports  of  the  Reference 
Committees.  Committees  No.  1,  No.  2,  and  No.  3 
had  no  report  as  no  material  was  referred  to  them 
as  yet.  Reference  Committee  No.  4 stated  that  they 
had  no  report  at  this  time. 

The  report  of  Reference  Committee  No.  5 was 
given  by  the  Chairman,  Dr.  R.  R.  Andersen,  as  fol- 
lows : 

Reference  Committee  No.  5 was  given  the  follow- 
ing resolution  for  consideration: 

WHEREAS,  the  medical  profession  is  con- 
fronted with  multiple  and  complex  problems 
of  organization  and  public  relations,  and 

WHEREAS,  it  is  important  that  there  be  bet- 
ter correlation  among  the  county  medical  so- 
cities  to  assure  a stronger  state  organization, 
and 

WHEREAS,  one  indiridual  should  be  avail- 
able to  devote  full  time  to  assisting  county  so- 
cieties in  their  various  problems  and  activities, 
THEREFORE,  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  instinict  the  Board  of 
Trastees  to  hire  as  part  of  the  staff  of  the 
office  of  the  Nebraska  State  Medical  Associa- 
tion an  additional  staff  member  to  seiwe  the 
association  as  a Field  Representative. 

It  is  the  opinion  of  Reference  Committee  No.  5 
that  this  resolution  be  submitted  to  the  proper 
standing  committee,  and  be  presented  to  the  House 
at  the  next  mid-winter  meeting.  I so  move. 

This  motion  was  seconded  by  Dr.  Koebbe.  Mo- 
tion earned. 

Reference  Committee  No.  5 was  given  the  prob- 
lem of  trjnng  to  work  out  something  along  the  lines 
of  physical  requirements  to  be  met  by  applicants 
for  a State  of  Nebraska  Motor  Vehicle  Operator’s 
License.  We  did  not  receive  a definite  resolution 
of  any  tjqie  to  serve  as  a guide. 

Quite  lengthy  discussions  were  heard.  We  came 
to  the  conclusion  that  since  any  definite  action  on 
the  part  of  the  House  on  this  subject  would  prob- 
ably be  referred  to  the  State  of  Nebraska  as  a 
guide  in  foiTnulating  laws  or  regulations  that  it 
certainly  would  be  necessaiy  to  give  lengthy  thought 
and  study  before  any  definite  action  should  be  taken. 

We  hereby  request  that  this  problem  be  refen-ed 
to  the  proper  standing  committee  for  such  study, 
and  that  their  findings  and  recommendations  be 
returned  to  the  House  at  the  mid-winter  meeting 
for  definite  action.  I so  move. 

This  motion  was  seconded  by  Dr.  Koebbe,  and 
carried. 

This  completes  the  work  of  this  committee,  and 
I move  that  it  is  adopted  as  a whole.  Dr.  Koebbe 
seconded  the  motion.  Motion  canned. 
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The  Speaker  called  for  the  report  of  Reference 
Committee  No.  7,  and  Dr.  Weekes,  Chainnan,  gave 
the  following  report: 

This  Committee  was  given  the  following  resolu- 
tion : 

WHEREAS,  traditionally  it  is  the  privilege 
of  the  Omaha-Douglas  County  Medical  So- 
ciety delegation  to  extend  a cordial  invitation 
to  the  Nebraska  State  Medical  Association  to 
hold  the  annual  meeting  in  Omaha  eveiy  other 
year,  and 

WHEREAS,  the  Omaha  - Douglas  County 
Medical  Society  wishes  to  extend  this  invitation 
to  the  Nebraska  State  Medical  Association  for 
the  annual  meeting  in  1961,  and 

WHEREAS,  the  Omaha  Douglas  - County 
Medical  Society  requests  the  House  of  Delegates 
to  stipulate  that  the  1961  meeting  be  held  at 
the  Sheraton-Fontenelle  Hotel, 

THEREFORE,  BE  IT  RESOLVED,  the  Ne- 
braska State  Medical  Association  accept  the  in- 
vitation of  the  Omaha-Douglas  County  Medical 
Society  to  hold  the  1961  meeting  in  Omaha  at 
the  Sheraton-Fontenelle,  and 

BE  IT  FURTHER  RESOLVED,  that  the 
members  of  the  Omaha-Douglas  County  Medical 
Society  will  work  with  the  Scientific  Program 
Committee  of  the  Nebraska  State  Medical  As- 
sociation in  an  effort  to  have  a successful 
meeting. 

This  Committee  recommends  the  acceptance  of 
this  resolution,  but  the  committee  suggests  that  the 
selection  of  place  be  left  to  the  Scientific  Program 
Committee,  and  the  Society  of  that  city.  I so  move. 
This  motion  was  seconded  by  Dr.  Hill.  Motion 
carried. 

We  were  also  given  the  following  resolution: 

WHEREAS,  the  first  edition  of  the  Formu- 
lary of  the  Nebraska  State  Medical  Association, 
dated  April,  1953,  is  now  seven  years  old  and 
many  advancements  in  therapeutics  and  phar- 
macology have  been  made  during  these  seven 
years, 

WHEREAS,  many  dings  in  the  first  edition 
of  the  Foimulaiy  are  listed  under  one  brand 
name  only,  to  the  total  exclusion  of  identical 
preparations  manufactured  by  other  pharma- 
ceutical houses,  the  generic  names  of  which 
dings  are  omitted,  which  is  to  the  distinct  ad- 
vantage of  the  manufacturer  of  the  brand- 
names  so  listed, 

WHEREAS,  by  law  and  by  moral  obligation, 
the  physician  is  obligated  to  exercise  all  his 
knowledge  and  skill  in  therapeutics  to  treat  all 
of  his  patients,  utilizing  those  methods  and 
dings  which  are  in  common  use  at  the  time, 
and  known  to  himself  and  his  colleagues  in  his 
vicinity, 

WHEREAS,  the  laws  governing  malpractice 
are  veiy  clear  and  any  physician  who  know- 
ingly treats,  dispenses  or  prescribes  drugs  on  a 
lower  plane  than  that  common  to  the  vicinity 
in  which  he  resides,  or  at  the  dictates  of  a 
third  party  contrary  to  his  own  judgment,  may 
lay  himself  open  to  a suit  for  malpractice  by 
the  patient,  regardless  of  his  economic  or  social 
status. 

WHEREAS,  information  is  readily  available 


to  any  physician  through  State  and  National 
Medical  Joumals  and  other  sources,  as  to  the 
most  efficient  drugs  used  in  treatment,  and 
there  should  be  no  valid  reason  for  not  using 
these  di-ugs  merely  on  the  ground  they  are  not 
listed  in  an  out-dated  formularly. 

WHEREAS,  Many  County  Welfare  Directors 
in  the  state  will  not  authorize  payment  to  a 
physician  or  druggist  for  diaigs  which  are  not 
listed  in  the  formulary,  but  do  pay  for  such 
di-ugs  when  the  patient  is  hospitalized  in  the 
University  of  Nebraska  Hospital,  thus  depriv- 
ing private  practitioners  of  a potent  weapon 
against  disease,  sometimes  causing  the  patient 
load  to  be  unnecessarily  heavy  in  State  Institu- 
tions and  discriminating  against  the  private 
practitioners. 

WHEREAS,  A patient  who  is  an  old  age  pen- 
sioner and  is  suffering  congestive  heart  failure 
may,  under  the  regulations  of  the  formularj' 
usage  as  enforced  by  some  County  Welfare  Di- 
rectors, be  peianitted  rose  water,  but  not  be  per- 
mitted Chlorothiazide  because  it  is  not  in  the 
formulai-y. 

THEREFORE,  for  the  following  reasons: 

1.  The  formula  does  not  list  generic  names  of 
drugs. 

2.  The  formula  discriminates  against  many 
pharmaceuticals  by  listing  certain  brand- 
names  to  the  exclusion  of  others. 

3.  It  does  not  list  any  of  the  efficient  new 
drugs  now  commonly  in  use. 

4.  Encourages  the  falsification  of  bills  ren- 
dered to  County  Welfare  officers. 

5.  Lays  some  physicians  open  to  malpractice 
suits. 

BE  IT  RESOLVED,  That  the  formula*iy  be 
abolished  or  suspended  until  such  time  as  a 
new  and  workable  revision  can  be  made,  and 
all  State  and  County  Governmental  Agencies 
be  so  notified. 

This  Committee  recommends  the  adoption  of  this 
resolution,  and  that  its  use  be  discontinued,  and 
that  all  state  and  county  governmental  agencies  be 
notified.  I so  move.  This  motion  was  seconded,  and 
carried. 

This  Committee  also  discussed  the  possibility  of 
Mr.  Faulkner  appearing  on  TV  to  combat  Forand 
type  legislation.  Also  that  he  give  a press  release 
of  his  speech  to  the  State  Medical  Association. 

Considerable  discussion  followed  in  the  House, 
but  no  motions  were  made  regarding  this. 

This  Committee  was  also  given  a letter  from  the 
A.M.A.  which  wished  to  pay  tribute  to  Drs.  Harold 
S.  Morgan,  J.  D.  McCarthy,  and  Cecil  Wittson. 

This  Committee  wishes  the  House  of  Delegates 
and  the  Nebraska  State  Medical  Association  to  con- 
vey sincere  expression  of  appreciation  to  these  men: 

Dr.  Cecil  Wittson- — -who  has  served  on  the 
Committee  on  Aging  since  1955. 

Dr.  J.  D.  McCarthy  — for  furthering  the  causes 
of  medicine  and  the  public  interest.  His 
seiwices  above  have  been  the  subject  of  tri- 
butes to  him  before  the  A.M.A.  House  of  Dele- 
gates. 

Dr.  Harold  S.  Morgan  — who  has  seiwed  very 
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faithfully  on  the  Committee  of  Maternal  and 
Child  Welfare  since  1952. 

I so  move. 

This  motion  was  seconded  by  Dr.  OffeiTnan,  and 
carried. 

This  Committee  was  given  the  letters  from  the 
Senators  and  Representatives.  This  Committee 
wishes  the  House  of  Delegates  and  Councilors  to 
commend  them  on  their  stand  on  the  Forand  Bill, 
and  that  letters  should  be  sent  to  them  to  this 
effect.  I so  move.  Di’.  Offerman  seconded  this 
motion,  and  motion  carried. 

Mr.  Smith  then  asked  for  permission  of  the  floor. 
He  stated  that  the  meeting  place  for  the  1961  An- 
nual Session  should  be  selected  now  as  time  is 
needed  to  make  arrangements.  He  stated  that  the 
Scientific  Session  Committee  would  not  be  meeting 
for  some  time. 

Dr.  Weekes  made  a motion  that  the  Board  of 
Tmstees  select  the  site  for  the  1961  meeting.  This 
was  seconded  by  Dr.  Koebbe.  But  considerable 
discussion  followed,  and  the  Speaker  niled  that 
this  motion  was  out  of  order  as  it  was  set  previously 
in  a motion. 

The  Speaker  niled  that  the  meeting  was  ad- 
journed until  Thursday  morning,  April  28,  1960. 

April  28,  1960 

The  third  session  of  the  House  of  Delegates  was 
held  in  the  Lancaster  Room,  Hotel  Cornhusker,  Lin- 
coln. Final  roll  call  showed  32  delegates  present. 

The  meeting  was  called  to  order  by  Dr.  -T.  B. 
Christensen,  Speaker  of  the  House  of  Delegates. 

The  minutes  of  the  second  session  were  approved 
as  read  by  the  Speaker. 

Report  of  Nominating  Committee  and 
Election  of  Officers 

Dr.  Christensen  called  for  a report  of  the  Nom- 
inating Committee,  and  Dr.  E.  E.  Koebbe,  ChaiiTnan, 
presented  the  following  slate: 

President-Elect — A.  J.  OffeiTnan,  M.D.,  Omaha 
Vice  President — John  P.  Gilligan,  M.D.,  Ne- 
braska City 
Councilors: 

1st  District — Harold  Neu,  M.D.,  Omaha 
2nd  District — R.  E.  Garlinghouse,  M.D.,  Lin- 
coln 

3rd  District — Wayne  Waddell,  M.D.,  Beatrice 
4th  District — G.  B.  Salter,  M.D.,  Norfolk 
Delegate  to  A.M.A. — J.  D.  McCarthy,  M.D., 
Omaha 

Alternate  Delegate  A.M.A. — Harold  S.  Morgan, 
M.D.,  Lincoln 

Delegate  to  North  Central  Conference — Paul 
Maxwell,  M.D.,  Lincoln 
Board  of  Directors, 

Nebraska  Medical  Seiwice — 

Elmer  W.  Bantin,  M.D.,  Omaha 
W.  W.  Carveth,  M.D.,  Lincoln 
E.  E.  Koebbe,  M.D.,  Columbus 
James  O’Neill,  M.D.,  Omaha 

Other  nominations  were  called  for  from  the  floor, 
but  none  were  presented.  Dr.  Koebbe  moved  that 
the  nominations  of  the  Nominating  Committee  be 
accepted.  The  motion  was  seconded  by  Dr.  Egan, 
and  carried. 


Dr.  Christensen  appointed  Dr.  Egan  to  present 
Dr.  A.  J.  Offerman,  President-Elect.  Dr.  Offer- 
man  expressed  his  deep  appreciation  for  the  honor 
conferred  upon  him. 

Dr.  Wycoff  asked  pennission  of  the  floor,  and 
stated  that  his  committee  recommended  that  the 
section  of  the  rerised  By-Laws  on  the  Council  on 
Professional  Ethics  which  had  been  omitted,  be 
added  to  read  the  same  as  before.  The  motion  was 
made  by  Dr.  Wycoff,  seconded  by  Dr.  Hany,  and 
can-ied. 

Reports  of  Reference  Committees  (continued) 

The  Speaker  called  for  a report  of  Reference  Com- 
mittee No.  2 — Council.  Dr.  McNeill,  Chairman, 
stated  that  his  committee  had  been  given  a letter 
from  Dr.  A.  W.  Anderson,  Lexington,  and  various 
other  material  regarding  the  Court  decision  of  the 
Mai*y  Lannjng  Hospital  case.  Dr.  Landgraf  was 
asked  for  his  ideas  on  this  matter. 

Dr.  McNeill  then  stated  that  his  committee  recom- 
mended that  this  matter  be  refen-ed  to  Mr.  Smith 
to  secure  legal  counsel.  I so  move.  The  motion 
was  seconded  by  Dr.  Landgraf,  and  carried. 

The  report  of  Reference  Committee  No.  4 was 
called  for,  and  Dr.  McGreer,  Chairman,  said  this 
committee  had  been  given  the  following  resolution 
for  consideration: 

WHEREAS,  changing  times  and  economic 
conditions  make  it  advisable  to  develop  new 
“Blue  Shield  Seiwice  Agreements;”  and, 

WHEREAS,  in  consideration  of  the  above,  the 
Nebraska  Blue  Shield  Boai’d  of  Directors  after 
much  time  and  study  are  developing  three  new 
“Seiwice  Agreements;”  and, 

WHEREAS,  it  is  now  recognized  that  “Seiw- 
ice  Agreements”  are  in  the  best  interest  of  the 
subscribers  and  the  Medical  Profession;  and, 
WHEREAS,  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  in  1958,  by 
resolution,  sponsored  and  approved  a new 
“Service  Agreement”  with  annual  income  lim- 
its of  $6,000  for  a single  person  and  for  a fam- 
ily with  a total  annual  income  of  $7,500;  and, 
WHEREAS,  the  Nebraska  Blue  Shield  Board 
of  Directors  now  presents  the  three  new  pro- 
posed “Seiwice  Contracts”  for  tentative  ap- 
proval of  the  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association.  (The  pro- 
posed benefits  in  the  new  contracts  are  in  the 
attached  exhibits,  dated  March  19  and  April  1, 
1960). 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  approves, 
endorses,  and  sponsors  the  final  development  of 
the  three  new  “Blue  Shield  Seiwice  Contracts;” 
$4,200  Seiwice  $6,000  Seiwice  $7,500  Seiwice 
Series  42  Series  60  Series  75 

Approval  of  the  final  fornr  of  these  three  new 
“Seiwice  Contracts”  will  be  requested  at  the  Febni- 
ary  1961  meeting  of  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association. 

The  Nebraska  State  Medical  Association  recom- 
mends to  its  members  that  they  execute  appropri- 
ate “Participating  Physicians  Agreements”  with 
Nebi’aska  Medical  Seiwice  (Blue  Shield)  upon  con- 
tractual terms  similar  to  those  upon  which  previous 
“Participating  Physicians  Agreements”  were  pre- 
mised. 
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Dr.  McGreer  stated  that  Reference  Committee.  No. 
4 recommends  the  acceptance  of  this  resolution,  and 
so  moved.  This  motion  was  seconded  by  Di’. 
Weekes,  and  carried. 

Reference  Committee  No.  4 was  given  the  follow- 
ing resolution  for  consideration: 

WHEREAS,  Voluntary  Health  Insurance  is 
the  most  important  topic,  in  the  field  of  medical 
social-economics;  and, 

WHEREAS,  the  adequacy  of  Health  Care 
Contracts  is  vitally  important  to  the  subscriber 
and  to  the  medical  profession;  and, 

WHEREAS,  the  Nebraska  State  Medical  As- 
sociation in  previous  years  had  prepared  and 
published  an  Annual  Report  entitled  “Criteria 
Points  for  Good  Voluntary  Health  Insurance, 
and  Statistical  Data  on  the  Health  and  Acci- 
dent Insurance  Business  in  Nebraska;”  and, 

WHEREAS,  many  members  of  the  Nebraska 
State  Medical  Association  have  requested  that 
this  Annual  Report  be  again  prepared  and  dis- 
tributed to  them. 

THEREFORE  BE  IT  RESOLVED,  that  this 
House  of  Delegates  is  in  favor  of  publishing 
the  above  described  Annual  Report  of  the  Ne- 
braska State  Medical  Association,  and  that  the 
office  of  the  Nebraska  State  Medical  Associa- 
tion have  the  Report  prepared,  printed  and  dis- 
tributed to  the  members  of  the  Nebraska  State 
Medical  Association  each  year.  The  Report 
will  include  only  those  companies  whose  gross 
premium  income  is  $100,000.00  or  more  annu- 
ally. 

Reference  Committee  No.  4 recommends  the  ac- 
ceptance of  this  resolution,  and  I so  move.  The 
motion  was  seconded  by  Dr.  Offerman,  and  carried. 

Reference  Committee  No.  4 was  given  a letter 
from  E.  J.  Faulkner,  Chairman  of  the  Health  Insur- 
suiance  Council  regarding  Attending  Physician’s 
Statement.  This  Committee  recommends  the  use  of 
these  forms  if  the  physician  so  desires.  I so  move. 
Dr.  Frazer  seconded  this  motion,  and  motion  was 
carried. 

Dr.  McGreer  moved  that  the  report  of  Reference 
Committee  No.  4 as  a whole  be  accepted.  This  was 
seconded  by  Dr.  Koebbe,  and  canned. 

Dr.  Christensen  called  for  the  report  of  Reference 
Committee  No.  5.  Dr.  Anderson,  Chainnan,  gave 
the  following  report: 

Reference  Committee  No.  5 was  given  the  fol- 
lowing resolution  for  consideration: 

WHEREAS,  there  has  been  an  untiring  effort 
on  the  part  of  “socializers”  to  force  Federal 
compulsory  health  care  upon  all  Americans 
since  1948; 

WHEREAS,  the  present  Forand  and  Kennedy 
bills  provide  for  health  care  through  the 
O.A.S.I.  demonstrate  the  devious  methods 
which  are  being  employed  to  accomplish  this 
purpose; 

WHEREAS,  the  A.M.A.  is  often  falsely  held 
responsible  for  the  failure  of  its  senior  citi- 
zens to  be  protected  by  voluntary  health  in- 
surance; 

WHEREAS,  about  45%  of  persons  over  65 
years  of  age  now  have  prepaid  voluntary  health 
insurance; 


WHEREAS,  it  is  imperative  that  70-80%  of 
our  senior  citizens  carry'  prepaid  health  insur- 
ance; 

BE  IT  RESOLVED  THAT: 

A.  The  A.M.A.  investigate  and  promote  the 
development  of  an  annuity-type  prepaid  health 
insurance  program  for  senior  citizens  which 
can  be  completely  paid  for  during  the  earning 
pei'iod  of  life; 

B.  Each  physician  urge  his  patients  to  ob- 
tain health  insui'ance  — old  and  young  alike; 

C.  The  A.M.A.  develop  liaison  with  “man- 
agement” and  “labor”  in  order  to  foster  the 
activation  of  (A)  and  (B); 

D.  The  A.M.A.  conduct  a continuing  Na- 
tional public  information  campaign  in  order 
to  acquaint  Americans  with  the  many  benefits 
of  our  concept  of  rendering  medical  service 
as  well  as  the  public  emulation  of  scientists 
in  the  health  fields;  (of  80  grade  school  chil- 
dren in  Culver  City,  Califoraia,  41  knew  who 
A1  Capone  was,  and  77  had  never  heard  of 
Jonas  Salk) ; 

E.  The  A.M.A.  actively  participate  in  the 
establishment  and/or  stimulation  of  a public  in- 
formation program  at  the  local  level  through 
the  development  of  basic  guides  and  current 
informational  releases;  and 

F.  The  A.M.A.  urge  all  of  its  members  to 
assume  an  active  role  in  the  body  politic,  the 
most  important  social  body  which  historically 
has  determined  the  “way  of  life.” 

Reference  Committee  No.  5 recommends  the 

adoption  of  this  resolution,  and  that  Mr.  Smith  be 
instiucted  to  send  copies  of  this  resolution  to  the 
A.M.A.  before  their  June  meting.  This  motion  was 
seconded  by  Dr.  Morrow,  and  carried. 

Dr.  Munger  asked  for  permission  of  the  floor,  and 
made  a motion  that  Mr.  Smith  also  send  a copy  of 
this  resolution  to  the  Kansas  State  Medical  Asso- 
ciation before  their  State  Meeting.  This  motion  \yas 
seconded  by  Dr.  Landgraf,  and  carried. 

Di’.  Anderson,  as  Chainnan  of  this  Reference 
Committee  No.  5,  made  a motion  to  accept  the  re- 
poit  of  this  committee  as  a whole.  This  w'as  sec- 
onded and  carried. 

The  Speaker  called  for  a report  of  Reference 
Committee  No.  6,  Dr.  George  B.  Salter,  Chairman. 
Dr.  Salter  stated  that  this  Committee  had  been  given 
several  resolutions,  all  of  which  were  in  regard  to 
Major  surgeiy  and  tissue  removal,  as  follows: 

Resolution  No.  1 

BE  IT  RESOLVED,  by  the  Four  County 
Medical  Society  consisting  of  Garfield,  Valley, 
Greeley  and  Wheeler  Counties,  Nebraska,  at  its 
meeting  of  April  7,  1960,  that  it  opposes  and 
desires  to  have  rescinded  Regulation  VIII,  B,  4 
of  the  Regulations  and  Standards  for  Hospitals 
and  Maternity  Homes  issued  by  the  Board  of 
Health  of  the  State  of  Nebraska,  which  reads 
as  follows,  to-wit: 

“When  major  surgery  (as  commonly  defined) 
is  performed  there  shall  be  not  less  than  two 
physicians  sciaibbed,  one  to  assist  the  other.” 

For  the  reason  that  said  regulation  is  so 
vague  and  indefinite  that  with  said  regulation 
in  effect  any  surgery,  no  matter  how  minor. 
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mig^ht  be  constraed  to  be  majoi"  surgery  and 
therefore  an  illegal  procedure  for  which  the 
operator  could  be  held  liable  in  litigation. 

BE  IT  FURTHER  RESOLVED,  that  the 
House  of  Delegates  of  the  State  Medical  Asso- 
ciation of  the  State  of  Nebraska  request  the 
Board  of  Health  of  the  State  of  Nebraska 
rescind  said  regulation  VIII,  B,  4 effective  im- 
mediately. 

Dated  this  7th  day  of  April,  1960. 

Robert  Joseph  Fox,  M.D., 
President. 

The  above  Resolution  was  proposed  by  Dr.  Otis 
Miller  of  Ord,  Nebraska,  who  moved  for  its  adop- 
tion. The  said  motion  was  seconded  by  Dr.  Mun-ay 
Markley  of  North  Loup,  Nebraska.  The  President 
called  for  a vote  on  said  Resolution  and  all  mem- 
bers of  the  Four  County  Medical  Society  voted  in 
favor  thei-eof.  Against:  None. 

Whereupon  the  President  declared  the  said  Reso- 
lution adopted. 

Ben  R.  Meckel,  M.D., 
Secretai'y. 

Resolution  No.  2 

WHEREAS,  the  “Regulations  and  Standards 
for  Hospital  and  Maternity  Homes”  has  been 
amended  by  the  State  Department  of  Health 
so  as  to  contain  a section  which  reads: 

VII.  Personnel 

B.  4.  When  major  surgery  (as  common- 
ly defined)  is  perfonned  there  shall 
not  be  less  than  two  physicians 
scrubbed,  one  to  assist  the  othei'. 
(effective  date  July  1,  1960,  and, 
WHEREAS,  this  regulation  creates  more 
problems  than  it  solves,  and 

WHEREAS,  there  are  medical-legal  implica- 
tions that  are  fonnidable  and  unknown,  and 
WHEREAS,  major  surgery  is  difficult  to  de- 
fine, and 

WHEREAS,  the  application  of  this  regulation 
in  many  instances  such  as  matemity  care, 
emergencies,  eye  surgery,  etc.,  would  be  un- 
feasible, detrimental  to  the  patient,  and  provide 
an  unncessaiy  deterrent  to  the  sui-geon, 

BE  IT  THEREFORE  RESOLVED,  that  the 
House  of  Delegates  go  on  record  as  being  in 
opposition  to  this  regulation,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Di- 
rector of  the  Health  Department  of  the  State 
of  Nebraska  be  informed  of  this  action  and  re- 
quested to  take  the  necessary  steps  to  repeal 
this  regulation. 

Resolution  No.  3 

WHEREAS,  the  “Regulations  and  Standards 
for  Hospital  and  Maternity  Homes”  has  been 
amended  by  the  State  Department  of  Health 
so  as  to  contain  section  which  reads: 

VIII.  PERSONEL 

B.  4.  When  major  surgery  (as  common- 
ly defined)  is  pei’formed  there  shall 
not  be  less  than  two  physicians 
scimbbed,  one  to  assist  the  other. 
(Effective  date  July  1,  1960). 
WHEREAS,  the  Nebraska  Chapter,  Ameri- 


can College  of  Surgeons  is  definitely  interested 
in  the  promotion  of  better  surgical  care,  and 

WHEREAS,  the  Nebraska  Chapter,  Ameri- 
can College  of  Surgeons  believes  such  regula- 
tion should  be  the  decision  of  each  individual 
medical  staff,  and 

WHEREAS,  we  believe  this  pi’oblem  requires 
fui-ther  study, 

BE  IT  THEREFORE  RESOLVED,  that  the 
Nebraska  Chapter,  American  College  of  Sur- 
geons requests  that  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  go 
on  record  as  opposing  the  regulation  as  it  is 
now  written. 

Resolution  No.  4 

BE  IT  RESOLVED,  that  the  Burt  County 
Medical  Society  (disapprove)  and  oppose  the 
revision  of  Regulations  and  Standards  for  Hos- 
pitals and  Maternity  Homes,  Section  B,  Para- 
graph B,,  Article  4;  Section  9,  Paragraph  3B. 

WHEREAS,  we  believe,  as  Dr.  Roy  Ci'am  of 
Burwell,  Nebraska  has  stated  in  his  letter  to 
the  General  Practitioners,  “These  proposed 
regulations  are  a direct  insult  to  the  honesty 
and  integrity  of  the  members  of  the  medical 
profession  and  they  imply  that  the  members 
of  the  medical  profession  are  untrustworthy 
and  incompetent.” 

WHEREAS,  we  believe  that  if  we  accept 
this  type  of  legislation  without  objection,  we 
are  conforming  to  the  beginning  of  socialized 
medicine  in  Nebraska.  The  Nebraska  State 
Medical  Association  and  the  American  Medical 
Association  have  gone  on  record  as  opposing 
socialized  medicine. 

WHEREAS,  we  believe  that  the  paragraph 
dealing  with  “Any  tissue  removed  during  sur- 
gery shall  be  submitted  promptly  to  a path- 
ologist, etc.”  is  unnecessary  and  should  be  left 
to  the  judgment  of  the  attending  physician  and 
the  hospital  lules  and  regulations  in  which  the 
attending  physician  is  working. 

WHEREAS,  we  believe,  that  this  type  of 
legislation  is  compulsion  and  compulsion  leads 
to  collectivism  leads  to  further  controls  and 
socialized  medicine. 

WHEREAS,  we,  are,  therefore,  asking  that 
Section  8,  Paragraph  B,  Article  4,  and  Section 
9,  Paragraph  3B,  be  deleted  from  the  Revisions 
of  Regulations  and  Standards  for  Hospitals  and 
Maternity  Homes. 

Resolution  No.  5 

BE  IT  RESOLVED  by  the  Board  of  Directors 
of  the  Nebraska  Academy  of  General  Practice 
representing  over  300  general  practitioners  in 
the  State  of  Nebraska,  at  its  meeting  of  April 
25,  1960,  that  it  opposes  and  desires  to  have 
rescinded  Resolution  VIII,  B,  4,  of  the  Regula- 
tion and  Standards  for  Hospitals  and  Matern- 
ity Homes  issued  by  the  Board  of  Health  of 
the  State  of  Nebraska  which  reads  as  follows: 

“When  major  surgery  (as  commonly  de- 
fined) is  performed  thei’e  shall  not  be  less  than 
two  nhvsicians  scrubbed,  one  to  assist  the 
other.”  * 

For  the  reason  that  said  regulation  is  indefin- 
able, medically  and  legally  vague,  and  that 
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though  the  intent  is  commendable,  it  is  an  un- 
workable regulation,  for  all  concerned  and  the 
intent  could  easily  be  evaded. 

BE  IT  FURTHER  RESOLVED,  that  the  best 
interest  of  the  patient  always  be  kept  first  in 
mind  and  this  regulation  will,  in  effect,  worsen 
this  by  denying  the  patient  prompt  and  ade- 
quate surgical  care. 

THEREFORE  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  State  Medical  Asso- 
ciation of  the  State  of  Nebraska  request  the 
Board  of  Health  of  the  State  of  Nebi’aska, 
rescind  said  Regulation  VIII,  B,  4,  effective 
immediately. 

Reference  Committee  No.  6 wishes  to  make  the 
following  recommendation: 

It  is  recommended  by  this  committee  that  a 
letter  be  sent  to  the  State  Board  of  Health, 
over  the  signature  of  the  President  of  the  Ne- 
braska State  Medical  Association,  requesting 
postponement  of  the  effective  date  of  the 
amendment  to  Regulations  and  Standards  for 
Hospitals  and  Maternity  Homes,  to  July  1, 
1961.  A suggested  letter  is  appended. 

It  is  further  recommended  that  a special 
liaison  committee  be  appointed  by  the  Presi- 
dent to  study  the  problem  of  hospital  accredita- 
tion at  a state  level,  this  committee  to  work  in 
conjunction  with  the  present  Planning  Com- 
mittee. 

Respectfully  submitted. 

Geo.  B.  Salter,  M.D.,  Chm. 

John  Thompson,  M.D. 

H.  V.  Nuss,  M.D. 

The  following  is  the  suggested  letter: 

State  Board  of  Health 
Lincoln,  Nebraska 
Dear  Sirs: 

Because  of  the  anticipated  difficulty  of  prop- 
erly implimenting  the  amendment  to  the  Regu- 
lations and  Standards  for  Hospitals  and  Matern- 
ity Homes  adopted  by  the  State  Board  of 
Health,  May  18,  1959,  it  is  requested  that  the 
effective  date  of  these  regulations  be  postponed 
until  July  1,  1961. 

Yours  very  truly, 

Fritz  Teal,  M.D., 
President. 

Following  considerable  discussion  on  this  matter 
of  major  surgery  and  tissue  removal,  the  motion 
was  made  to  adopt  the  report  and  recommendations 
of  Reference  Committee  No.  6.  The  motion  was 
seconded  by  Dr.  Koebbe,  and  carried. 

Dr.  Christensen  asked  for  the  report  of  Reference 
Committee  No.  7,  and  Dr.  Weekes,  Chairman  of  this 
committee,  gave  the  following  report: 

This  Committee  was  given  the  letter  concern- 
ing Mrs.  Ethel  Kirwin.  After  considerable  discus- 
sion, this  committee  feels  that  legal  advice  should 
be  sought  before  any  further  action  is  taken  on 
this  mattei’. 

Discussion  followed  concerning  what  action  should 
be  taken  in  this  matter,  after  which  the  motion  was 
made  to  accept  the  recommendation  of  this  Com- 
mittee. Dr.  Landgraf  seconded  this  motion,  and  mo- 
tion was  carried. 


Dr.  Christensen  announced  that  it  had  been  the 
decision  of  the  Board  of  Tnistees  that  the  1961 
Annual  Meeting  would  be  held  at  the  Fontelle  Ho- 
tel. It  was  moved  to  accept  this  decision,  seconded 
and  carried. 

Dr.  Christensen  read  the  minutes  of  the  second 
session,  of  the  Board  of  Councilors. 

Dr.  McCarthy  was  granted  permission  of  the 
floor.  He  said  that  he  thought  that  resolutions 
from  the  county  societies  which  were  to  be  intro- 
duced in  the  House  for  the  first  time,  should  be 
sent  to  the  headquarters  office  at  least  10  days 
before  the  meeting.  In  this  way,  copies  could  be 
sent  to  the  delegates,  and  any  resolutions  being 
referred  to  the  A.M.A.  or  any  other  specific  persons 
or  organizations  could  be  sent  out.  In  this  way 
the  delegates  would  be  infoinned  of  the  matters  to 
be  brought  up  in  the  House  of  Delegates.  Dr.  Mc- 
Carthy suggested  that  this  be  presented  to  the 
proper  committee  for  action. 

Dr.  McCarthy  also  discussed  the  Central  Com- 
mittee on  the  Governor’s  Commission  on  the  Aging. 
He  said  that  he  would  notify  the  delegates  as  to 
the  Chairman  in  their  districts. 

Considerable  discussion  followed  concerning  send- 
ing in  any  resolutions  to  be  presented  to  the  House 
of  Delegates. 

Dr.  Koebbe  moved  that  all  resolutions  of  all  ac- 
tions having  been  adopted  by  the  county  society  be 
handled  as  follows: 

1.  These  resolutions  should  be  sent  in  to  the 
headquarters  office  two  weeks  prior  to  the 
meeting. 

2.  Any  resolutions  brought  in  after  this  time, 
should  be  introduced  on  the  first  day. 

3.  Any  resolutions  brought  in  after  the  first 
day,  should  be  accepted  only  by  unanimous 
consent. 

After  considerable  discussion.  Dr.  Schenken  rec- 
ommended that  the  word  “unanimous”  be  deleted 
in  No.  3,  as  to  read  “Any  resolutions  brought  in 
after  the  first  day,  should  be  accepted  only  by  con- 
sent.” Dr.  Koebbe  accepted  this  change  in  his  mo- 
tion. 

After  further  discussion,  it  was  recommended  that 
this  be  sent  to  the  Policy  Committee  for  study.  Dr. 
Bucholz  made  a motion  to  this  effect.  This  motion 
was  seconded  by  Dr.  Schenken,  and  carried. 

A motion  was  made  to  send  letters  of  apprecia- 
tion to  the  Chamber  of  Commerce,  Hotel  Comhusker 
and  Lancaster  County  Medical  Society.  The  motion 
was  seconded  and  canned. 

The  motion  was  made  to  adjourn.  This  was  sec- 
onded and  carried. 

PROCEEDINGS 
of  the 

BOARD  OF  COUNCILORS 
Nebraska  State  Medical  Association 
April  26,  1960 

The  first  session  of  the  Board  of  Councilors  was 
held  in  the  Lancaster  Room,  Hotel  Comhusker,  Lin- 
coln. The  meeting  was  called  to  order  by  Dr. 
Harold  Neu,  Chairman. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  Harvey  Runty,  Walter  Benthack, 
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R.  C.  Reeder,  B.  N.  Greenberg,  H.  V.  Nuss,  Wilbur 
E.  Johnson,  Ray  S.  Wycoff,  O.  A.  Kostal,  and  R.  J. 
Morgan;  Fritz  Teal,  President,  and  E.  E.  Koebbe, 
Immediate  Past  President. 

Others  present  were  Dr.  R.  B.  Adams,  and  Mr. 
M.  C.  Smith. 

A motion  was  made  by  Dr.  R.  E.  Garlinghouse 
that  the  minutes  be  acepted  as  published  in  the 
April,  1960,  issue  of  the  Nebraska  State  Medical 
Journal.  Dr.  H.  V.  Nuss  seconded  the  motion,  and 
motion  carried. 

Nominations  were  called  foi'  one  member  of  the 
Board  of  Tnistees,  the  term  of  Dr.  A.  A.  Ashby  ex- 
piring in  1960.  Dr.  Neu  read  a letter  from  Dr.  Wy- 
coff regarding  the  eligibility  of  Di-.  Ashby  for  re- 
election. 

Dr.  H.  V.  Nuss  made  the  motion  that  Dr.  Ashby 
be  re-elected  as  a member  of  the  Board  of  Trustees. 
Motion  was  seconded  by  Dr.  Greenberg,  and  carried. 

Nominations  were  called  for  one  member  of  the 
Medicolegal  Advice  Committee,  the  term  of  J.  P. 
Gilligan,  M.D.,  expiring  in  1960.  Dr.  Benthack 
made  a motion  that  Dr.  Gilligan  be  re-elected  for 
this  committee.  The  motion  was  seconded  by  Dr. 
Johnson,  and  motion  carried. 

Nominations  were  called  for  one  member  of  the 
Council  on  Professional  Ethics,  the  term  of  K.  S.  J. 
Hohlen,  M.D.,  expiring  in  1960.  Dr.  Morgan  made 
the  motion  that  Dr.  Hohlen  be  re-elected  for  this 
Council.  Motion  was  seconded  by  Dr.  Garling- 
house, and  carried. 

Dr.  Neu  called  for  a meeting  of  the  executive 
session  only  to  discuss  nominations  for  Secretary- 
Treasurer,  the  term  of  Dr.  R.  B.  Adams  expiring 
in  1960. 

After  the  meeting  reconvened.  Dr.  Garlinghouse 
made  the  nomination  of  Dr.  John  T.  McGreer  for 
the  office  of  Secretary-Treasurer.  Dr.  Morgan 
moved  that  a unanimous  ballot  be  cast  for  Dr. 
McGreer.  Motion  carried. 

Dr.  Morgan  made  a motion  that  a proper  resolu- 
tion of  commendation  be  drafted  for  Dr.  Adams  by 
the  Chairman  of  the  Board  of  Councilors  to  be 
presented  at  the  Annual  Banquet,  Wednesday  eve- 
ning, April  27,  1960,  for  the  excellent  and  valuable 
service  that  Dr.  Adams  performed  for  the  Associa- 
tion. The  motion  was  seconded,  and  carried. 

The  Chairman  called  attention  to  the  delayed  re- 
port of  the  Seventh  Conference  on  Physicians  and 
Schools.  It  was  moved  and  seconded  that  this 
repoi't  be  accepted.  Motion  carried. 

The  Chairman  called  attention  to  the  delayed 
report  of  the  Veterans  Committee.  This  report  was 
read  again  by  Dr.  Neu,  and  considerable  discussion 
followed  as  to  whether  or  not  it  should  be  accepted. 
Dr.  Reeder  made  the  motion  to  accept  this  report, 
but  later  withdrew  this  motion  following  more  dis- 
cussion. Dr.  Greenberg  made  a motion  to  accept 
the  report,  but  to  refer  the  resolution  contained 
therein  back  to  the  Veterans  Committee  for  further 
investigation.  This  motion  was  seconded,  and  car- 
ried. 

The  following  Life  Memberships  were  i-ead  by  Dr. 
Neu:  Dr.  T.  F.  McCarthy,  Lincoln;  Dr.  E.  W. 

Rowe,  Lincoln;  Dr.  H.  A.  Taylor,  Lincoln;  Dr.  G. 
H.  Walker,  Lincoln;  Dr.  J.  S.  Welch,  New  York 
City  (Lancaster  County);  Dr.  E.  J.  Schwertley, 
Omaha;  Dr.  G.  J.  Kadavy,  Omaha;  Dr.  Edwin  Davis, 


Omaha,  and  Dr.  Wilfred  L.  Shaw,  Reseda,  California 
(Adams  County). 

A motion  was  made  by  Dr.  Nuss  that  these  doc- 
tors be  granted  Life  Memberships.  This  motion 
was  seconded  by  Dr.  Moi'gan,  and  carried. 

There  being  no  further  new  business,  the  meeting 
was  adjourned.  Dr.  Neu  stated  that  the  Board  of 
Councilors  would  reconvene  at  9 a.m.,  Wednesday, 
April  27,  1960. 

April  27,  1960 

The  second  session  of  the  Board  of  Councilors 
was  held  in  Room  700,  Hotel  Cornhusker,  Lincoln. 
The  meeting  was  called  to  order  by  the  Chairman, 
Dr.  Harold  Neu. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  Haiwey  Runty,  Walter  Benthack,  R. 
C.  Reeder,  B.  N.  Greenberg,  H.  V.  Nuss,  Wilbur  E. 
Johnson,  Ray  S.  Wycoff,  0.  A.  Kostal,  R.  J.  Mor- 
gan, E.  E.  Koebbe,  Immediate  Past  President,  and 
Fritz  Teal,  President. 

The  minutes  of  the  first  session  were  read,  and 
Dr.  Morgan  made  a motion  to  accept  these  minutes. 
The  motion  was  seconded,  and  carried. 

Dr.  Nuss  moved  that  a letter  of  encouragement 
be  sent  to  Dr.  Hai-vey  Clarke  by  the  Chainnan  of 
the  Board  of  Councilors.  This  motion  was  second- 
ed by  Dr.  Morgan,  and  carried. 

Dr.  Greenberg  moved  that  we  recommend  to  the 
Board  of  Timstees  that  the  Nebraska  State  Medical 
Association  retain  legal  counsel  on  an  annual  basis. 
It  was  recommended  that  Mr.  Earl  Cline  be  con- 
tacted concerning  this  matter.  This  motion  was 
seconded  by  Dr.  Teal,  and  carried. 

There  being  no  further  business,  the  Chairman 
stated  that  the  Board  of  Councilors  would  recon- 
vene tomorrow  morning.  The  meeting  was  ad- 
journed on  motion. 

April  28,  1960 

The  third  session  of  the  Board  of  Councilors  was 
held  at  the  Hotel  CoiTihusker.  The  meeting  was 
called  to  order  by  the  Chairman,  Dr.  Harold  Neu. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  Harvey  Runty,  R.  C.  Reeder,  Ray  S. 
Wycoff,  R.  J.  Morgan,  Fritz  Teal,  President,  and 
E.  E.  Koebbe,  Immediate  Past  President.  Also  pres- 
ent was  Dr.  John  McGreer,  Secretary-Treasurer. 

The  minutes  of  the  second  session  were  read  by 
Dr.  Runty.  The  motion  was  made  and  seconded  by 
Dr.  Garlinghouse  to  accept  the  minutes  as  read. 
Motion  carried. 

Dr.  Neu,  Chairman,  announced  the  names  of  the 
new  councilors  as  follows: 

3rd  District — W.  W.  Waddell,  Beatrice 
4th  District — Geo.  Salter,  Norfolk 
There  being  no  further  business,  the  meeting  was 
adjourned  on  motion. 

The  following,  reprinted  from  the  Chicago 
Sun-Times  for  Sunday,  May  8,  1960,  is  of- 
fered the  reader  without  comment.  There 
would  be  no  point  in  trying  to  gild  a lilly. 

Playing  Politics  With  Health — 

It  should  not  be  asking  too  much  of  the 
people  in  Washington  — even  in  an  election 
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year  — to  suggest  that  they  quit  playing 
politics  with  the  issue  of  health  insurance 
for  the  nation’s  elderly  citizens.  The  spec- 
tacle created  by  the  nation’s  foremost  poli- 
ticians suddenly  trying  to  outbid  each  other 
for  a bloc  of  16  million  over-65  votes  is  sad 
enough,  of  itself.  But  there  is  now  a real 
danger  that  what  emerges  from  this  holiei- 
than-thou  contest  will  be  a jerry-built  meas- 
ure that  will  do  more  long-range  harm  than 
good. 

What  the  elderly  people  need,  in  addition 
to  the  Social  Security  benefits  now  available, 
is  a dependable  cushion  against  the  economic 
disaster  that  too  often  results  from  a disease 
requiring  long  and  costly  medical  care. 

The  Democrats  put  foi’ward  the  Forand 
bill,  which  would  Dnance  such  benefits  by 
increasing  the  Social  Security  tax.  That 
measure  has  these  principal  weaknesses ; It 
would  put  the  Social  Security  program  into 
an  area  where  it  does  not  properly  belong; 
it  would  bring  the  traditional  personal  rela- 
tionship between  doctor  and  patient  under 
bureaucratic  control ; it  would  discriminate 
against  millions  of  older  people  not  covered 
by  Social  Secm-ity,  and  it  would  compel  peo- 
ple to  participate  whether  they  liked  it  or 
not. 

Nevertheless,  the  Democrats  were  making 
such  propaganda  mileage  with  their  bill  that 
the  Republicans  felt  compelled  to  come  up 
with  a counter-proposal,  and  fast.  They 
have  now  come  up  with  a measure  that 
seems  to  have  been  put  together  with  bailing 
wire.  We  shall  not  undertake  to  discuss  it 
in  detail,  but  it  is,  to  say  the  least,  so  loosely 
and  vaguely  drawn  that  nobody  can  predict 
just  how  it  will  work,  or  how  much  it  is 
likely  to  cost.  It  has  drawn  fire  from  such 
disparate  camps  as  the  A.F.L.-C.I.O.,  the 
American  Medical  Association,  Gov.  Nelson 
Rockefeller  and  Sen.  Barry  Gold  water. 
From  the  noises  heard  through  the  transom 
during  the  drafting  period,  it  seems  that 
even  the  people  who  wrote  it  don’t  like  it. 

With  no  great  optimism,  we  submit  the 
obvious  fact  that  Congress  can  best  serve 
the  older  folks  and  everybody  else  by  bring- 
ing both  sides  together  to  try  to  write  a new 
measure  with  only  two  considerations  in 
mind ; what’s  best  for  the  older  people,  and 
what’s  best  for  the  country  as  a whole. 

We  believe  that  these  considerations  sug- 
gest that  certain  principles  be  respected: 


The  program  should  be  suitable,  offering 
insurance  against  disaster  to  all,  but  not  im- 
posing it  upon  those,  for  example,  who 
choose  to  work  out  their  own  insurance  pro- 
grams directly  with  private  carriers.  The 
program  should  not  do  violence  to  a relation- 
ship so  private,  so  sensitive,  and  so  import- 
ant as  that  between  a physician  and  his  pa- 
tient; we  have  not  gone  so  far  down  the 
road  to  socialism  that  we  must  put  the  prac- 
tice of  medicine  on  an  impersonal,  assembly- 
line basis. 

The  program  should  not  drive  either 
private  insurance  companies  or  non-profit 
organizations  like  Blue  Cross-Blue  Shield 
out  of  business.  On  the  contrary,  these  or- 
ganizations could  handle  the  program  far 
more  efficiently  than  could  a government 
bureaucracy.  Arguments  that  such  private 
contracting  of  old  age  health  insurance 
would  fatten  private  coffers  are  silly  and 
politically  inspired;  the  government  tradi- 
tionally gets  most  of  its  large-scale  jobs 
done  — and  done  well  — by  contract  with 
private  firms. 

Finally,  there  should  be  a clear  cut  under- 
standing of  how  the  program  is  to  be  fi- 
nanced and  how  much  it  is  going  to  cost. 
The  government  has  a responsibility  for  the 
dignity  and  well-being  of  its  older  citizens, 
and  it  has  an  equal  responsibility  toward 
all  of  its  citizens  for  keeping  the  economy 
on  a sound,  business-like  footing. 

If  this  seems  a great  deal  to  ask  in  an 
election  year,  we  would  point  out  that  elder- 
ly people  are  neither  insensitive  nor  stupid, 
and  are  not  likely  to  relish  being  pushed 
around  like  pawns  on  a political  chessboard. 

Medicine  in  the  News 

From  the  Omaha  World-Herald — 

Omaha  will  become  one  the  world’s  prin- 
cipal centers  in  the  fight  against  cancer. 

The  Eugene  C.  Eppley  Foundation  has  an- 
nounced a grant  of  $2,500,000  to  build,  equip 
and  operate  a cancer  research  center  on  the 
campus  of  the  University  of  Nebraska  Gol- 
lege  of  Medicine.  This  will  be  supplemented 
by  a Federal  grant  of  800  thousand  dollars 
and  50  thousand  dollars  from  the  Univer- 
sity’s building  fund. 

With  this,  a $1,800,000  research  center 
will  be  built,  and  money  will  be  available  to 
help  staff  and  operate  it  for  20  years. 
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Eventually,  the  center  is  expected  to  have  a 
staff  of  one  hundred  to  two  hundred. 

i\Ir.  Eppley  suggested  establishment  of 
the  center  before  his  death.  Four  years  of 
study,  much  of  it  by  outside  experts,  led  to 
the  conclusion  that  conditions  here  are  un- 
usually favorable.  The  center  will  have  the 
benefit  of  close  co-operation  from  the  Ne- 
braska Medical  College,  and  many  of  its 
staff  members  will  hold  University  appoint- 
ments. The  center,  in  turn,  should  result 
in  the  best  of  teaching  in  this  field  in  the 
college,  and  add  to  the  college’s  prestige. 

From  the  Omaha  World-Herald — 

A study  of  nodules  on  the  lung  has  been 
undertaken  at  the  Omaha  Veterans  Hos- 
pital. 

The  research  into  solitary  pulmonary 
nodules  also  is  being  carried  on  at  other  Vet- 
erans Administration  and  Armed  Forces 
Hospitals  throughout  the  country. 

Dr.  John  Steele  of  the  San  Fernando,  Cali- 
fornia, Veterans  Administration  Hospital,  is 
heading  the  project. 

Dr.  K.  W.  Brown,  manager  of  Veterans 
Hospital  here,  said  the  research  is  aimed  at 
determining  the  incidence  of  cancer  in  the 
nodules. 


Doctors  in  the  News 

Doctor  Fred  Foots  Closes  His  Office — 

We  see  by  the  Republican-Nonpareil  (Cen- 
tral City)  that  Doctor  Fred  Fonts  of  Central 
City  has  retired  from  active  practice.  Dur- 
ing the  week  of  May  12th  he  terminated  “58 
years  in  the  practice  of  medicine  and  50  of 
those  years,  serving  more  than  one  genera- 
tion in  Central  City.” 

Doctor  Fonts  graduated  from  Creighton 
University  School  of  Medicine  in  1902,  and 
began  his  practice  at  Osborn,  Kansas.  After 
two  years  he  moved  to  Central  City  and  ac- 
cepted a call  to  the  mission  field  in  China, 
where  he  spent  six  years  in  medical  work 
and  teaching  in  the  Tsinian  Medical  College. 

When  he  returned  to  the  States  he  spent 
a year  on  the  faculty  at  Clifton  Springs 
Sanitorium,  Clifton  Springs,  N.Y.  He  then 
returned  to  Central  City  where  he  has  p]’ac- 
ticed  his  profession  until  the  present  time. 
He  has  continued  considerable  activity  in 


his  church  and  in  the  Masonic  lodge.  The 
account  does  not  tell  us  what  Doctor  Fouts 
and  his  wife  plan  to  do  after  his  retirement. 

News  and  Views 

Allergy  Foundation  Names  Medical  Students 
For  Summer  Scholarship  Awards — 

The  Allergy  Foundation  of  America  an- 
nounced recently  the  awarding  of  its  ?600 
summer  (or  quarterly)  scholarships  for  1960 
to  thirty  medical  students  from  medical 
schools  throughout  the  United  States  and 
Canada,  so  that  these  students  might  spend 
8-12  weeks  obtaining  supervised  training 
and  experience  in  both  clinical  and  research 
allergy.  This  is  the  largest  number  of  these 
awards  made  by  the  Foundation  during  any 
year  since  the  scholarship  program  was  be- 
gun in  1956. 

These  awards  are  intended  to  encourage 
and  assist  medical  students  to  obtain  a 
broader  knowledge  and  better  understanding 
of  the  allergic  diseases.  The  recipients  par- 
ticipate actively  in  research  allerg>’  or  in  the 
basic  sciences  related  to  allergy.  They  are 
taught  how  to  apply  information  and  knowl- 
edge acquired  in  the  laboratory  to  the  care 
and  treatment  of  the  individual  patient 
through  clinical  experience  in  the  hospital 
clinics  and  wards.  Throughout  the  tenure 
of  the  scholarship,  the  students  work  under 
the  supervision  and  direction  of  experienced 
research  scientists  and  clinical  teachers. 

These  awards  were  made  possible  by 
grants  to  the  Allergy  Foundation  of  America 
by:  Mr.  Robert  J.  Bauer,  of  Westerfield, 
N.J. ; -Burroughs  Wellcome  & Co.  (U.S.A.) 
Inc.,  of  Tuckahoe,  N.Y. ; Charles  E.  Merrill 
Trust,  of  Ithaca,  N.Y.;  Edwin  S.  Webster 
Foundation,  of  Boston,  Mass. ; and  Women’s 
Service  for  Asthma,  Inc.,  of  New  York,  N.Y. 

Four  scholarships  this  year  are  named 
“Burroughs  Wellcome  Summer  Scholar- 
ships” to  indicate  that  these  are  being  spe- 
cifically supported  by  the  Burroughs  Well- 
come Company  (U.S.A.)  Inc.,  of  Tuckahoe, 
New  York.  This  arrangement  permits  a 
pharmaceutical  company  with  a limited 
budget  for  this  purpose  to  participate  with 
the  Foundation  in  building  up  a cooperative 
scholarship  program.  The  awards  are  made 
by  the  Foundation’s  Scientific  and  Educa- 
tional Council  and  are  administered  by  the 
Foundation,  while  the  funds  are  provided  by 
the  company. 
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The  students  selected  were  nominated  by 
the  Deans  of  their  respective  medical  schools 
in  collaboration  with  the  heads  of  basic  sci- 
ence departments  at  these  institutions. 

The  awards  were  made  by  the  Board  of 
Trustees  of  the  Foundation  upon  recommen- 
dation of  its  Scientific  and  Educational 
Council. 

The  Allergy  Foundation  of  America,  with 
headquarters  at  801  Second  Avenue,  New 
York  City,  was  established  in  1953  to  pro- 
mote medical  education  and  research  in  al- 
lergy and  to  provide  the  public  with  author- 
itative information  and  advice  in  this  im- 
portant health  field. 

One  of  these  scholarships  was  awarded  to 
a student  at  the  University  of  Nebraska 
College  of  Medicine,  as  noted  in  the  follow- 
ing item. 

University  of  Nebraska  Student  Gets 
Summer  Scholarship  in  Allergy — 

Mr.  James  H.  Bell  of  410  North  40th 
Street,  Omaha,  Nebraska,  who  is  in  his  sec- 
ond year  at  the  University  of  Nebraska 
College  of  Medicine,  Omaha,  has  been 
awarded  a $600  scholarship  for  research  and 
clinical  training  in  the  field  of  the  allergic 
diseases  by  the  Allergy  Foundation  of  Amer- 
ica. 

Mr.  Bell  will  carry  out  his  work  under  the 
direction  of  Dr.  Gordon  E.  Gibbs,  Professor 
and  Chairman,  Department  of  Pediatrics, 
University  of  Nebraska  College  of  Medicine. 

Mr.  Bell  was  born  in  Philadelphia,  Penn- 
sylvania, and  is  married.  He  received  his 
B.A.  degree  in  February,  1958,  at  San  Diego 
State  College,  San  Diego,  California. 

Mr.  Bell’s  summary  of  the  work  to  he  un- 
dertaken and  its  purpose: 

An  investigation  is  to  be  made  concerning 
the  relationship  between  allergy  and  cystic 
fibrosis  of  the  pancreas.  Cystic  fibrosis  is 
diagnosed  mainly  by  the  finding  of  an  ab- 
normally high  level  of  sodium  chloride  in  the 
secretions  of  the  sweat  glands.  It  has  been 
noticed  that  this  condition,  to  a lesser  de- 
gree, exists  in  cases  of  allergy.  This  asso- 
ciation plus  the  fact  that  respiratory  and 
gastrointestinal  allergy  presents  symptoms 
similar  to  those  of  cystic  fibrosis  tends  to 
confuse  the  diagnosis  of  these  diseases. 

Allergy  skin  tests  will  be  done  on  known 


cases  of  cystic  fibrosis  and  determinations 
of  the  level  of  sodium  chloride  in  the  sweat 
will  be  performed  on  patients  with  allergy 
thus  possibly  supporting  the  idea  of  over- 
lapping in  some  mechanism  of  these  diseases. 
Also,  it  may  be  possible  to  conclude  that  the 
diagnostic  level  of  sweat  chloride  will  need 
to  be  raised  when  allergy  is  also  present  in 
the  individual  suspected  of  having  cystic  fi- 
brosis. It  is  also  hoped  that  this  investiga- 
tion will  lead  to  better  treatment  of  cases 
when  allergy  and  cystic  fibrosis  occur  to- 
gether. 

More  Fun  . . . Less  Medicine — 

Americans  are  spending  twice  as  much 
money  for  recreation,  alcholic  beverages  and 
tobacco  as  they  are  for  medical  care.  Two 
of  every  $18  the  public  spends  for  its  per- 
sonal needs  goes  for  recreation,  alcohol,  or 
tobacco  compared  to  an  expenditure  for 
medical  care  of  one  of  $18. 

These  statements  are  based  on  1958  fig- 
ures released  by  the  U.S.  Department  of 
Commerce. 

Americans  spent  $293  billion  on  their  per- 
sonal needs,  the  Department  reports.  Sev- 
enteen billion  dollars  of  this  sum  (or  5.8  per 
cent)  were  spent  for  recreation  while  $9.2 
billion  (3.1  per  cent)  went  for  alcohol  and 
$6.3  billion  (2.1  per  cent)  was  used  to  pur- 
chase tobacco  products,  for  a total  of  $32.5 
billion,  or  11  per  cent  of  total  personal  con- 
sumption expenditures. 

In  comparison  to  the  $32.5  billion,  $16.4 
billion  (5.6  per  cent)  was  spent  on  medical 
care.  Other  public  expenditures  in  1958  in- 
cluded $67  billion  for  food,  $38  billion  for 
housing,  nearly  $34  billion  for  transporta- 
tion, $32  billion  for  clothing,  accessories  and 
jewelry,  almost  $4  billion  for  religious  and 
welfare  activities,  and  $3.4  billion  for  educa- 
tion and  research. 

The  distribution  of  each  dollar  spent  for 
medical  care  changed  sharply  in  the  pe)’iod 
from  1938  to  1958. 

In  1958,  physicians  and  dentists  received 
a smaller  share  of  the  medical  care  dollar 
than  they  did  in  1938,  while  hospitals,  medi- 
cines and  appliances  received  a larger  share. 

From  each  dollar  of  the  $2.7  billion  spent 
for  medical  care  in  1938,  physicians  received 
30  cents,  but  by  1958  doctors  were  getting 
only  26  cents. 
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An  even  sharper  drop  was  experienced  by 
dentists,  whose  share  of  15  cents  was  reduced 
to  10  cents. 

The  slack  was  taken  up  by  hospitals, 
medicines  and  appliances.  Twenty  -two 
cents  out  of  eveiy  medical  care  dollar  spent 
in  1938  was  for  hospital  services;  but  by 
1958,  this  slice  of  the  dollar  was  up  to  31 
cents.  Hospitals  attribute  this  rise  to  the 
expansion  of  hospital  services  and  greater 
utilization  which  has  increased  the  number 
and  variety  of  skilled  personnel  required. 
(Journal  of  the  Michigan  State  Medical  So- 
ciety). 

-\void  Narcotic  Problem — 

The  following  rules  for  the  control  of  nar- 
cotics in  medical  practice  are  recommended 
by  the  Narcotic  Control  Section  of  the  Penn- 
sylvania Department  of  Health. 

1.  Don’t  leave  prescription  pads  around. 
They’re  handy  for  forgeries. 

2.  Don’t  leave  your  physician’s  bag  in  an 
unlocked  car.  Lock  it  in  the  trunk 
or  carry  it  with  you. 

3.  Don’t  prescribe  narcotics  on  the  stoiy 
that  another  doctor  has  been  doing  it. 
Check  with  the  physician  or  the  hos- 
pital records. 

4.  Don’t  leave  blank  Rx’s  signed  in  your 
office  for  nurses  to  fill  in.  Many 
such  blanks  have  been  stolen  and  used. 

5.  Don’t  give  an  unused  prescription 
blank  to  anyone,  without  first  mark- 
ing VOID  across  its  face.  It  may  turn 
up  as  a forged  prescription. 

6.  Don’t  fail  to  give  your  patient  a physi- 
cal examination  before  prescribing 
narcotics.  Agreeing  with  a patient’s 
story  is  not  a diagnosis. 

7.  Don’t  write  Rx’s  in  the  names  of  pa- 
tients or  relatives  to  obtain  narcotics 
for  your  office  use.  This  is  a viola- 
tion of  the  law. 

8.  Don’t  fail  to  be  as  careful  in  the  pre- 
scribing of  narcotics  for  your  patients 
in  a hospital  as  you  would  be  if  they 
were  obtaining  Rx’s  from  you  in  your 
office.  Addiction  has  been  caused  by 
excessive  amounts  of  narcotics  re- 
ceived in  hospitals. 

9.  Don’t  treat  any  ambulatory  cases  of 


addiction.  Addicts  must  be  under 
proper  control.  Addicts  often  go  to 
more  than  one  doctor  at  a time. 

10.  Don’t  fail  to  have  a special  narcotic 
tax  stamp  for  each  office  or  location 
where  you  practice.  Failure  may  re- 
sult in  a fine. 

Boredom  and  Age — 

A variety  of  agencies  — governmental, 
unions,  universities,  the  Junior  League,  and 
others  of  diverse  nature  are  all  attacking 
what  is  called,  “the  problem  of  the  aged.” 

A preface  to  a series  of  articles  on  aging 
in  the  Joui'nal  of  the  Michigan  State  Med- 
ical Society  states  that  an  artificial  problem 
is  created  through  artificial  provisions  of  the 
economy.  Special  considerations  for  the 
aged  such  as  more  recreation,  subsidy  of 
medical  care,  special  housing,  and  other 
items  are  described  as  “baby-sitter-type” 
provisions. 

At  a time  when  medical  science  has  in- 
creased the  span  of  healthy  years,  other 
forces  in  society  are  arbitrarily  reducing  the 
number  of  working  years.  Retirement  is 
forced  as  a result  of  policy  at  a time  when 
many  are  still  physically  and  mentally  fit  to 
continue  as  productive  citizens. 

jMany  of  those  who  are  classified  as  “too 
old  to  hire”  are  actually  younger  than  the 
President  of  the  United  States  and  many 
other  prominent  leaders  of  business  and 
government. 

The  preface  continues  to  emphasize  that 
investigations  indicate  a single  predominant 
complaint  from  our  “senior  citizens”  is  that 
of  boredom. 

Aging  ...  A Second  Look — 

A workshop  which  included  leaders  in 
medicine,  health,  education,  and  government 
has  developed  ten  possible  solutions  to  the 
problems  of  the  aging.  Sponsored  by  the 
Michigan  State  Medical  Society,  the  work- 
shop program  had  as  its  objectives  to  share 
new  information  in  the  area  of  aging  and  to 
explore  ways  in  which  the  medical  profes- 
sion can  better  participate  in  the  regional 
and  state  conferences  on  aging. 

One  of  the  participants,  Fredrick  C. 
Swartz,  M.D.,  Chairman  of  the  American 
IMedical  Association  Committee  on  Aging, 
stated  that  “proponents  for  Forand-type 


392 


Nebraska  S.  M.  J. 


legislation  have  distorted  the  facts  and  would 
have  us  believe  that  most  of  the  aged  are  sick 
and  infirm,  and  that  their  financial  picture 
is  drastically  different  from  the  rest  of  the 
population.” 

Doctor  Swartz  referred  to  a recent  survey 
indicating  that  one  in  ten  of  those  between 
the  ages  of  65  and  74  have  some  illnesses 
and  one  in  five  of  those  over  75  years  of 
age  have  illnesses,  leaving  many  millions 
past  65  in  presumably  good  health.  This, 
he  concluded,  is  not  the  dismal  picture  pre- 
sented by  some. 

Referring  to  statistics  indicating  a large 
number  of  those  over  65  having  extremely 
limited  incomes.  Doctor  Swartz  commented 
that  a similar  situation  can  be  shown  to  ex- 
ist for  sixty  million  people  who  are  under 
64  years  of  age.  This,  he  indicated,  makes 
the  financial  problems  of  the  aged  little  dif- 
ferent than  the  financial  problems  of  all 
citizens. 

The  conference,  described  in  the  Journal 
of  the  Michigan  State  Medical  Society, 
studied  many  aspects  of  the  question  of  ag- 
ing. Among  the  ten  proposals  resulting 
from  the  workshop  for  improving  the  lot  of 
the  aging  were  a cessation  of  compulsory  ar- 
bitrary retiring  policies  by  industry  and  la- 
bor, a sharing  between  the  state  and  com- 
munity of  the  costs  of  voluntary  health  in- 
surance for  those  persons  in  need  of  assist- 
ance, increasing  old  age  assistance  pro- 
grams, an  inauguration  of  pilot  studies  in 
new  concepts  in  housing  facilities  for  the 
aged,  encouragement  of  pre-retirement  plan- 
ning programs,  and  the  stimulation  of  great- 
er interest  in  preventive  medicine  programs 
for  the  individual  throughout  his  life  time. 

News  From  Nebraska  Heart 
Association 

Two  research  scientists  distinguished  in 
the  fields  of  biochemistry  and  clinical  medi- 
cine were  named  by  the  American  Heart  As- 
sociation to  lifetime  posts  as  Career  Investi- 
gators. 

Dr.  Manuel  F.  Morales,  40,  professor  and 
chairman  of  the  department  of  biochemistry 
at  Dartmouth  Medical  School,  and  Dr.  Oscar 
D.  Ratnoff,  43,  associate  professor  of  medi- 
cine at  Western  Reserve  University  School 
of  Medicine,  are  the  eighth  and  ninth  to  re- 
ceive such  research  appointments  from  the 


Heart  Association.  The  awards  become  ef- 
fective July  1st. 

Trained  in  physics  and  chemistry.  Dr. 
Morales  has  applied  these  sciences  to  one  of 
the  fundamental  problems  of  physiology: 
how  do  muscles,  hearts  and  other  cells  move? 
His  work,  in  which  numerous  colleagues  and 
students  have  collaborated,  has  strongly  in- 
fluenced scientific  thinking  about  the  mech- 
anism of  contraction.  This  mechanism  un- 
derlies all  movements  of  the  body,  voluntary 
and  involuntary,  including  the  heart  beat. 

The  precise  movement  of  muscles,  for  ex- 
ample, is  still  understood  only  crudely,  but 
a theoretical  explanation  put  forth  in  1951 
by  Dr.  Morales  and  Dr.  Jean  Botts  inspired 
extensive  and  valuable  work  by  many  other 
scientists  in  various  fields  concerned  with 
this  problem,  opening  up  a new  and  fruitful 
area  for  investigation. 

Dr.  Ratnoff,  whose  laboratories  are  at 
University  Hospitals  of  Cleveland  is  noted 
for  his  work  on  blood  coagulation,  a field  as 
speculative  and  largely  unexplored  as  that 
of  muscular  contraction.  His  studies  have 
helped  to  explain  both  the  blood-clotting 
process  and  the  congeital  or  disease-caused 
defects  which  interfere  with  this  process. 

Clotting  is  essential  to  protect  the  body 
against  the  loss  of  blood  from  a wound. 
Hemophiliacs,  whose  clotting  mechanism  is 
defective,  may  bleed  to  death.  But  clotting 
can  be  dangerous  if  it  occurs  inside  the  ar- 
teries and  cuts  off  the  supply  of  blood  to 
the  heart  or  the  brain. 

In  recent  experimental  work  Dr.  Ratnoff 
has  explored  some  of  the  intermediary  steps 
by  which  fluid  blood  solidifies.  The  forma- 
tion of  a clot  which  normally  takes  from  six 
to  nine  minutes,  is  a chemically  intricate, 
many-linked  chain  reaction,  with  each  step 
dependent  on  the  completion  of  the  preced- 
ing one.  If  any  of  the  necessary  elements  is 
missing,  the  clot  will  not  form.  Only  a few 
of  these  elements  have  been  identified  so 
far.  In  1953  Dr.  Ratnoff  isolated  and  iden- 
tified the  “Hageman  factor,”  named  after  a 
patient  whose  plasma  lacked  this  substance. 
This  has  been  recognized  as  a major  discov- 
ery in  the  field. 

The  new  appointments  add  to  the  exten- 
sive research-support  programs  sponsored 
by  the  American  Heart  Association,  and  in 
which  the  Nebraska  Heart  Association  par- 
ticipates through  its  contributions. 
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Human  Interest  Tales 

Dr.  John  Bogle,  Loup  City,  underwent 
surgery  at  an  Omaha  hospital  in  ]\Iay. 

Dr.  \y.  ]\Iax  Gentry,  Gering,  has  been  re- 
elected president  of  the  Wyo-Braska  Area 
Council,  Boy  Scouts  of  America. 

Dr.  John  Baker,  Sutherland,  attended  a 
postgraduate  course  in  heart  diseases  in  l\Iin- 
neapolis  in  May. 

Dr.  Barbara  Heaney,  Omaha,  has  joined 
the  Lincoln  staff  of  the  Catholic  Social 
Service  Bureau  as  a psychiatric  consultant. 

IMrs.  J.  E.  IMeyer,  Sr.,  Columbus,  has  been 
elected  president  of  the  Platte  County  Medi- 
cal Auxiliary  for  the  coming  year. 

Dr.  Herman  Jahr,  Omaha,  has  been  elect- 
ed chairman  of  the  Children’s  Therapy  Cen- 
ter medical  staff. 

The  tenth  annual  season  of  the  Floyd  S. 
Rogers  camp  for  diabetic  children  was  held 
during  the  weeks  of  June  5 to  June  18. 

Dr.  John  R.  Thompson,  Auburn,  was  a 
guest  speaker  at  a recent  meeting  of  the  Au- 
burn Kiwanis  club. 

Dr.  Ralph  IMoore,  Omaha,  was  a gue.st 
speaker  at  the  May  meeting  of  the  Adams 
County  Medical  Society  in  Hastings. 

Dr.  J.  P.  Feese,  Hastings,  celebrated  his 
90th  birthday  on  May  1st.  Dr.  Feese  re- 
tired from  active  practice  several  years  ago. 

Dr.  George  E.  Shada,  Omaha,  has  been 
elected  president  of  the  Nebraska  Society 
of  Clinical  Hypnosis. 

Dr.  T.  P.  Krush,  Omaha,  was  a guest 
speaker  at  a recent  meeting  of  the  Grand 
Island  Associated  Dinner  Club. 

Dr.  R.  G.  Gelwick,  Sutton,  announced  the 
closing  of  his  medical  office  in  this  com- 
munity on  June  11. 

Dr.  J.  P.  Tollman,  Omaha,  attended  a Na- 
tional Security  Forum  at  the  War  College 
at  Maxwell  Air  Force  Base,  Georgia,  in  May. 

Dr.  Frank  Stone,  Lincoln,  was  the  guest 
speaker  at  the  IMay  meeting  of  the  Four- 
County  IMedical  Society. 

Dr.  H.  D.  Hilton,  Lincoln,  was  the  guest 
speaker  at  the  May  meeting  of  the  Sixth 
Councilor  District  Medical  Society  held  in 
York. 


Dr.  P.  0.  Marvel,  Giltner,  a 1909  graduate 
of  Cotner  College  in  Lincoln,  was  honored 
by  the  Cotner  School  of  Religion  in  ^lay  for 
his  50  years  of  medical  service. 

The  new  Cessna  airplane  of  Dr.  James 
IMalj-  of  Fullerton  was  damaged  when  it  was 
overturned  recently  by  a gust  of  wind  while 
being  taxied  at  the  Grand  Island  airport. 

Dr.  Donald  G.  Ritter,  Lincoln,  has  been 
elected  a fellow  of  the  American  Academy  of 
Pediatrics  at  the  organization’s  annual  meet- 
ing in  Atlantic  City  in  l\Iay. 

Dr.  Charles  E.  Richards,  Omaha,  discussed 
the  subject  “Diet  Fads  in  Thailand”  at  a 
IMay  meeting  of  the  Omaha-Council  Bluffs 
Dietetic  Association. 

Dr.  Richard  L.  Egan,  Omaha,  represented 
Nebraska  at  the  Great  Plains  Regional  Con- 
ference of  the  American  Heart  Association 
in  Minneapolis  in  May. 

Dr.  G.  Paul  Charlton,  Hastings,  has  ac- 
cepted reappointment  for  the  second  year  on 
the  National  Foundation’s  1959  Health 
Scholarship  Committee. 

Dr.  F.  A.  Barta,  formerly  of  Ord,  attended 
the  50th  anniversary  of  his  graduating  class 
of  the  old  Iowa  City  IMedical  College  in  May. 
Dr.  Barta  is  now  living  in  Napa,  California. 

Dr.  Peter  A.  Peffer,  Glenwood,  Iowa,  was 
recently  named  Assistant  Professor  of  Neu- 
rology and  Psychiatry  by  the  Board  of  Re- 
gents at  the  University  of  Nebraska  College 
of  Medicine. 

Dr.  C.  C.  Nelson,  Fremont,  attended  a 
week-long  course  in  fractures  and  traumatic 
surgery  in  Chicago  in  May.  The  course  was 
sponsored  by  the  Chicago  Chapter  of  the 
American  College  of  Surgeons. 

Drs.  Richard  Smith  and  L.  Thomas  Hood 
and  their  families,  spent  10  days  in  Mexico 
in  May.  The  doctors  attended  a medical 
meeting  in  IMexico  City  before  returning 
home  to  Omaha. 

Dr.  A.  R.  IMcIntyre,  Omaha,  suffered  crit- 
ical cuts  about  the  head  and  legs  while  in 
IMexico  City  in  May,  when  he  walked 
through  a plate  glass  partition  when  emerg- 
ing from  a darkened  theater. 

Dr.  H.  F.  Elias,  Beatrice,  has  been  ap- 
pointed as  an  Assistant  Professor  in  the  De- 
partment of  Surgery  at  Creighton  Univer- 
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sity  School  of  Medicine.  Dr.  Elias  will  con- 
tinue his  practice  in  Beatrice. 

The  University  of  Nebraska  College  of 
Medicine  is  the  new  Nebraska  Lions  eye- 
bank  center.  May  1st  was  the  official  start- 
ing date  of  this  important  phase  of  the  sight 
conservation  program  being  carried  on  by 
Lions  club. 


Announcements 

Berlin  Is  Callinf?  the  Physicians 
Of  the  World — 

The  Secretary  General  of  The  World 
Medical  Association,  Dr.  Louis  H.  Bauer, 
extends  a cordial  invitation  from  the  Ger- 
man Medical  Association  to  all  the  members 
of  the  Medical  Society  of  your  State  to  at- 
tend the  XIVth  General  Assembly  of  The 
World  Medical  Association  being  held  in 
West  Berlin,  Germany,  September  15-22, 
1960. 

The  World  Medical  Association  needs  the 
support  of  every  American  physician  in  its 
struggle  to  maintain  high  standards  in  medi- 
cine and  to  protect  the  freedom  of  medical 
practice,  both  of  which  are  threatened  all 
over  the  world.  Every  physician  in  the  U.S. 
should  belong  to  the  United  States  Commit- 
tee of  W.M.A. 

For  details  write; 

The  World  Medical  Association 
United  States  Committee,  Inc. 

10  Columbus  Circle 
New  York  19,  N.Y. 

Course  in  Laryngolosjy  and  Bronchoesophagology — 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  will 
conduct  a postgraduate  course  in  Laryn- 
gology and  Bronchoesophagology  from  Oc- 
tober 17  through  October  29,  1960,  under 
the  direction  of  Paul  H.  Holinger,  M.D. 

Registration  will  be  limited  to  fifteen 
physicians  who  will  receive  instruction  by 
means  of  animal  demonstrations  and  prac- 
tice in  bronchoscopy  and  esophagoscopy,  di- 
agnostic and  surgical  clinics,  as  well  as 
didactic  lectures. 

Interested  registrants  will  please  write  di- 
rectly to  the  Department  of  Otolaryngology, 
University  of  Illinois  College  of  Medicine, 
1853  West  Polk  Street,  Chicago  12,  Illinois. 


Graduate  Fellowship  in  Medical  Writing 
Established — 

The  Texas  Medical  Association  lost  its 
longtime  Managing  Editor,  Harriet  Cun- 
ningham, by  death  in  May  of  this  year.  “As 
a fitting  tribute,  friends  and  associates  are 
establishing  the  Harriet  Cunningham  Me- 
morial Graduate  Fellowship  in  Medical  Writ- 
ing at  the  University  of  Texas.”  The  ob- 
ject of  this  course  is  to  produce  writers 
capable  of  “mature  and  intelligent  presenta- 
tion of  matters  concerning  medical  informa- 
tion and  the  medical  profession.” 

This  Memorial  Graduate  Fellowship  in 
Medical  Writing  will  be  administered  by  the 
Board  of  Trustees  of  the  Texas  Medical  As- 
sociation, and,  we  assume,  further  informa- 
tion may  be  obtained  by  writing  the  Asso- 
ciation at  1801  North  Lamar  Blvd.,  Austin, 
Texas. 

“Designated”  Medical  Examiners  for 
Aviation  Personnel — 

Effective  June  15,  1960,  the  Federal  Avia- 
tion Agency  will  require  that  student  and 
private  pilots  be  given  their  medical  examin- 
ations by  designated  medical  examiners. 
This  rule  reinstates  a practice  which  was 
in  effect  from  1926  until  1945. 

In  announcing  the  reestablishment  of  this 
practice,  Dr.  James  L.  Goddard,  the  Civil 
Air  Surgeon,  has  emphasized  his  previous 
statements  that  any  physician  may  be  con- 
sidered eligible  for  designation  as  an  exam- 
iner. 

His  statement,  made  public  February  11, 
1960,  follows; 

In  order  to  have  a better  understand- 
ing of  the  proposed  rule,  I wish  to  point 
out  that  it  is  designed  to  accomplish  the 
following  needed  improvements  in  the 
administration  of  the  Agency’s  medical 
certification  program. 

1.  To  maintain  a group  of  medical  exam- 
iners who  are  clearly  responsive  to 
the  needs  of  public  safety  in  the  per- 
formance of  examinations  and  the 
issuance  of  medical  certificates  to  air- 
men. 

2.  To  permit  the  administration  of 
training  programs  to  maintain  the 
quality  of  performance  of  medical 
examiners  and  to  permit  the  dissem- 
ination of  special  instructions  per- 
taining to  the  needs  of  civil  aviation. 
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3.  To  bring  into  the  program  those 
physicians  who  have  the  professional 
qualifications  and  a demonstrated  in- 
terest in  the  medical  certification 
field. 

4.  This  would  permit  the  designation  of 
any  qualified  physician  who,  by  his 
application,  has  demonstrated  inter- 
est in  the  program. 

Those  physicians  in  localities  where  fly- 
ing activities  are  conducted  may  wish  to 
consider  filing  an  application  for  designa- 
tion by  writing  to  the  Civil  Air  Surgeon, 
Federal  Aviation  Agency,  Washington  25, 
D.C. 

Designation  as  an  aviation  medical  exam- 
iner will  qualify  the  designee  to  examine 
both  Class  II  (commercial)  and  Class  III 
(student  and  private)  airmen,  including  con- 
trol tower  operators.  Instructions  concern- 
ing the  required  procedures,  standards,  and 
equipment  will  be  supplied  to  those  who  ap- 
ply- 

Since  commercial  and  airline  transport 
pilots  have  always  been  required  to  obtain 
examinations  from  specifically  selected 
physicians,  there  are  presently  some  2,000 
aviation  medical  examiners  previously  desig- 
nated and  located  throughout  the  country. 
Expanding  aviation  activities  will  result  in  a 
continuing  need  for  additional  examiners. 
There  are  at  present  some  400,000  active 
civil  airmen  of  whom  approximately  240.000 
are  examined  each  year. 

Round  the  World  in  80  Days — 

The  World  JNIedical  Association  announces 
a “round  the  world”  80-day  cruise.  A west- 
bound cruise  of  members  who  will  visit  va- 
rious hospitals  on  a round  the  world  cruise 
and  spend  specific  periods  between  ports  in 
discussing  and  crystalizing  their  impres- 
sions leaves  New  York  City  on  January  14, 
1961  — Los  Angeles  January  26th  and  re- 
turns to  New  York  City  on  April  4th,  1961. 
Minimum  fare  as  low  as  $2250.  Doctor  E. 
Gurney  Clark  will  be  the  Medical  Tour  Lead 
er.  If  interested,  more  details  can  be  had  by 
writing  The  World  Medical  Association,  10 
Columbus  Circle,  New  York  19,  N.Y.,  Louis 
H.  Bauer,  M.D.,  Secretary-Treasurer. 

Annual  Clinical  Congress  American 
College  of  Surgeons — 

The  46th  Annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held 


in  San  Francisco,  California,  October  10 
through  14,  1960.  Headquarters,  Civic  Au- 
ditorium. 

Nursing  Scholarships  To  Be  Provided — 

Judson  B.  Branch,  president  of  the  All- 
state Insurance  Companies,  has  announced 
a program  to  provide  scholarships  for  stu- 
dent nurses  and  to  aid  in  recruiting  young 
persons  for  the  nursing  profession. 

It  is  said  the  program  will  begin  in  1960 
and  will  make  possible  the  awarding  of  50 
or  more  scholarships  annually  to  young  per- 
sons who  plan  to  enter  the  nursing  profes- 
sion. 

Arrangements  for  awarding  the  scholar- 
ships will  be  made  through  local  nursing- 
schools,  with  none  of  the  applicants  applying 
directly  to  the  Allstate  Foundation.  Branch 
said  “We  shall  make  use  of  existing  facili- 
ties and  cooperate  with  existing  nursing 
awards  programs.” 

Americans  to  Present  Course  in  Nasal  Surgery 
At  Medical  .School  in  Jerusalem — 

A postgraduate  course  in  “Reconstructive 
Surgery  of  the  Nasal  Septum  and  External 
Pyramid”  will  be  presented  by  the  Depart- 
ment of  Otorhinolaryngology  of  Mayer  de 
Rothschild  Hadassah  University  Hospital 
and  the  Hebrew  University-Hadassah  Medi- 
cal School  of  Jerusalem,  in  Jerusalem,  July 
31  to  August  11,  it  was  announced. 

The  guest  director  will  be  Dr.  Maurice  H. 
Cottle,  professor  of  rhino-oto-laryngologj'  at 
the  Chicago  Medical  School,  and  founder  of 
the  American  Rhinologic  Society  which  will 
cooperate.  Dr.  Cottle  will  be  assisted  by  a 
faculty  of  specialists  from  the  United  States 
and  other  countries. 

For  further  information,  write  to  the 
Dean,  Hebrew  University-Hadassah  Medical 
School,  Jerusalem,  Israel,  or  to  Dr.  Robert 
M.  Hansen,  Secretary  of  the  American 
Rhinologic  Society,  1715  North  Wheeler 
Avenue,  Portland  17,  Ore. 

The  Woman's  Auxiliary 

Dawson  County — 

The  Dawson  County  Medical  Auxiliary 
met  in  May  at  the  home  of  Mrs.  Chas. 
Sheets,  Cozad,  with  Mrs.  V.  D.  Norall  pre- 
siding. 
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Mrs.  D.  A.  McGee,  Lexington,  and  Mrs. 
Chas.  Hranac,  Cozad,  reported  on  the  state 
convention  activities.  Mrs.  S.  H.  Perry, 
Gothenburg,  reviewed  the  actions  of  the 
state  board  meeting. 

A program  was  organized  by  Mrs.  Norall 
with  magazine  sketches  of  physicians  and 
their  wives.  Mrs.  Sheets  introduced  Cozad 
high  school  seniors,  Joyce  Sitorius,  daugh- 
ter of  Dr.  and  Mrs.  Rodney  Sitorius,  and 
Susan  Armbruster,  daughter  of  Mr.  and  Mrs. 
Alan  Armbruster,  who  presented  the  re- 
spective vocal  and  piano  selections  for  which 
they  won  “superior”  in  the  State  Music  Con- 
test. 

Present  were  guests  Mrs.  Alan  Arm- 
bruster and  Mrs.  Carol  Bagley,  and  Mmes. : 
Chas.  Sheets,  Chas.  Hranac,  Rodney  Sitorius, 
0.  P.  Rosenaugh,  J.  V.  Scholz,  Cozad;  B.  W. 
Pyle,  S.  H.  Perry,  D.  0.  Inslee,  Gothenburg; 
V.  D.  Norall,  A.  W.  Anderson,  P.  B.  Olsson, 
D.  A.  McGee,  T.  D.  Calvert,  W.  B.  Long, 
Lexington. 


Know  Your 
Blue  Shield  Plan 


The  Federal  Employees  Health  Act  . . . Its 
Sisnificance  for  Medicine — 

The  Federal  government,  as  an  employer 
— the  largest  employer  in  the  U.S.A.  — is 
about  to  provide  medical  care  security  to 
some  4 million  Federal  employees  and  their 
dependents. 

Under  the  new  Health  Benefits  Act, 
passed  by  Congress  last  September,  govern- 
ment workers  began  to  enroll  about  June  1, 
1960  in  one  or  another  of  four  types  of  hos- 
pital and  medical  care  programs;  (1)  a serv- 
ice benefit  plan  (Blue  Cross-Blue  Shield); 
(2)  an  indemnity  plan  (underwritten  by  an 
insurance  company) ; (3)  an  employee  or- 
ganization plan  (of  which  a considerable 
number  have  been  set  up  by  Federal  em- 
ployee organizations)  ; (4)  a comprehensive 
“closed  panel”  plan  (such  as  the  Kaiser 
Health  Plan,  or  H.I.P.)  — where  such  pro- 
grams exist.  Federal  contributions  will 
commence  in  July  toward  the  cost  of  what- 
ever plan  may  be  selected  by  each  Federal 
worker. 

Each  employee  will  have  the  utmost  free- 
dom to  choose  among  the  specific  plans  to  be 


approved  by  the  U.S.  Civil  Service  Commis- 
sion in  negotiations  now  going  on  between 
the  Commission  and  the  “carriers”  of  the 
four  types  of  program  specified  in  the  Act. 

Our  government  has  shaped  its  program  in 
accordance  with  the  mutual  desire  of  its  em- 
ployees and  their  doctors  for  a free  choice 
of  physician  and  plan. 

To  meet  the  natural  requirements  of  the 
Civil  Service  Commission  for  a reasonable 
degree  of  uniformity  among  the  programs 
offered  by  the  79  Blue  Cross  and  the  67  Blue 
Shield  Plans,  many  Plans  will  have  to  alter 
or  add  to  their  established  benefit  provi- 
sions. This  will  call  for  cooperation  among 
all  of  us  who  are  providing  services  to  pa- 
tients under  our  local  Blue  Shield  Plans. 

The  significance  of  the  Federal  Employee 
Health  Benefits  Act  for  the  future  of  Amer- 
ican medicine  can  scarcely  be  exaggerated. 
Under  the  terms  of  this  act,  our  government 
will  contribute  toward  the  cost  of  a hospital 
and  medical  care  coverage  program  for  all 
Federal  Employees.  Thus,  the  government 
as  an  employer  assumes  a direct  interest  in, 
and  responsibility  for,  the  health  care  of  its 
career  servants. 

Moreover,  the  government  may  be  expect- 
ed to  scrutinize  the  effectiveness  of  the  cov- 
erage provided  in  order  to  assess  the  capa- 
city of  our  voluntary  programs  to  function 
in  an  acceptable  fashion  in  meeting  the  pub- 
lic’s need  for  “prepaid”  health  services. 
Thus,  our  voluntary  system  of  prepayment 
as  well  as  those  dedicated  to  the  support  of 
those  programs  may  be  said  to  be  on  trial. 
And  if  our  physician-sponsored  programs 
serve  creditably  and  satisfactorily,  the  med- 
ical profession  through  its  own  prepayment 
plans  will  have  struck  a mighty  blow  for 
the  future  of  free  enterprise  and  the  private 
practice  of  medicine. 


HEALTH  CARE  OF  THE  AGED: 

THE  A.M.A.’S  PROPOSALS 

(Continued  from  page  338) 

get  from  the  Federal  Government  is  “free.” 
We  know  there  are  some  Congressmen  with 
such  fortitude,  but  far  too  few. 

The  Forand  bill,  and  others  of  similar 
nature,  were  making  such  vote-getting  mile- 
age for  the  Democrats  that  the  Administra- 
tion apparently  felt  obliged  to  offer  a pack- 
age of  like  character.  The  so-called  Admin- 
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istration-proposals,  a little  better  in  some 
ways,  a little  worse  in  others,  than  the  For- 
and  bill,  is  the  result.  Now,  it  has  become 
obvious  that  both  parties  will  underwrite 
some  sort  of  legisaltion  dealing  with  health ; 
legislation  which,  if  it  becomes  law,  will 
breach  the  defenses  against  state  medicine 
and  open  the  door  to  more  complete  social- 
ization. 

President  Louis  M.  Orr  of  the  American 
IMedical  Association,  faced  at  first  with  the 
Forand-type  of  bill  and,  finally  with  the 
Administration’s  proposals,  has  issued  the 
following  statement  in  behalf  of  the  A.M.A. : 

The  administration  proposal  is  based  on 
the  false  premise  that  almost  all  persons 
over  65  need  health  care  and  cannot  afford 
it.  This  is  not  a fact.  The  truth  is  that  a 
majority  of  our  older  people  are  capable  of 
continuing  a happy,  healthy,  and  in  many 
cases,  productive  life.  Of  the  more  than  fif- 
teen million  persons  in  the  nation  over  65 
years  of  age,  only  15  per  cent  are  on  old  age 
assistance.  An  undetermined  number,  al 
though  able  to  finance  other  costs,  find  it 
difficult  to  withstand  the  additional  burden 
of  the  cost  of  illness.  It  is  for  these  people 
that  something  should  be  done.  Neither  the 
Forand-type  legislation  nor  the  Administra- 
tion proposal  are  tailored  to  meet  these 
problems. 

Here  is  A.M.A.’s  positive,  constructive  8- 
point  program  for  the  health  care  of  the 
aged : 

(1 ) The  Needy  Aged.  These  aged  now  re- 
ceive health  care  through  Old  Age  As- 
sistance Programs.  Here  the  need  is 
for  better  organized  medical  care  pro- 
grams, including  improved  preventive 
medical  care; 

(2)  The  Near-Needy.  This  is  the  group, 
whose  size  is  indeterminate,  who  can 
meet  ordinary  costs  of  living  but  can- 
not pay  for  health  care  costs.  The 
A.IM.A.  supports  a state-administered 
program  of  federal  grants-in-aid  to 
the  states  for  the  liberalization  of  ex- 
isting Old  Age  Assistance  programs 
so  that  the  near-needy  could  be  given 
health  care  without  having  to  meet 
the  present  rigid  requirements  for 
indigency.  A liberalized  definition 
as  determined  locally  would  permit 
an  expanded  program  and  encompass 
the  near-needy  group; 


(3)  Facilities.  Better  nursing  home  fa- 
cilities for  the  long-term  care  of  the 
aged  person,  especially  those  over  the 
age  of  75,  is  the  most  urgent  health 
care  need  before  the  nation  today. 
The  average  age  of  nursing  home  pa- 
tients is  80,  and  their  average  dura- 
tion of  stay  is  2 years.  It  is  here  that 
major  improvement  can  be  brought 
about.  A.M.A.  supports  federal  pro- 
grams for  the  provision  of  grants 
through  the  Hill-Burton  mechanism 
to  provide  for  new  nursing  home  addi- 
tions to  existing  hospitals.  For  pro- 
prietary nursing  homes  the  A.M.A. 
supported  the  recently  enacted 
amendment  to  the  Federal  Housing 
Act  providing  for  government  guar- 
anteed mortgage  loans  to  proprietary 
nursing  homes.  A.M.A.  is  also  co- 
operating with  the  American  Nursing 
Home  Association  and  the  American 
Hospital  Association  in  an  effort  to 
bring  about  a rapid  improvement  in 
medical  care  provided  in  nursing 
homes. 

(4)  Voluntary  Health  Insurance.  Health 
insurance  and  prepayment  policies 
tailored  to  meet  the  needs  of  the  aged 
for  long-term  nursing  home  care, 
must  be  developed  as  rapidly  as  pos- 
sible. Health  insurers  and  the  Blue 
Cross  and  Blue  Shield  plans  across  the 
nation  are  already  experimenting  in 
this  new  area  of  coverage; 

(5)  Home  Nursing  Care.  Care  of  the 
aged  patient  at  home  is  psychological- 
ly, medically,  and  financially  desir- 

- able.  Many  programs  to  promote 
home  care  are  being  developed.  Home- 
maker’s services  also  provide  oppor- 
tunities for  children  caring  for  aged 
mothers  or  fathers  to  continue  gain- 
ful occupation.  They  need  to  be  ex- 
panded ; 

(6)  Attitude  Toward  Aged.  A basic 
change  in  attitude  toward  the  aged 
persons  must  be  brought  about.  The 
pe]'Son  who  reaches  65  has  not  sud- 
denly become  non-productive,  and 
senescent.  On  the  contrary,  most 
persons  over  65  are  reasonably  well 
and  able  to  work.  Increased  produc- 
tivity by  eliminating  compulsory  re- 
tirement and  permitting  voluntary 
change  of  work  is  an  essential  part 
of  the  answer  to  the  present  problem ; 
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(7)  Health  Education.  Many  older  per- 
sons are  unaware  of  the  need  for  con- 
tinuing healthful  nutrition  and  other 
practices  that  contribute  to  good 
health.  Above  all  the  “will  to  live”  is 
essential  to  continuing  health.  Pre- 
ventive medical  measures  instituted 
long  before  the  age  of  65  also  can  con- 
tribute materially  to  the  promotion 
of  good  health  after  age  65. 

(8)  The  Purchasing  Power  of  the  Dollar. 
One  of  the  principal  economic  prob- 
lems of  the  aged  person  in  the  last 
twenty  years  has  been  the  constant 
and  continuing  erosion  of  the  pur- 
chasing power  of  his  pension  benefits. 
Any  government  program  to  help  the 
aged  must  be  anti-inflationary  and 
maintain  the  purchasing  power  of 
fixed  pension  and  annuity  benefits. 

Sensible,  economical  health  care  programs 
for  the  aged  that  preserve  freedom  at  the 
same  time  they  promote  security  must  nec- 
essarily be  limited  to  support  for  the  needy 
aged  and  leave  to  voluntary,  competitive, 
private  enterprise,  those  activities  needed  to 
improve  the  health  care  of  the  rest. 
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ORGANIZATIONS.  NATIONAL 

American  Academy  of  General  Practice  American  Heart  Association 

Mr.  Mac  F.  Cahal  Mr.  Rome  A.  Betts,  Secy. 

Volker  at  Brookside  44  East  23rd  Street 

Kansas  City  12,  Missouri  New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecology  American  Society  of  Anesthesiology 
Mr.  D.  F.  Richardson,  Secy.  J.  E.  Remlinger,  Secy. 

79  West  Monroe  802  Ashland  Ave. 

Chicago  3,  Illinois  Wilmette,  Illinois 


American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy, 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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Creighton  I'niversity  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Mar\nn  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1420  Sharp  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Govemor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 

American  College  of  Surgeons 
I>wight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 

American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 
F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal 

URINE  ALCOHOL  AS  TEST  OF 
DRUNKENNESS 

The  percentage  of  alcohol  in  the  blood 
cannot  be  accurately  measured  by  determin- 
ing the  amount  of  alcohol  in  the  bladder 
urine,  particularly  in  a single  specimen. 
The  urine  may  contain  only  a trace  of  alco- 
hol when  the  blood  alcohol  is  high,  and  the 
subject  is  drunk;  and  the  bladder  urine  may 
contain  a relatively  large  percentage  of  al- 
cohol when  the  blood  contains  little  or  none 
and  the  subject  is  “cold”  sober.  It  follows 
that  if  a person  has  been  convicted  of  driv- 
ing an  automobile  while  intoxicated,  the  con- 
viction being  based  entirely  upon  the  amount 
of  alcohol  in  the  urine,  there  may  have  been 
a miscarriage  of  justice;  and  that  the  op- 
posite may  be  true,  the  bladder  urine  con- 
taining only  a trace  of  alcohol  when  the 
blood  alcohol  is  high  and  the  subject  is,  in- 
deed, drunk.  Acquittal  in  such  an  instance 
would  not  be  justifiable. 

Nebraska’s  statute  states  (39-727.01)  in 
part:  “(3)  If  there  was  0.15  per  cent  or 
more  by  weight  of  alcohol  in  the  defendant’s 
blood,  spinal  fluid,  or  urine,  it  shall  be  pre- 
sumed that  the  defendant  was  under  the  in- 
fluence of  intoxicating  liquor  at  the  time  the 
specimen  was  taken  . . . The  presumptions 
thus  arising  shall  not  be  conclusive  but  shall 
be  sufficient  to  establish  a prima  facie  case 
under  the  issue  of  whether  or  not  the  de- 
fendant was  under  the  influence  of  intoxi- 
cating liquor.  . .” 

There  is  now  little  argument  about  the 
significance  of  various  quantities  of  alcohol 
in  the  blood  in  relation  to  a driver’s  ability 
to  handle,  properly,  his  vehicle.  The  Courts 
may  and  do  rely  upon  reports  of  blood  levels 
of  alcohol  in  relation  to  this  question,  pro- 
viding specimens  have  been  properly  col- 
lected, labeled,  handled,  and  examined. 
Proper  examination  of  air  exhaled  from  the 
lungs  will  reveal  the  amount  of  alcohol  in 
the  blood  at  the  moment  of  exhalation.  De- 
termination of  alcohol  content  of  the  spinal 
fluid  would  seldom  be  feasible  for  the  pur- 
poses under  discussion. 

Examination  of  the  urine  from  the  uri- 
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nary  bladder  always  is  open  to  question  as 
to  its  accuracy  in  relation  to  blood  levels  of 
alcohol.  A major  consideration  is  that  if  it 
were  possible  to  determine  the  alcoholic  con- 
tent of  the  urine  at  a given  moment,  one 
would  have  to  use  a factor  based  upon  the 
fonnula,  urine :blood : :1 .20  to  1.30:1,  to  con- 
vert the  finding  to  approximate  the  blood 
level  of  alcohol.  The  only  urine  upon  which 
the  test  is  accurate  in  relation  to  the  blood 
level  is  that  flowing  down  the  ureter.  Ob- 
viously, this  cannot  be  obtained  under  the 
circumstances.  To  attain  the  nearest  to  an 
accurate  result  on  bladder  urine,  one  must 
take  two  tests  at  time  intervals  such  as  thir- 
ty minutes  apart.  Furthermore,  one  must  be 
certain  the  bladder  is  empty  when  the  time- 
testing is  begun  and  at  the  end  of  each 
voiding.  Obviously,  an  accurate  result  would 
require  catheterization,  and  such  a proce- 
dure is  not  feasible  under  the  circumstances. 
This  would  be  particularly  pertinent  in  the 
case  of  an  elderly  man,  or  in  that  of  a woman 
who  has  a cystocele,  neither  of  whom  may 
be  able  to  empty  the  bladder  completely. 

Furthei-more,  it  has  been  shown  repeated- 
ly that  after  the  drinking  of  eight  ounces  of 
whiskey  in  a brief  period  of  time,  the  blood 
level  of  alcohol  rises  to  heights  accepted  as 
“prima  facie”  evidence  of  drunkenness  dur- 
ing the  second  and  third  hours  thereafter: 
but  that,  if  no  more  alcohol  is  consumed,  it 
promptly  falls  so  that  after  three  hours  it 
is  below  the  level  of  suspicion  of  drunken- 
ness. It  has  been  shown,  also,  that  the  in- 
dividual who  drinks  the  whiskey  may  not 
void  his  urine  for  from  9 to  12  hours  there- 
after. At  the  time  of  voiding  the  urine 
would  contain,  under  these  circumstances,  a 
percentage  of  alcohol  presumably  indicating 
a high  content  of  alcohol  in  the  blood  and 
intoxication,  when,  in  fact,  the  subject  is 
sober. 

On  the  basis  of  these  established  and  well 
known  data,  it  seems  that  testing  for  alcohol 
content  of  the  urine  from  individuals 
charged  with  driving  a motor  vehicle  while 
drunk  should  be  abandoned,  and  that  our 
statute  should  be  amended  by  striking  out 
the  words,  “or  urine.” 
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KEFAUVER  AND  THE 
PHARMACEUTICAL  COMPANIES 

The  complexity  of  our  economy  and  of  our 
Federal  Government  seems  to  demand  vast 
accumulations  of  facts  by  Congressional 
committees  in  order  to  make  appropriate 
laws.  One  type  of  such  committee  is  that 
which  “investigates”  in  various  categories 
of  life  and  activity  in  our  national  commun- 
ity. The  Constitution  does  not  provide  for 
investigations  by  Congressional  committees, 
but  in  1792  the  Urst  such  committee  was  ap- 
pointed to  inquire  into  the  failure  of  a mili- 
tary expedition  against  certain  Indian  tribes. 
Since  that  time,  Congressional  committees 
with  investigational  powers  have  grown  in 
number  and  activity  until,  during  the  82nd 
Congress,  236  investigations  were  carried 
out.  It  is  said  the  present  Congress  may  set 
a new  record. 

Senate  investigations  are  designed  to  de- 
termine facts  that  may  lead  to  appropriate 
laws.  Unfortunately,  accumulation  of  facts 
may  not  always  have  been  the  main  objec- 
tive of  the  committees  or  their  chairmen.  At 
times,  the  results  have  been  punitive  rather 
than  fact-finding.  The  subjects  being  in- 
vestigated appear  to  have  been  placed  on 
trial  without  the  due  processes  of  law.  The 
punishment  may  have  been,  as  in  the  case 
of  the  pharmaceutical  companies,  screaming 
headlines  in  newspapers  and  humiliating  and 
hurtful  reports  in  other  news  media,  de- 
signed to  bring  odium  to  unfortunate  citi- 
zens and  businesses,  and  to  further  the  po- 
litical fortunes  of  some  of  those  doing  the 
investigating. 

The  so-called  “Kefauver  Committee”  is  the 
Antitrust  and  Monopoly  Subcommittee  of 
the  Senate  Judiciary  Committee.  It  is  cur- 
rently investigating  the  pharmaceutical  in- 
dustry. A careful  scrutiny  of  this  action, 
which  began  in  early  December,  1959,  con- 
vinces one  that  the  Committee  wittingly 
made  use  of  misleading  information  in  con- 
ducting the  investigation;  that  news  media 
of  all  kinds  were  permitted  to  give  much 
adverse  publicity  to  evils  assumed  to  have 
been  exposed  by  this  fallacious  information; 
that  this  publicity  occured  before  the  com- 
panies “on  trial”  had  an  opportunity  to  in- 
troduce evidence  disproving  the  evidence 
mentioned ; that,  after  such  evidence  was 
placed  before  the  Committee  it  was  given 
little  credence  by  those  guiding  and  pressing 
the  investigation;  and  that,  so  far  as  the 


public  is  concerned,  the  “screaming  head- 
lines” stand  as  truth. 

It  seems,  at  this  moment,  though  the  in- 
vestigation is  scheduled  to  continue,  that  no 
evidence  has  been  turned  up  to  warrant  re- 
strictive or  corrective  legislation,  but  that 
the  pharmaceutical  companies  already  have 
been  tried,  convicted,  and  punished.  Fur- 
thermore, some  Senator  may  have  made  “po- 
litical hay.” 

From  the  viewpoint  of  most  physicians, 
the  pharmaceutical  companies  need  no  de- 
fense. We  are  aware  of  the  immensity  of 
the  job  they  are  doing.  While  they  are 
in  business  to  make  a fair  profit,  the  re- 
sults of  the  proper,  forward-looking  conduct 
of  this  business  has  had  immeasurable  re- 
sults for  the  good  of  all  mankind,  but 
especially  for  Americans.  The  antics  of  the 
Kefauver  Committee  anger  and  humiliate 
us;  but  there  is  little  we  can  do  about  it 
except  to  spread  the  truth. 

Study  of  Cost  of  Drugs — 

The  Pharmaceutical  Manufacturers  Asso- 
ciation have  started  a full-scale  study  of  the 
impact  of  medicine  costs  on  the  American 
public.  This  is  part  of  a major  public  serv- 
ice program  of  the  association,  according  to 
its  president,  Austin  Smith,  M.D. 

Doctor  Smith  said  the  full  resources  of 
the  association  will  be  available  for  a broad 
study  which  will  “bring  together  in  one 
place  information  which  has  never  been 
gathered  in  this  country  by  any  source,  pub- 
lic or  private.” 

Doctor  Smith  said  the  P.M.A.  will  deter- 
mine : 

1.  The  extent  of  use  of  prescription 
drugs  by  the  general  population. 

2.  The  segments  of  the  population  using 
drugs  and  under  what  circumstances. 

3.  The  ways  in  which  drugs  are  being 
provided  in  medical  care  programs. 

4.  Whether  needed  drugs  are  not  avail- 
able to  patients. 

5.  Which  elements,  if  any,  of  the  popula- 
tion may  be  deprived  of  necessary 
drug  therapy  and  the  reasons  for  such 
deprivation  if  it  exists. 

6.  The  true  relationship  of  prescription 
drugs  to  medical  care  needs  and  costs. 


402 


Nebraska  S.  M.  J. 


THE  CURRENT  STATUS  of 


Isolation-Perfusion 

in  the 

Treatment  of  Cancer 


Introduction 

The  techniques  of  isolation-per- 
fusion, as  a method  of  treat- 
ing cancer,  were  introduced  by 
Creech  of  Tulane  University  in  1957d  His 
group  ingeniously  employed  the  principles  of 
the  extracorporeal  circuit  to  introduce  large 
amounts  of  chemotherapeutic  agents  into  a 
tumor-bearing  area.  Such  methods  allow  the 
administration  of  increased  dosages  of  anti- 
cancer drugs,  not  heretofore  possible,  in  a 
safe  degree  of  isolation.  Such  techniques 
eliminate  or  lessen  the  severe  toxic  effect  of 
these  agents  on  the  hemopoietic  and  gastro- 
intestinal systems.  Since  this  was  originally 
introduced  by  Creech,  numerous  centers  have 
pursued  and  improved  these  procedures  in 
an  attempt  to  find  the  proper  place  of  per- 
fusion in  the  treatment  of  malignant  neo- 
plasms. 

It  has  been  emphasized  that  this  proce- 
dure, being  in  its  infancy  of  evaluation 
should  in  no  way  be  considered  as  a replace- 
ment for  conventional  treatment  such  as 
radiation  therapy  or  surgery,  where  either 
is  indicated.  In  many  centers  it  is  being 
used  as  an  adjunct  to  surgery,  e.g.,  following 
axillary  or  groin  dissection.  Because  of  the 
convenient  anatomical  relationships,  perfu- 
sion has  been  most  useful  in  the  extremities 
and  pelvis,  as  in  the  former  the  isolation  may 
be  relatively  complete  whereas  in  the  pelvis 
the  leakage  is  greater.  Inoperable  cases  have 
been  reported  which,  following  regional  per- 
fusion, were  brought  to  an  operable  state. ^ •i'‘ 

Technique 

The  major  limiting  factors  determining 
the  maximum  dosage  of  the  therapeutic 
agent  employed  are  (1)  the  local  tissue  tol- 
erance, i.e.,  the  amount  of  drug  which  the 
normal  tissues  can  tolerate  without  being 
pennanently  damaged,  and  (2)  the  amount 
of  the  drug  which  leaks  into  the  systemic 
circulation.  With  respect  to  local  tissue  tol- 
erance, we  know  from  experience  the  maxi- 
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mum  dose  of  nitrogen  mustard  or  phenylala- 
nine mustard  (PAM)  which  can  be  perfused 
into  the  extremities  without  causing  blister- 
ing or  gangrene.  From  studies  utilizing  ra- 
dioactive iodinated  serum  albumin  (EISA), 
it  is  possible  to  predict  the  amount  of  leak- 
age. When  perfusions  of  the  extremities 
are  performed  distally,  as  at  the  popliteal 
level,  leakage  is  practically  nil.  As  one  ap- 
proaches the  trunk,  however,  leakage  in- 
creases. 

•V 

The  technique  of  perfusion  involves  can- 
nulation  of  the  artery  and  vein  supplying  and 
draining  the  area,  with  exclusion  of  the  re- 
mainder of  the  body.  Systemic  hepariniza- 
tion is  initially  effected  with  3 mg.  of  hepar- 
in per  kilogram  of  body  weight.  For  lower- 
extremity  lesions,  either  the  external  iliac  or 
common  femoral  vessels  are  cannulated,  and 
a tourniquet  is  placed  proximal  to  the  can- 
nulae.  The  cannulae  are  connected  to  the 
extracorporeal  pump-oxygenator  and  the 
cancerocidal  agents  are  introduced  into  the 
perfusate.  For  pelvic  perfusion,  pneumatic- 
tourniquets  are  placed  on  the  upper  portion 
of  both  thighs;  the  abdominal  aorta  and  in- 
ferior vena  cava  are  cannulated  near  their 
bifurcation,  either  directly  through  an  ab- 
dominal incision  or  indirectly  by  passing 
catheters  with  balloon  tips  through  the  com- 
mon femoral  arteiy  and  vein  (diagram  No. 
1).  The  latter  method  is  preferable,  since 
many  of  these  patients  may  have  metastases 
to  the  periaortic  and  pericaval  nodes,  mak- 
ing exposure  of  these  large  vessels  difficult. 

Perfusion  of  the  isolated  tumor-bearing 
area  or  of  the  entire  body  is  accomplished 
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Diagram  1:  Taken  from  The  New  England  Journal  of  Medicine  261:1037  (1959),  W.  G.  Austen,  et  al. 
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with  a pump-oxygenator  circuit,  consisting 
of  a bubble  oxygenator  and  a pump,  either 
sigmamotor  or  DeBakey  in  type  (diagram 
No.  2).  With  the  pump,  perfusing  pressures 
approaching  systemic  arterial  pressure  can 
be  maintained,  thereby  insuring  adequate 
distribution  of  the  agent.  The  oxygenator  is 
added  to  the  circuit  because  it  appears  that 
most  of  the  available  chemotherapeutic 
agents  are  potentiated  by  higher  oxygen  ten- 
sion. Thus,  viability  of  normal  tissues  is 
maintained  during  isolation  while  the  ef- 
fectiveness of  the  chemical  agent  is  in- 
creased. The  agent  is  injected  into  the  ar- 
terial line  on  the  oxygenator  side  of  the  ar- 
terial pump  to  insure  thorough  mixing  and 
to  prevent  streaming.  In  addition,  it  has 
been  demonstrated  experimentally  that  in- 
jection of  the  drug  at  this  site  results  in  sat- 
isfactory dilution.  The  blood  perfusate  is 
maintained  at  near  body  temperature. 

In  total  body  perfusion  and  cases  of  pelvic 
perfusion  in  which  the  leakage  factor  is 
significant,  bone  marrow  transplantation  is 
being  performed  by  the  Tulane  University 
Hematology  group  and  others^-®  in  an  at- 
tempt to  protect  the  patient  from  the  myelo- 
suppressive  effects  of  these  drugs.  Before 
beginning  the  perfusion,  about  500  cc.  of 
marrow  is  prepared  by  aspii’ating  this  from 
the  sternum  and  iliac  crests.  This  is  re- 
infused into  the  patient  8-12  hours  follow- 
ing perfusion. 

Flow  rates  during  perfusion  are  kept  low 
in  an  attempt  to  allow  maximal  time  for  the 
chemotherapeutic  agent  to  remain  in  contact 
with  the  tumor  tissue  and  to  more  effectively 
control  leakage.  Further,  injection  of  papa- 
verine into  the  circuit  produces  prompt  vaso- 
dilatation and  subsequent  drop  in  blood  pres- 
sure within  the  arterial  line.  This  lowering 
of  blood  pressure  should  also  help  to  reduce 
leakage. 

Thermal  control  of  the  blood  in  the  perfus- 
ing system  is  somewhat  difficult,  but  proper 
temperature  can  be  maintained  by  a heat  ex- 
change unit  or  perhaps  more  crudely  by 
shining  a large  light  on  the  Pulmo-pak  res- 
ervoir* and  immersing  the  outflow  arterial 
line  in  warm  water. 

Following  perfusion,  the  limb  or  region 
can  be  washed  out  with  dextran  or  fresh 
whole  blood  without  permitting  the  blood 
which  contains  the  chemotherapeutic  agent 
to  re-enter  the  perfused  region.  This  re- 

’Supplied  by  the  Abbott  Laboratories,  North  Chicago,  Illinois. 


duces  the  concentration  of  the  active  drug 
which  remains  in  the  vascular  compartment 
to  be  released  to  the  systemic  circulation. 

Inactivating  or  detoxifying  agents  are  be- 
ing investigated  which  may  be  given  intra- 
venously into  the  systemic  circulation  during 
perfusion  to  inactivate  the  chemotherapeutic 
compounds.  Ideally,  the  counter  agent  would 
inactivate  the  chemotherpauetic  agent  as 
leakage  occurs  from  the  perfused  region  into 
the  systemic  circulation.  It  has  been  shown 
in  rats  that  sodium  thiosulfate  effectively 
counteracts  the  lethal  effects  of  nitrogen 
mustard.^ 

To  prevent  the  thyroid  from  taking  up  all 
the  EISA  given  for  determining  the  leakage 
factor  and  thereby  becoming  damaged  by  ra- 
dioactivity, Lugol’s  solution  is  given  by 
mouth  for  three  days  prior  to  perfusion. 
This  has  been  shown  to  effectively  minimize 
thyroid  uptake  of  EISA. 

Agents  in  Use  in  Regional 
Perfusion 

1.  Nitrogen  Mustay'd  (HN^)  is  the  best 
known  and  most  widely  used  of  the 
chemotherapeutic  agents.  This  is  an 
alkylating  agent,  nucleotoxic  and  of 
short  duration.  It  is  generally  accept- 
ed that  these  agents  interfere  with  the 
metabolism  and  composition  of  nucleo- 
protein  and  hence  affect  cell  division. 

2.  Thio-Tepa  fTESPA  or  TSPA)  is  a 
polyfunctioning  alkylating  agent  close- 
ly related  to  nitrogen  mustard  both 
pharmacalogically  and  chemically. 
The  toxic  effects  on  the  hemopoietic 
system  are  more  severe  than  those  en- 
countered with  HN,.  Due  to  its  nar- 
row therapeutic  index  it  is  used  less 
in  perfusion.® 

3.  Actinomycin  D has  been  isolated  from 
Streptomyces  paravallus.  The  site  of 
action  is  primarily  cytoplasmic  in  con- 
trast to  the  nucleotoxic  action  of  the 
alkylating  agents.  Humphrey,  in  us- 
ing dosages  of  65  to  75  ug.  per  kilo- 
gram of  body  weight  over  a five  day 
pei'iod,  in  twenty-five  patients,  ob- 
seiwed  toxic  manifestations  consisting 
of  total  alopecia,  fever,  shock,  general- 
ized erythema  and  oral  ulceration.** 
He  reported  bone  marrow  depression 
to  be  a rare  occurrence  on  this  dosage 
schedule. 


August,  1960 


405 


4.  Phenylalanine  mustard  (PAM)  con- 
sists of  nitrogen  mustard  attached  to 
phenylalanine  giving  the  compound  a 
longer  duration  of  action.  This  agent 
was  discovered  at  the  Chester  Beatty 
Institute  in  London  and  in  Moscow  (as 
Sarcolysine).  This  cancerocidial  agent 
is  undergoing  very  extensive  clinical 
trial. 

5.  AB-100  represents  combination  chemo- 
therapy or  “dual  antagonists.”  Dual 
antagonists  are  designed  to  synchro- 
nize the  action  of  the  syngeristic  com- 
ponents which  act  directly  on  the  same 
biochemical  mechanisms  with  differ- 
ent degi'ees  of  selectivity.® 

6.  5-Fluoracil  (5-FU)  is  an  antimeta- 
bolite and  has  the  advantage  of  both 
oral  and  intravenous  administration. 
The  toxicity  of  5-FU  is  significantly 
increased  by  oxygenation  and  hence 
has  not  been  used  extensively  in  clin- 
ical perfusion. 

Complications 

Complications  of  isolation  perfusion  have 
been  the  result  of  the  surgical  procedure  or 
of  the  chemotherapeutic  agent  itself.  The 
most  frequent  surgical  complication  has  been 
the  development  of  edema  of  the  extremity, 
especially  when  regional  node  dissection  has 
been  combined  with  perfusion. 

Complications  resulting  from  the  chemo- 
therapeutic agents  have  consisted  of  edema, 
skin  changes,  particularly  mottling  in  the 
perfused  area,  interference  with  hemopoiesis, 
gastrointestinal  disturbances  and  massive 
destruction  of  neoplastic  tissue  with  result- 
ant absorption  of  toxic  products.  Arteri- 
otomy-stenosis  and  venous  thrombosis  can 
be  minimized  by  utilizing  5-0  x 6-0  interrupt- 
ed arterial  silk  for  meticulous  closure  of  the 
vessels. 

In  pelvic  perfusion  the  mixing  of  the  pel- 
vic and  systemic  circulation  is  great  enough 
that  the  danger  of  systemic  toxicity  becomes 
a very  important  factor  and  determines  the 
maximum  amount  of  the  drug  to  be  em- 
ployed. If  the  chemotherapeutic  agent  is 
rapidly  detoxified  or  fixed  in  the  tissue,  less 
loss  of  active  agent  to  the  general  circulation 
will  occur  during  perfusion.  This  allows  a 
margin  of  safety  in  the  administration  of 
nitrogen  mustard  particularly,  which  is  high- 
ly active  in  blood  for  only  five  to  eight  min- 
utes, but  should  suggest  caution  in  the  use 


of  other  agents  like  Thio-TEPA,  Phenylala- 
nine mustard,  Actinomycin  D,  and  AB-100. 

Discussion 

Emphasis  must  be  placed  on  the  fact 
that,  currently,  regional  perfusion  is  an  ad- 
junct rather  than  a replacement  of  conven- 
tional methods  of  cancer  treatment.  This 
will  remain  so  until  long-teiTn  evaluation  of 
this  method  is  available.  The  intra-arterial 
injection  of  an  anti  cancer  drug  is  not  new, 
having  been  introduced  in  1950  by  Klopp,® 
who  later  suggested  that  the  extracorporeal 
circuit  be  employed  to  maintain  this  circula- 
tion with  an  anticancer  drug.^®  The  concept 
of  oxygenation  in  radiotherapy,  as  proposed 
by  Churchill-Davidson  of  England,  is  being 
applied  in  these  methods  currently,  but  does 
not  bear  universal  acceptance.  The  basis  for 
the  use  of  oxygen  in  the  radiotherapy  of  can- 
cer is  the  two-fold  supposition  that  ( 1 ) there 
are  cells  in  neoplasm  which  are  protected 
from  irradiation  damage  by  low  oxygen 
concentration  around  them,  and  (2)  that  this 
protection  can  be  abolished  by  increasing  the 
partial  pressure  of  the  oxygen  inspired.  It 
has  been  sho%\Ti  that  there  is  a general  rela- 
tionship between  the  sensitivity  of  living 
cells  to  damage  by  ionizing  radiation  and 
the  oxygen  concentration  around  them  at  the 
time.  Thus  it  is  believed  that  regions  of  poor 
oxygenation  within  a neoplasm  render  some 
cells  so  insensitive  to  radiation  damage  as  to 
survive  the  usual  forms  of  radiotherapy  and 
cause  later  recurrence  of  the  gl’o^rth.ll 

Great  variation  exists  in  the  response  of 
malignant  tumors  to  chemotherapeutic 
agents.  Perfusion  of  malignant  melanoma 
with,  phenylalanine  mustard  is  reportedly 
followed  by  rapid  and  extensive  destruction 
of  metastases  in  some  cases  whereas  in  oth- 
ers there  is  no  noticeable  effect.  Consider- 
able effort  is  now  being  directed  toward 
techniques  designed  to  culture  the  involved 
neoplasm  prior  to  perfusion  and  determina- 
tion of  the  agent  to  which  the  neoplasm  is 
most  sensitive.  This  is  much  the  same  as 
bacterial  culture  and  sensitivity. 

The  maximum  safe  amounts  of  these 
drugs  that  can  be  administered  have  not 
been  established.  Unquestionably,  the 
amount  of  a cancerocidal  drug  can  be  sub- 
stantially increased  without  risking  serious 
side  effects  under  these  conditions.  Further- 
more, simultaneous  perfusion  of  a region 
with  two  or  more  agents  may  produce  gi*eat- 
er  effect  on  the  neoplasm  than  has  been  ob- 
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served  when  only  one  agent  was  used,  as  ex- 
emplified by  AB-100.  It  appears  that  as  an 
adjunct  to  radiotherapy  and  surgery,  per- 
fusion holds  great  promise  in: 

(1)  reducing  the  likelihood  of  dissemin- 
ation or  implantation  during  conven- 
tional excision; 

(2)  allowing  more  conservative  amputa- 
tion in  extremities; 

(3)  converting  inoperable  lesions  to  an 
operable  status ; and 

(4)  decreasing  the  incidence  of  late 
metastases  by  destroying  malignant 
cells  in  the  regional  lymphatics.^ 
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Following  the  “Whereas’s,”  the  follovdng  resolution  was  re- 
cently approved  by  the  American  Hospital  Association: 

RESOLVED,  that  the  American  Hospital  Association  urge  that 
employees  of  the  federal  government  weigh  carefully  the  benefits 
of  the  various  programs  presented  to  them  under  the  Federal  Em- 
ployees Health  Benefit  Act;  and  be  it  further 

RESOLVED,  that  the  American  Hospital  Association  recom- 
mend to  employees  of  the  federal  government  that  they  choose  the 
service  benefit  program  provided  through  Blue  Cross. 
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MISDIAGNOSIS  of  BENIGN 

Obstructive  Prostatic  Disease* 


Misconceptions  regarding 

the  diagnosis  of  benign  pros- 
tatic obstruction  are  too  com- 
mon. Because  of  its  high  incidence,  because 
of  its  insidious  onset,  and  because  of  the 
seriousness  of  its  sequelae,  an  attempt  to 
dispel  these  misconceptions  seems  warrant- 
ed. The  establishment  of  this  diagnosis, 
like  any  other,  follows  certain  orderly  steps. 

1.  History  — Because  the  disease  is  in- 
sidious in  onset,  and  because  many  of 
those  afflicted  may  suffer  from  senile 
and/or  uremic  confusion,  the  general 
question,  “do  you  have  trouble  passing 
your  water,”  will  usually  be  answered 
in  the  negative.  The  very  specific 
questions  which  follow  should  be 
posed ; 

A.  Nocturia  — True  awakening  due 
to  a need  to  urinate  is  to  be  dis- 
tinguished from  frequent  noctur- 
nal voiding  resultant  from  insom- 
nia from  a variety  of  other  causes. 

B.  Daytime  Frequency  — A distinc- 
tion should  be  made  between  the 
frequent  passage  of  small  amounts 
of  urine  and  the  polyuria  of  dia- 
betes or  high  fluid  ingestion  from 
any  cause. 

C.  Hesitancy  — Slowness  in  starting 
the  stream  is  a common  complaint, 
although  sometimes  patients  may 
complain  of  just  the  opposite,  ur- 
gency and  urgency  incontinence. 
This  results  from  the  irritative 
foreign  body  sensation  of  the  en- 
larged gland  itself. 

D.  Interruption  — Installment  void- 
ing results  from  bladder  muscle 
fatigue  incident  to  the  increased 
workload  of  pushing  to  empty 
against  the  increased  resistance  of 
obstruction. 

E.  Forcelessness — Again,  loss  of  force 
may  be  so  gradual  in  developing 
as  to  go  unnoticed  by  the  patient. 
Specific  questions  regarding  cali- 
ber and  trajectory  should  be 
posed.  If  possible,  simple  obseiwa- 
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tion  of  the  stream  will  yield  more 
information  than  an  hour  of  ques- 
tioning. 

2.  Rectal  Examination  — Perhaps  the 
most  common  of  the  misconceptions 
I wish  to  dispel  is  the  belief  that  there 
can  be  no  prostatic  obstruction  unless 
the  gland  is  palpably  enlarged  per  rec- 
tum. The  urologist  sees  as  much  ob- 
struction with  all  its  sequelae  in  indi- 
viduals with  apparently  unenlarged 
glands  as  he  does  patients  with  gross 
enlargement  noted  rectally.  Converse- 
ly, the  patient  showing  marked  en- 
largement on  rectal  examination  may 
have  little  or  no  true  obstruction. 
There  are  two  reasons  for  this  fre- 
quently noted  discrepancy  between 
prostatic  size  per  rectum  and  degree 
of  obstruction.  First,  the  prostate 
and  its  contained  urinary  channel  may 
be  likened  to  a cored  apple.  The  crit- 
ical factor  is  not  the  size  of  the  gland 
itself,  but  the  degree  of  encroachment 
upon  the  urethral  lumen.  According- 
ly, the  gland  may  be  large  and  yet  the 
lumen  may  remain  patent.  Converse- 
ly, the  overall  size  of  the  gland  may 
remain  normal  and  yet  one  gram  of 
critically  misplaced  tissue  may  rela- 
tively occlude  the  urethral  lumen  with 
resultant  obstruction.  The  second 
reason  for  the  discrepancy  between 
apparent  prostatic  size  and  degree  of 
obstruction  is  the  fact  that  enlarged 
lobes  are  frequently  so  situated  as  to 
be  inaccessible  to  rectal  examination. 
Thus,  the  examining  finger  can  only 
palpate  that  portion  of  the  gland 
which  remains  urethral.  Frequently, 
finding  this  the  path  of  least  resist- 
ance, the  expanding  prostatic  mass 

♦Presented  before  Omaha  Mid-West  Clinical  Society  27th 
Annual  Session,  November,  1959. 
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will  herniate  through  the  bladder  out- 
let and  assume  a position  within  the 
bladder  cavity.  In  this  location,  en- 
largement obviously  is  not  palpable. 

3.  Residual  Determination  — Here,  too, 
many  physicians  share  the  misconcep- 
tion that  without  residual  urine  there 
can  be  no  significant  obstruction.  The 
mechanism  by  which  residual  urine  de- 
velops should  therefore  be  explained. 
The  bladder’s  response  to  prostatic 
obstruction  may  be  likened  to  the 
heart’s  response  to  the  increased  load 
of  valvular  disease.  Initially,  in  both 
cases,  the  musculature  undergoes  hy- 
pertrophy in  answer  to  the  increased 
workload.  Finally,  after  compensat- 
ing for  some  months  or  years,  the 
increased  muscle  mass  can  no  longer 
meet  the  demand  placed  upon  it  and 
decompensation  occurs.  In  the  case 
of  the  heart,  edema  develops;  in  the 
case  of  the  bladder,  residual  urine. 


Thus,  the  presence  of  significant 
residual  urine  (more  than  one  to  two 
ounces),  indicates  a late  finding  re- 
sultant from  longstanding  obstruction. 
Significant  obstruction  with  adequate 
surgical  indication  has  usually  been 
present  for  months  or  years  prior  to 
this  decompensation  state.  In  fact,  as 
in  cardiac  valvular  disease,  surgical 
relief  before  decompensation  develops 
is  desirable. 

4.  Cystoscopy  — Cystoscopy  is  not  em- 
ployed routinely.  If,  after  careful  his- 
torical review,  rectal  examination  and 
residual  urine  determine,  the  diagno- 
sis or  the  need  for  prostatectomy  re- 
main equivocal,  cystoscopy  should 
be  done.  By  this  technique,  the  of- 
fending prostate  may  actually  be 
visualized  and  any  changes  in  the 
bladder  itself  secondary  to  obstruction 
(trabecualation  or  diverticula)  ob- 
seiwed. 


Doctor  Frank  L.  Feierabend,  retiring  president  of  National 
Association  of  Blue  Shield  Plans,  stated  that  Blue  Shield  and  Blue 
Cross  reflect  the  detei-mined  efforts  of  free  Americans  to  work 
together  in  solving  a great  national  social  problem  without  seeking 
government  help  in  getting  the  job  done.  He  said:  “Nowhere  else 
in  the  free  world  — and  certainly  nowhere  among  the  nations 
where  government  does  all  the  jobs  — can  you  find  another  volun- 
tary, unsubsidized  social  movement  that  is  so  tremendous,  complex 
and  triumphantly  successful  as  our  voluntaiy  medical  care  prepay- 
ment program  in  which  Blue  Shield  and  Blue  Cross  have  been 
the  pioneers  and  leaders.” 
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Pyroglobulinemia: 

II.  LYMPHOMAS  — Case  Reports 


Doctors  von  Varga,  et  al.  previously  reported 
(see  reference  No.  21)  a case  of  multiple  myeloma 
whose  serum,  showed  the  presence  of  pyroglob- 
ulin.  This  paper  reports  two  additional  cases 
showing  this  peculiar  finding  but  these  ore  suf- 
fering from  two  other  diseases  — lymphosar- 
coma and  reticulum  cell  sarcoma,  respectively. 
The  variety  of  diseases  in  which  pyroglobuline- 
mia occurs,  and  the  difference  in  identity  of  the 
pyroglobulins  are  points  specifically  noted  and 
extensively  discussed. 

—EDITOR 

IN  the  previous  paper^i  we  pre- 
sented a case  of  multiple  my- 
eloma in  which  suspicion  of 
protein  abnormality  arose  from  the  discov- 
ery of  a heat-coagulable  protein,  pyroglobu- 
lin,  when  incubating  the  serum  at  56°  C. 
during  routine  complement  fixation  test  in 
connection  with  hyperproteinemia,  with  in- 
crease in  globulin  and  a peculiar  electro- 
phoretic pattern. 

^^^e  are  now  presenting  two  additional 
cases  in  which  pyroglobulinemia  occurred  in 
two  different  diseases  with  different  elec- 
trophoretic patterns  compared  to  that  of  the 
previously  presented  myeloma.  The  differ- 
ence in  the  electrophoretic  picture  indicates 
that  the  pyroglobulins  present  in  various 
diseases  are  not  identical.  The  differences 
may  reflect  variation  in  enzymatic  func- 
tions or  in  the  predominant  cellular  struc- 
ture of  the  various  diseases  in  which  pyro- 
globulinemia occurs. 

CASE  1 : 

This  is  a case  of  a 63-year-old  fann- 
er, who  entered  the  hospital  on  7-13-57 
due  to  weakness,  and  generalized  lym- 
phadenopathy.  The  lymphodenopathy 
started  about  six  months  previously 
with  gradual  increase  in  size  in  the 
neck,  axillae,  inguinal  areas,  and  in  the 
inner  surface  of  the  elbows.  A biopsy 
at  that  time  revealed  lymphosarcoma, 
small  cell  type,  and  nitrogen  mustard 
treatment  was  instituted.  There  was 
no  noticeable  decrease  of  the  lymph 
nodes,  but  his  general  feeling  of  well  be- 
ing improved  as  well  as  his  appetite. 
He  had  two  subsequent  admissions, 
again  for  weakness,  fatigue  and  anor- 
exia. Physical  examination  has  re- 
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mained  essentially  the  same  since  his 
admission  and  was  negative,  except  the 
mentioned  lymphadenopathy. 

The  laboratory  results  revealed 
marked  elevation  of  the  total  protein 
with  predominance  of  abnormal  globu- 
lin and  with  an  electrophoretic  pattern 
between  beta  and  gamma  globulin  (fig- 
ure 1-a). 

There  was  slight  leukopenia  with 
moderate  degree  of  lymphocytosis.  The 
hemoglobin  and  hematocrit  were  con- 
sistently within  normal  rang  e.  The 
platelet  count  varied  between  66,000 
and  164,000.  The  sedimentation  rate 
was  elevated  up  to  50  mm/hour. 

Urinalysis  was  normal  and  negative 
for  Bence  Jones  protein.  The  Sia  wa- 
ter test,  direct  Coomb’s  test,  and  test 
for  cryoglobulin  were  negative.  Blood 
sugar,  transaminase,  alkaline  phospha- 
tase, uric  acid,  and  blood  urea  nitrogen 
were  within  normal  range.  The  C-re- 
active  protein  was  weakly  positive. 

Upon  incubating  the  serum  at  56°  C., 
as  in  the  previous  case,  a gel  formation 
occurred  which  did  not  dissolve  upon 
heating  or  cooling.  The  total  protein 
on  several  occasions  is  shown  in  table 
1. 

This  pattern  (figure  1-a)  shows  a 
compact  band  between  the  beta  and 
gamma  globulin  which  differs  from  the 
previous  multiple  myeloma  pattern  (see 
hgure  2)  or  from  that  of  our  second 
case  (figure  1-b),  where  the  compact 
band  is  in  the  range  of  gamma  globulin. 
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TABLE  1 

8-1-57  3-17-58  4-11-58  3-31-59 

Total  Protein 9.60  8.75  7.70  9.45 

Albumin  2.80  3.05  2.96  2.99 

Globulin  6.80  5.70  4.74  6.46 

The  electrophorectic  pattern  in,  pei'centage  of 
total  pi'otein: 

8-1-57  3-31-59 

Albumin  29%  35% 

Globulin — 

Alpha'  2 2 

Alphas  6 7 

Beta  6 5 

Abnormal  protein 36 

Gamma  57  15 


The  aspirated  sternal  bone  marrow 
revealed  a hypoplastic  picture  with  pre- 
dominant elements  compatible  with 
lymphosarcoma  or  leukemia.  The  stain- 
ing of  the  lymphocytes  was  darker  than 
that  of  normal  lymphocytes  and  was 
similar  to  that  of  plasma  cells.  Numer- 
ous Gumprecht  shadows  were  found  as 


white  blood  count  10,800  with  46  per 
cent  segmented  neutrophiles,  50  per  cent 
lymphocytes  and  four  per  cent  mono- 
cytes ; a trace  of  albuminuria,  and  blood 
urea  nitrogen  10  mg.  per  100  cc. 

The  urine  was  negative  for  Bence 
Jones  protein.  Sia  water  test,  and  the 
test  for  cryoglobulin  were  strongly  posi- 
tive. On  heating  the  serum  to  56°  C. 
a dense  gel  formation  occurred.  Total 
protein  was  13.3  gm.  with  11.3  gm.  of 
globulin,  and  2 gm.  of  albumin.  The 
electrophoretic  pattern  (figure  1-b)  re- 
vealed a compact  band,  i.e.  a sharp  nar- 
row peak  in  the  range  of  the  gamma 
globulin. 

The  bone  marrow  examination  re- 
vealed a depression  of  the  erythroblastic 
elements,  as  well  as  an  increase  of  plas- 
ma cells,  lymphocytes,  and  reticulum 
cells,  which  findings  was  interpreted 
as  being  consistent  with  reticulum  cell 
sarcoma.  Ultracentrifugation  studies 
were  not  available. 


Figure  1-a,  Case  1.  Abnormal  band  between  beta  and  gamma  globulins. 


indication  of  increased  cellular  damage 
and  destruction.  A repeat-biopsy  from 
a gland  in  the  submandibular  region 
again  showed  lymphosarcoma,  small  cell 
type. 

CASE  2: 

A 56-year-old  white  male  was  admit- 
ted on  1-6-59  because  of  anemia  and  bi- 
lateral central  retinal  vein  thrombosis. 
Physical  examination  was  essentially 
negative,  except  for  pulmonary  emphy- 
sema and  the  retinal  vein  thrombosis. 

Laboratory  findings  were  as  follows: 
Hemoglobin  8.1  gm. ; hematocrit  30; 


The  skull  films  failed  to  reveal  any 
evidence  of  changes  regarded  as  typical 
for  multiple  myeloma. 

The  percentage  of  total  protein  in  the 
electrophoretic  pattern  is  as  follows; 


Albumin  18  per  cent 

Globulin — 

Alphai  - 2 per  cent 

Alpha.^  4 per  cent 

Beta  4 per  cent 

Gamma  72  per  cent 
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Figure  1-b,  Case  2.  Hyperglobulinemia  with  the  band  in  the  Gamma  position. 


I 


Figure  2.  Hyperglobulinemia  in  a case  of  multiple  myeloma,  wuth  the  band  in 
the  gamma  position.  (For  comparison.) 

Discussion 

In  our  previous  paper  ■\ve  pointed  out  the 
diagnostic  importance  of  pyroglobulinemia 
as  associated  with  multiple  myeloma.  In 
this  publication  we  present  two  cases  with 
different  diagnoses  and  pathologic  findings 
in  connection  with  pyroglobulinemia  and 
different  electrophoretic  patterns. 


We  have  to  admit  that  our  present  knowl- 
edge of  the  etiolog>%  pathology,  and  meta- 
bolism of  myeloma  patients,  about  the  or- 
igin of  the  abnormal  protein  disorders  pre- 
sumably from  the  plasma  cells,  is  very  prim- 
itive in  manj’  respects.  The  morphologic 
differentiation  of  plasma  cells  in  reference 
to  their  size,  maturity,  appearance,  staining 
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properties,  number,  their  correlation  with 
the  different  types  of  globulin,  and  with 
the  prognosis,  is  rather  arbitrary  and  con- 
tradictory. 

Although  the  electrophoretic  pattern  is 
different  (the  myeloma  globulin  having  a 
sharp  narrow  peak  along  the  globulin  range, 
while  the  Bence  Jones  protein  remains  low 
and  broad),  still  several  scientists  have  tried 
to  prove  identity  of  the  two  proteins.  They 
believe  that  the  Bence  Jones  protein  is  a 
degradation  or  cleavage  product  of  higher 
molecular  weight  protein, or  the  result 
either  of  partial  breakdown  of  normal  pro- 
tein of  higher  molecular  weight,  or  of  inhi- 
bition of  the  complete  synthesis  of  such  pro- 
teins (Wintrobe).  Waldenstroem  assumes 
it  to  be  abnormal  protein  due  to  virus  inva- 
sion into  an  immature  cell  which  may  form 
this  myeloma  globulin. 

Some  investigations  have  indicated  that 
the  sharp  peak  of  the  myeloma  globulin  is 
the  sign  of  an  “increase  in  an  extremely 
homogeneous  globulin  componenti^”  which 
has  a great  capacity  for  regeneration;  that 
after  purification  and  crystallization,  elec- 
trophoretically  is  homogeneous  globulin  ; 
that  the  molecular  weight  is  around  160,000, 
about  the  same  as  that  of  gamma  globulin 
and  that  myeloma  globulin  has  the  same 
amino  acids  as  the  normal  serum  protein, 
but  still  is  more  homogeneous  with  regard 
to  the  N-terminal  position  of  the  amino-end 
group  distribution.!^  It  was  found  also  that 
the  gamma  globulins  are  closely  related  to 
the  myeloma  globulins,  and  that  every  my- 
eloma globulin  is  individually  different.!^ 

“Korngold  and  Lipari  report  that  myelo- 
ma globulin  not  only  lacks  antigenic  deter- 
minants present  in  the  normal  gamma  glob- 
ulin of  Fraction  II,  but  also  have  antibodies 
against  components  absent  in  Fraction  I, 
or  any  other  plasma  protein. Most  au- 
thors believe  that  the  myeloma  globulins  are 
truly  abnormal  proteins  (paraproteins)  be- 
ing formed  de  novo  in  the  diseases.!^ 

The  Bence-Jones  proteinuria  is  the  most 
characteristic  finding  in  multiple  myeloma. 
Its  occurrence,  however,  is  still  open  to  gen- 
eral controversy  throughout.  It  is  claimed 
to  be  present  in  multiple  myeloma  only  in 
50-65  per  cent,  but  the  different  statistics 
give,  generally,  the  results  of  simple  chem- 
ical tests.  This  may  result  in  the  belief  that 
Bence  Jones  proteinuria  is  not  as  character- 


istic as  it  really  is,  and  that  it  is  found  in 
other  than  multiple  myeloma. 

We  are  of  the  opinion,  however,  support- 
ed by  the  experiments  of  Hektoen,!®  Collier 
and  Jackson^  on  the  precipitin  test  for  de- 
tection of  Bence  Jones  protein,  that  the  neg- 
ative results  were  due  to  “inadequate  tests 
rather  than  the  rarity  of  the  protein”  and 
“even  electrophoresis  and  ultracentrifuga- 
tion fail  to  reveal  less  than  0.1  gm.”  Collier 
and  Jackson  state  “that  with  precipitin  test 
one  can  demonstrate  Bence  Jones  protein  as 
high  as  0.0001  gm.%  dilution.” 

On  57  patients,  of  them  53  with  multiple 
myeloma,  only  in  eleven  cases  was  Bence 
Jones  protein  present  by  chemical  test,  while 
with  the  precipitin  test  “the  correlation  has 
been  exceedingly  close  of  absolute.”^ 

Usually  in  the  serum  it  is  not  higher  than 
0.2  gm.  per  100  cc.,!®  which  small  amount 
could  not  be  the  cause  of  the  electrophoretic 
pattern  of  myeloma  globulin. 

Bence  Jones  protein  is  independent  of 
protein  intake  and  its  amino  acid  analysis 
reveals  low  or  absent  methionine  and  de- 
creased carbohydrate  content.!^  It  differs 
from  the  myeloma  globulin  amino-end 
group  in  sedimentation  behavior,  by  N- 
terminal  group,  in  molecular  weight,  and 
thermal  solubility.!^  It  is  believed  alsq  that 
the  Bence  Jones  protein  is  an  excretory 
product  of  the  body  protein  or  nitrogen 
pool.!® 

There  is  still  not  completely  convincing 
evidence  that  the  Bence  Jones  protein  is  not 
related  or  analogous  with  the  myeloma  glob- 
ulin, and  although  it  is  generally  accepted 
that  it  is  present  only  in  multiple  myeloma, 
lately  it  has  been  found  in  widespread  meta- 
stases  to  bone!®  ^nd  in  hyperparathyroid- 
ism.! 

The  picture  is  confusing  . There  are  cases 
of  multiple  myeloma  where  the  only  diag- 
nostic clue  is  Bence  Jones  proteinuria.  In 
others,  plasma  cells  in  the  peripheral  blood 
or  bone  marrow  are  prominent.  In  several 
cases  there  have  been  hyperglobulinemia 
with  absence  of  Bence  Jones  protein  in  the 
urine;  or  Bence  Jones  proteinuria  is  pres- 
ent, but  the  serum  protein  is  low.  In  our 
three  cases  with  multiple  myeloma,  lympho- 
sarcoma, and  reticulum  cell  sarcoma,  hyper- 
proteinemia  and  pyroglobulinemia  were 
found  with  increased  plasma  cells  in  the 
first,  lymphocytosis  in  the  second,  and  lym- 
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phocytosis  and  plasma  cells  in  the  third,  and 
with  hyporegenerative  bone  marrow  in  all 
three,  but  in  no  case  was  Bence  Jones  pro- 
teinuria found.  There  are  several  cases®’ 
where  heat-coagulable  protein  was  found 
without  pathologic  explanation  in  patients 
in  excellent  physical  condition.  “Sera  which 
are  sensitive  to  heating  are  met  with  occa- 
sionally in  connection  with  chronic  infec- 
tions, such  as  tuberculosis,  osteomyelitis, 
polyarthritis  and  in  Waldenstroem’s  dis- 
ease.”® 

Hyperproteinemia  is  the  most  common 
finding  in  70-80  per  cent  of  cases. Cases 
have  been  reported  where  Bence  Jones  pro- 
teinuria and  pyroglobulin  were  absent  ini- 
tially, but  later  both  became  positive.  The 
nature  of  abnormal  protein  may  vary  with 
the  patient.i^  It  is  confusing,  too,  that 
there  is  no  constant  relationship  between 
heat  coagulable  protein,  hyperproteinemia, 
albuminuria,  and  Bence  Jones  proteinuria. 

Several  times,  in  connection  with  Bence 
Jones  proteinuria,  paramyeloidosis  has  been 
present,  usually  when  the  serum  protein  was 
low,  and  absent  in  the  presence  of  hyper- 
proteinemia. 

The  isolation  of  amino  acids  from  pyro- 
globulins  revealed  that  they  were  similar  to 
those  of  macro-,  cryo,-  gamma-globulin  and 
Bence  Jones  protein,  but  it  is  unlikely  that 
there  is  a relationship  betsveen  pyroglobulin 
and  Bence  Jones  protein,  the  latter  having 
much  less  methionine.  The  ultraviolet  ab- 
sorption spectrum  of  pyroglobulin,  however, 
was  almost  identical  with  that  of  gamma 
globulin." 

The  recurrent  infections  in  agammaglobu- 
linemia in  connection  with  the  lack  of  ac- 
quired serum  antibodies  seemingly  has  sim- 
ilarities with  recent  obseiwations  that  pa- 
tients with  multiple  myeloma  are  susceptible 
to  recurrent  infections,  mostly  to  pneumo- 
coccic  pneumonias.®’  ® 

There  is  a decrease  or  complete  absence  of 
circulating  antibodies,  including  isoagglu- 
tinin, which  may  be  of  diagnostic  value  in 
cases  where  other  clues  are  absent.^®  The 
antitoxin  level  ( staphylo-alpha-antitoxin  and 
antistreptolysin  0 titer)  may  be  subnor- 
mal,^® and  patients  with  myeloma  exhibit 
depressed  antibody  formation.  In  hyper- 
globulinemia  with  other  diseases,  however, 
the  antitoxin  level  is  high  or  noiTnal. 

The  pathologic  plasma  cells  are  malignant 


with  abnonnal  globulin  production  at  the 
expense  of  the  normal,  including  antibody 
globulins,  with  antibody  deficiency  in  the 
presence  of  increased  globulin.^® 

So,  we  find  the  peculiarity  that  diseases 
showing  two  completely  opposite  amounts 
of  globulin — agamma-  and  hyperglobuline- 
mia — each  have  a profound  reduction  of  the 
immunologically  active  serum  globulin  A\dth 
poor  defense  reaction. Several  times 
agammaglobulinemia  has  been  found  with 
beta-plasmac>i:oma  explaining  the  sensitivity 
to  infections.^"* 

The  antibody  formation  in  response  to 
antigenic  stimuli  was  markedly  decreased 
in  sera  containing  large  amounts  of  abnor- 
mal globulin,  while  in  sera  with  noiTnal  elec- 
trophoretic pattern  antibody  formation  was 
normal. 

There  appears  to  be  an  association  be- 
tween hyperglobulinemia  and  increase  of 
plasma  cells.  It  was  found  that  hyperim- 
munization in  rabbits  caused  marked  pro- 
liferation of  plasma  cells  in  the  spleen  and 
other  organs.  After  injection  of  vaccine  in- 
to the  rabbits,  in  the  red  pulp  of  the  spleen 
where  abundant  plasma  cells  are  present 
normally,  the  antibody  formation  was  much 
greater  than  in  the  white  pulp  which  con- 
tains lymphocjTes.® 

Putnam*®  found  “that  different  patients 
produced  different  types  of  abnormal  serum 
globulin”  and  “no  two  patients  appeared  to 
produce  the  same  abnonnal  globulin  or  the 
same  Bence  Jones  protein,”  or  the  same  elec- 
trophoretic pattern.**  This  pattern  may 
change  several  times  in  the  same  patient. 
Infections  and  toxic  agents  increase  the 
gamma  globulin  in  some  patients  with  mul- 
tiple myeloma,  while  in  others  agamma- 
globulinemia develops.®®  Putnam  found  in 
one  case  three  peaks.*®  Rabat  is  of  the  opin- 
ion that  there  are  no  two  myeloma  proteins 
identical  by  all  criteria,  and  there  may  be 
as  many  as  hundreds  or  more  different 
myeloma  serum  and  urine  proteins.*® 

The  possibility  of  tremendous  variations 
can  be  imagined  from  the  fact  that  in  the 
gamma  globulin  “there  are  about  300  amino 
acids  of  approximately  eighteen  different 
types  in  the  molecule  of  gamma  globulin”*® 
of  which  “we  are  still  studying  only  a small 
portion  of  the  total  molecule”  and  about  the 
rest  one  cannot  say  anything,  whether  it  is 
normal  or  abnonnal.*®  Furthermore,  there 
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must  be  more  than  one  kind  of  gamma  glob- 
ulin, one  which  begins  with  aspartic  acid, 
the  other  with  glutamic  acidd®  Or,  in  mul- 
tiple myeloma,  both  types  of  end  groups 
may  be  presentd^  Emil  Smith  found  myel- 
oma globulin  in  three  patients,  different 
from  any  othersd^ 

“The  overproduction  of  a single  homo- 
geneous protein-constitutent  in  myeloma  sug- 
gests that  in  this  pathologic  state  a single 
plasma  cell  has  become  malignant,”  over- 
producing of  a single  “normal  gamma  glob- 
ulin.“Each  patient  with  myeloma  would 
appear  to  produce  his  own  individual  pro- 
tein, different  from  that  formed  by  any 
other  patients. It  is  probable  that  nor- 
mal subjects  have  thousands  of  plasma  pro- 
teins, each  produced  by  a different  group 
of  plasma  cells.  If  one  cell  undergoes  malig- 
nant changes,  its  particular  protein  is  then 
overproduced  at  the  expense  of  the  other 
globulins.^® 

It  seems  to  be  of  interest  to  mention  that 
both  of  our  first  two  cases  with  pyroglobu- 
linemia  were  and  still  are  in  excellent  health. 

The  experience  of  H.  F.  Deutsch  showed 
that  macroglobulins  can  be  converted  by 
papain  to  3,  5 S material  with  molecules  of 
approximately  the  same  size  as  Bence  Jones 
protein.  Slight  differences  in  the  amino 
acid  breakdown  are  sufficient  to  change  the 
isoelectric  point.®  Disturbed  function  of  a 
molecule  or  enzyme,  or  differences  in  struc- 
ture may  also  be  the  cause  of  some  disturb- 
ances. 

Waldenstroem  proved  that  the  dropping 
out  of  a specific  enzyme-function  caused  dif- 
ferent diseases.  He  proved  also,  with  Kul- 
neff  and  Petersen,  that  the  agammaglobu- 
linemia belongs  to  this  group.^^ 

We  have  to  think  of  known  diseases  where 
the  same  differences  occur  with  the  same  eti- 
ology. “The  same  etiologic  agent  (Spiro- 
chete) may  produce  any  or  several  of  variety 
of  effect.”!® 

Among  5,000  to  120,000  genes  in  man  the 
possibility  of  mutation  is  very  easy  and  not 
uncommon.!® 

Recent  experiences  found  the  loose  DNA 
can  penetrate  certain  bacteria,  changing 
them  into  new  strains.  Many  viruses  are 
packets  of  DNA  wrapped  in  a coat  of  pro- 
tein, which  it  leaves  outside  on  entering  the 
cells  and  takes  charge  of  the  activity  of  the 


cells.  Several  animal  carcinomas  are  caused 
by  viruses,  whose  DNA  took  over  the  com- 
mand. 

Lajtha  reported  that  normal  plasma  cells 
do  not  synthesize  or  poorly  synthesize  DNA, 
while  the  myeloma  cells  or  one  part  of  them 
do  actively  synthesize  it.®  These  are  signs 
which  show  that  there  is  trouble  in  the  func- 
tion and  metabolism  of  these  cells.  Even 
different  ages  in  the  protein  mixture  of  a 
molecule,  when  one  part  is  some  months  old, 
the  other  is  new,  may  cause  differences. 

Seeing  these  variabilities,  difference  of 
the  abnormal  globulins  in  all  these  re- 
searches, knowing  that  “all  metabolism  pro- 
ceeds through  a series  of  small  sequential 
steps  catalyzed  by  enzymes ;”!!  seeing  the 
hereditary  anemias  with  simple  genetic 
basis  (spherocytosis,  thalassemia,  sickle  cell 
anemia,  and  so  forth,)  when  each  of  these 
anemias  is  due  to  an  abnormal  gene  situated 
at  some  particular  point  of  the  chromo- 
some,!® and  that  there  are  genes  which  are 
responsible  for  the  serological  differences 
between  individuals;  that  the  heredity  may 
supply  the  raw  materials  and  the  environ- 
ment has  definite  effect  on  identical  twins 
which  modify  the  expression  of  the  geno- 
type;!® cannot  help  but  enter  into  the 
consideration  of  genetics. 

We  know  that  mutations  can  occur  under 
different  conditions.  They  can  be  the  re- 
sult of  radiation;  of  metabolic  block  with 
accumulation  of  incompletely  catalyzed 
products  which  are  noiTnally  not  present  in 
the  organism;  of  an  “alternate  metabolic 
pathway,”!®'®®  when  the  biochemical  goal 
can  be  reached  by  different  routes!®  result- 
ing in  abnormal  features  or  metabolic  er- 
rors.!"!'!® Any  of  these  processes,  or  the 
failure  of  any  intennediate  metabolic  step 
results  in  a pathologic  picture.®' !® 

Mutant  genes  often  can  transforai  a sub- 
stance to  a closely  related  materiaP®  when  it 
can  be  demonstrated  that  the  enzyme  in 
question  is  lacking.!®  The  conversion  on  the 
other  hand  may  be  blocked  due  to  the  ab- 
sence of  some  enzyme  resulting  in  a patho- 
logic condition  (tyrosine  to  melanin  in  al- 
binism.)!® 

There  is  no  estimate  of  the  number  of  dif- 
ferent organic  compounds  essential  to  prop- 
er functioning  of  the  average  cell,  but  the 
number  is  over  100  and  possibly  in  excess  of 
1000.!®  If  each  compound  is  preceded  by  a 


August,  1960 


415 


series  of  enzymatic  reactions,  the  complex- 
ity of  the  biochemical  system  is  tremendous. 
This  can  be  visualized  clearly  if  we  accept 
the  double  helix  form  and  an'angement  of 
the  DNA  structure  devised  by  J.  D.  Watson 
and  F.  H.  Crick. 

Again,  if  we  realize  that  there  are  at  least 
17  apparent  independently  inherited  types 
of  serological  differences  between  individu- 
als and  even  if  only  a single  pair  of  genes 
were  postulated  at  each  genetic  locus  asso- 
ciated with  a serological  reaction,  the  total 
number  of  genetic  combinations  possible 
with  reference  to  the  genes  responsible  for 
the  already  recognized  serological  reactions 
would  be  31'  = 129,  140,  163.i2 

We  agree  fully  with  Snyder^"  that  “the 
conviction  that  the  genetic  constitution  is  in- 
volved to  a greater  or  lesser  extent  in  all 
diseases  will  serve  as  stimulant  to  search  to- 
ward genetics.” 

As  a malignolipoid  has  been  found  already 
in  malignant  tumors,  it  may  not  be  far  in 
the  future  that  some  kind  of  myeloma- 
enzyme  will  give  an  answer  to  our  confused 
conception  of  protein  metabolism  in  this 
disease. 

Conclusion 

Two  new  cases  with  pyroglobulinemia 
are  herein  presented  in  connection  with  lym- 
phosarcoma and  reticulum  cell  sarcoma  and 
the  difference  in  the  electrophoretic  pattern 
is  emphasized.  The  problem  of  abnormal 
globulins,  including  myeloma  globulin,  pyro- 
globulin,  and  Bence  Jones  protein  is  dis- 
cussed with  the  possibility  of  the  etiologj’  of 
some  genetic  or  enzymatic  failure  or  ab- 
normality. 

NOTE  : The  authors  wish  to  acknowledge 
the  assistance  of  Doctor  John  Gordon,  Chief 
of  ^Medicine,  and  Doctor  Sue  C.  Stevens,  Re- 
search Biochemist,  Lincoln  \"eterans  Hos- 
pital, in  the  preparation  of  this  article. 
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END  RESULTS  in  the 

Treatment  of  Burns* 


Doctor  Gatewood  writes,  herein,  more  about 
the  kind  of  burn  and  the  character  of  the  agent 
causing  it,  than  about  its  extent.  He  does  not 
dwell  on  comparative  types  of  treatment  but  ex- 
presses his  own  concept  of  the  proper  procedure 
to  follow  under  given  circumstances. 

—EDITOR 

IS  it  possible  to  predict  the  end 
result  of  a fresh  burn  with  any 
degree  of  accuracy?  If  so, 
what  criteria  can  be  used  to  determine  this? 
The  answer  to  these  two  questions  with  ex- 
amples of  different  types  of  burns  com- 
prise the  purpose  of  this  presentation. 

The  end  result  of  a burn  is  determined 
to  some  extent  by  the  agent  producing  the 
burn.  With  hot  water  or  some  other  watery 
liquid,  the  depth  of  the  burn  generally  is 
less  than  that  produced  by  flame.  In  fact, 
the  former  often  results  in  only  a second 
degree  burn  while  practically  never  do  we 
see  a flame-burn  that  doesn’t  result  in  at 
least  a partial  full  thickness  loss  of  tissue. 
If  the  burning  agent  is  electricity,  the 
depth  of  the  burn  is  usually  not  confined  to 
the  skin.  And,  if  the  burn  is  secondary  to 
atomic  or  radiation  exposure,  the  predicted 
depth  and  end  result  are  much  different. 

The  end  result  in  a patient  with  over  a 
fifty  per  cent  burn  can  be  predicted  quite 
accurately.  Over  fifty  per  cent  of  these  will 
be  dead  in  a comparatively  short  time,  and 
the  death  in  most  cases  will  be  due  to  in- 
fection, assuming  the  patient  suiwives  the 
early  shock  period.  The  consistency  with 
which  this  has  happened  has  recently  led 
some,  notably  McMillan, ^ to  advocate  early 
debridement  and  homografting  within  two 
to  five  days.  They  state  that  if  the  dead 
tissue  can  be  removed  early,  before  infection 
has  had  a chance  to  get  started,  some  of 
these  deaths  due  to  infection  can  be  avoided. 
This  is  an  admirable  suggestion,  but  at  the 
present  time,  in  ordinary  institutions,  this 
should  be  considered  experimental. 

For  the  patient  with  an  ordinary  burn  of 
rather  small  area  of  the  body,  the  outlook  is 
good  if  one  pursues  an  active  rather  than  ex- 
pectant course  of  treatment.  In  other 
words,  all  full  thickness  loss  of  skin,  except 
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the  very  small  ones,  should  be  covered  by 
autografts.  Epithelium  grows  from  the 
wound  edges  in  nongrafted  wounds  at  the 
rate  of  about  l/8th  inch  per  week.^  There- 
fore, it  is  obvious  that,  in  a burn  of  any  ex- 
tent, grafting  should  not  be  delayed.  An  ex- 
ample of  this  type  of  burn  is  that  of  a young 
man  who  burned  approximately  one  half  of 
his  left  forearm  and  about  one  fourth  of  his 
left  arm  on  the  flexor  surface.  This  was 
debrided  and  it  was  possible  to  graft  it  on 
the  fifteenth  postburn  day.  The  take  was 
approximately  100  per  cent.  Yet,  he  was 
unable  to  return  to  his  usual  work  for  one 
month,  and  in  spite  of  the  early  grafting 
and  good  take,  he  required  a second  graft 
because  of  contracture.  This  only  serves  to 
point  out  that  the  morbidity  of  even  a small 
burn  may  be  great.  ^ 

Following  some  burns,  one  sees  keloids 
that  are  very  disfiguring.  These  are  most 
often  the  result  of  allowing  wounds  to  gi’an- 
ulate  but  are  seen  at  times  where  the  burn 
doesn’t  seem  to  be  especially  severe.  They 
usually  form  along  the  lines  of  tension,  and 
this  tension  may  be  produced  by  pull  in 
other  parts  of  the  body  being  reflected  on 
the  area  where  the  keloid  forms.  An  ex- 
ample of  this  is  a young  Indian  boy  who 
was  burned  on  the  face  and  chest  as  a 
child.  He  developed  severe  keloids  around 
the  face  and  neck  and,  because  of  these, 
wears  a bandana  over  his  chin  most  of  the 
time.  This  may  not  seem  important  to  us, 
but  to  him  it  is  a major  problem.  One  may 
even  think  that  substituting  a graft  for 
these  keloids  is  a poor  trade,  especially  when 
one  considers  the  possibility  of  damage  to 
the  facial  nerve  during  repairs  carried  out 
in  this  area.  But,  I am  certain  that  in  this 
case,  grafting  is  the  best  possible  psycho- 
therapy this  boy  could  receive. 

Contractures  are  the  most  common  end 
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results  of  severe  burns.  These  are  the  re- 
sult of  fibrosis  and  are  not  entirely  prevent- 
able by  any  means.  Ordinarily,  as  men- 
tioned before,  all  full  thickness  loss  of  skin 
should  be  replaced  by  grafting.  In  spite 
of  this  contractures  may  develop,  and  it  is 
usually  best  to  treat  these  by  physiotherapy, 
keeping  the  joints  mobile  and  allowing  the 
contractures  to  soften  for  a time.  Then, 
when  one  lets  the  contracture  out  and  fills 
the  defect  with  a graft,  it  is  much  less  likely 
to  contract  further.  One  need  not  wait  as 
long  as  in  the  case  of  the  seven-year-old  girl 
who  was  burned  when  a baby.  The  fingers 
of  both  hands  were  drawn  into  the  palm. 
On  the  one  hand  the  defect  left  by  dividing 
the  scar  tissue  and  letting  out  the  fingers 
was  replaced  by  a full  thickness  graft.  On 
the  other  hand  the  defect  was  covered  with 
a split  thickness  skin  graft.  The  advantage 
of  the  full  thickness  graft,  of  course,  is 
that  it  contracts  less  than  the  split  graft. 
The  disadvantage  is  that  it  is  less  readily 
obtainable  and  cannot  be  used  on  a granulat- 
ing wound.  The  after-care  is  very  impor- 
tant in  this  type  of  case.  Physiotherapy, 
either  formal  or  improvised  at  home,  should 
be  diligently  carried  out.  In  the  case  men- 
tioned, night  splinting  was  used  for  approxi- 
mately six  months. 

End  results  obtained  in  these  cases  may 
at  times  be  only  related  to  the  burns.  Such 
a situation  is  illustrated  by  an  eighteen-year- 
old  girl  who  received  a mangle  burn  which 
resulted  in  keloids  on  the  back  of  her  fin- 
gers. In  replacing  the  keloids  with  gi'aft,  a 
tourniquet  was  used  as  is  usual  when  oper- 
ating on  the  hand.  The  graft  took  perfect- 
ly, but  paralysis  followed  that  required  five 
months  for  complete  recovery.  If  one  uses 
a tourniquet  on  the  arm,  it  should  be  one  of 
the  ordinary  blood  pressure  type  tourniquets. 
It  should  be  placed  smoothly  without 
wrinkles  and  held  firmly,  but  not  rigidly. 
I do  not  feel  that  paralysis  is  so  much  the 
result  of  time,  necessarily,  as  the  type  of 
tourniquet. 

In  electric  burns,  the  end  results,  so  far 
as  local  tissue  damage  is  concerned,  are  al- 
ways worse  than  the  early  stages  seem  to 
indicate.  This  is  true  of  most  burns,  but  is 
particularly  true  in  those  caused  by  electri- 
city. However,  those  involving  the  skull  are 
particularly  interesting,  because  even  with 
very  severe  injury  to  the  scalp  and  skull 
these  patients  recover  'wdth  surprisingly  lit- 
tle permanent  brain  damage.  As  an  ex- 


ample of  this  type  of  injury,  I shall  present 
briefly  two  cases,  that  have  been  reported 
elsewhere.®  One,  a fifty-five-year-old  man 
was  in  contact  with  a current  of  12,800  volts 
for  a period  of  twenty  minutes  on  July  14th, 
1949.  He  lost  his  scalp,  outer  table  of  the 
skull  on  the  entire  right  side,  and  the  inner 
table  of  skull  on  the  same  side  over  an  area 
three  inches  by  two  inches.  He  also  had  a 
temporary  paralysis  of  the  left  side  of  his 
body.  The  defect  was  satisfactorily  cov- 
ered with  a split  thickness  skin  graft  after 
a very  delayed  debridement.  He  developed 
bilateral  cataracts,  a frequent  complication 
of  electrical  burns  of  the  skull.  The  cata- 
racts were  successfully  treated  surgically. 
He  is  living  and  well  twelve  years  later.  The 
paralysis  of  the  left  side  of  the  body  has 
cleared,  but  permanent  brain  damage  re- 
mains, manifested  chiefly  by  lack  of  bal- 
ance. 

The  second  case  is  that  of  a forty-nine- 
year-old  male  who  accidentally  made  contact 
with  a wire  carrying  46,000  volts  of  elec- 
tricity. He  lost  a large  area  of  scalp  and 
skull  in  the  left  posterior  occipital  region 
and  soft  tissue  of  the  neck  and  ear.  De- 
bridement in  this  case,  in  contrast  to  the 
other,  was  started  in  seven  days,  and  the 
entire  defect  was  covered  by  a pedicle  scalp 
flap  within  six  weeks.  This  patient  has  no 
permanent  brain  damage  so  far  as  can  be 
determined,  and  no  cataracts  have  formed. 
The  point  of  exit  of  the  current  was  on  the 
right  leg.  The  debridement  of  this  defect 
caused  what  was  thought  to  be  a permanent 
loss  of  the  peroneal  nerve,  and  the  knee  joint 
was  entered.  The  defect  was  covered  by  a 
split  thickness  skin  graft.  After  well  over 
eighteen  months  the  patient  has  a partial  re- 
turn of  the  function  of  the  peroneal  nerve 
and  no  longer  needs  a foot-drop  brace. 

Radiation  burns  such  as  we  may  see  in 
the  event  of  an  atomic  attack  are  especially 
severe  in  the  acute  stages.  Fortunately, 
few  of  us  have  seen  the  end  results  of  the 
acute  radiation  injuries  such  as  seen  with 
the  atomic  bomb.  The  results  of  radiation 
injuries  are  seen  less  today  than  in  the  past. 
Unlike  the  acute  radiation  injury,  the  dam- 
age of  the  chronic  radiation  injmy  does  not 
show  up  for  some  time  so  that  one  is  un- 
aware of  it.  Such  a case  is  that  of  a fifty- 
year-old  woman  who  was  treated  some  twen- 
ty years  ago  for  eczema  on  her  hand.  On 
admission,  both  hands  showed  marked  con- 
tractures and  scarring  with  dislocation  of 
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the  metacarpo-phalangeal  joints  by  the  hy- 
perextension and  flexion  of  the  interphalan- 
geal  joints.  On  the  back  of  one  hand  there 
was  carcinoma  in  situ.  The  skin  on  the  ex- 
tensor surfaces  of  both  hands  and  fingers 
was  replaced  by  split  thickness  skin  grafts, 
and  this,  some  ten  years  later,  has  stood  up, 
there  being  no  further  degeneration  of  the 
tissue.  This  should  serve  as  a warning  to 
us  when  working  around  radiation  to  take 
proper  precautions  to  prevent  injury,  par- 
ticularly to  the  hands. 

In  conclusion,  burns  are  severe  in  any 
degree.  The  end  results  are  not  always  pre- 


dictable. Careful  analysis  of  the  burning 
agent  and  of  the  area  involved  are  the  two 
most  important  factors  in  determining  this 
end  result. 
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MANAGEMENT  of 

Breech 

Presentation* 

PAST  and  present  teachings 
leave  little  doubt  as  to  the  prop- 
er respect  accorded  to  successful 
termination  of  a breech  presentation.  Evi- 
dence of  prolapse  of  the  umbilical  cord  in 
4.9  per  centd  the  distressing  but  correctable 
fractures,  the  increased  mortality,  and  the 
residuals  of  cerebral  anoxia  or  hemorrhage 
or  both,  reflect  the  hazards  to  the  fetus. 
IMaternal  mortality  and  morbidity  are  slight- 
ly higher,  usually  because  of  our  tendency 
to  allow  labor  to  become  prolonged,  with  the 
resulting  triad  of  uterine  inertia,  infection, 
and  postpartum  hemorrhage.  Soft  tissue  in- 
juries to  the  mother  from  too  much  haste  in 
attempting  delivery  with  a poorly  effaced 
and  inadequately  retracted  cervix,  may  alter 
her  fertile  index  for  future  childbearing,  and 
often  create  acute  immediate  problems. 

In  an  effort  to  eliminate  these  complica- 
tions, external  version  is  advocated  by  some 
authorities,  if  breech  presentation  is  recog- 
nized prior  to  the  onset  of  labor.  If  version 
is  to  be  done,  the  attempts  should  begin  at 
the  32nd  week,  and  be  repeated  whenevei*  the 
fetus  returns  to  its  original  position.^ 

Eight  weeks  preterm,  approximately  ten 
per  cent  would  require  this  manipulation 
and  yet,  if  not  disturbed,  all  but  3 per  cent 
will  spontaneously  rectify  to  the  vertex.  It 
is  this  3 per  cent  we  should  analyze,  not  the 
entire  number.  The  final  success  rate  in 
external  version  is  usually  not  greater  than 
70  per  cent  in  primigravidas  and  90  per  cent 
in  multigravidas.  Fetal  mortality  from  ex- 
ternal version  is  usually  not  less  than  1 per 
cent,®  this  fetal  loss  resulting  from  such 
complications  as  premature  separation  of 
the  placenta,  prolapsed  cord,  and  premature 
labor.  From  these  data,  one  can  realize  why 
controversy  exists  concerning  version,  and 
we  tend  toward  omission  of  the  procedure 
in  our  practice. 

To  some,  proper  evaluation  of  the  breech 
presentation,  especially  in  the  primigravida, 
is  radiological  investigation  of  the  fetal  and 
pelvic  size.  If  such  information  suggests 
feto-pelvic  disproportion,  section  is  the  al- 
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ternative.  X ray  is  a valuable  adjunct  in 
obstetrics,  but  not  always  conclusive ; and 
today  certainly  is  questionable  as  a part  of 
any  routine.  This,  of  course,  has  been 
brought  about  because  of  the  possibility  of 
some  genetic  harm  to  the  mother  or  fetus  or 
both.  If  we  seriously  consider  this  factor, 
surely  fetal  gonadal  exposure  would  reach 
the  highest  levels  in  the  male  fetus  in  the 
breech  position.^  Patient-acceptance  of 
X-ray  studies  during  pregnancy  is  definitely 
declining,  and  perhaps  we  should  not  chal- 
lenge this,  as  I know  of  no  more  rapid  way 
in  which  the  number  of  needless  films  can 
be  reduced. 

How  then  are  we  to  know  when  a breech 
presentation  should  be  approached  with 
suspicion,  and  when  we  should  direct  our 
thinking  toward  section,  rather  than  vaginal 
delivery? 

One  hundred  term-breeches,  personally 
cared  for  were  reviewed.  Of  this  total,  fifty- 
eight  were  primigravida  and  forty-two 
were  multigravida.  The  incidence  of  cesar- 
ean section  was  10  per  cent  for  the  series; 
but  first  we  shall  discuss  the  ninety  spon- 
taneous deliveries. 

The  average  duration  of  labor  for  the 
primigravida  was  8 hours,  the  range  being 
from  3 to  14  hours.  The  average  weight  of 
the  babies  was  six  pounds,  eight  ounces,  rep- 
resenting a gradient  from  five  pounds,  eight 
ounces  to  eight  pounds,  fifteen  ounces. 
Three  to  four  weeks  preterm,  except  for  two 
cases,  the  presenting  part  was  fully  engaged. 
The  two  patients  without  engagement  exper- 
ienced the  extended  labors  of  thirteen  and 
fourteen  hours  respectively. 

The  multiparas,  as  expected,  had  an  av- 
erage duration  of  labor  of  four  and  one-half 
hours,  almost  one-half  that  of  the  primipara  ; 
and  fetal  size  was  also  slightly  increased,  to 
an  average  of  7 pounds.  In  four  mothers, 
engagement  was  not  accomplished  prior  to 
labor,  but  the  station  of  the  fetus  was  at  a 
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minus  one.  The  remainder  were  at  the  level 
of  the  spines  two  or  more  weeks  preterm. 

Fetal  mortality  was  2 per  cent,  one  occur- 
ring in  a primigravida,  apparently  secon- 
dary to  anoxia,  and  the  second  a stillbirth 
resulting  from  a prolapsed  cord  with  rup- 
tured membranes  prior  to  labor  in  a multi- 
para. 

Of  the  ten  labors  terminated  by  section, 
8 were  primigravida  and  2,  multigravida  — 
and  in  all  ten  mothers  engagement  failed 
to  occur  prior  to  labor,  with  little  if  any 
descent  after  a trial  of  labor.  This  period 
of  observation  averaged  10  hours  with  cer- 
vical dilatation  progressing  to  six  or  more 
centimeters.  Average  fetal  size  was  8 
pounds;  the  extremes,  7 pounds,  5 ounces 
to  10  pounds,  2 ounces.  Fetal  mortality  was 
zero. 

Thus,  in  the  eighty-four  patients  with  pre- 
term engagement  of  the  presenting  part,  la- 
bor was  progressive,  without  uterine  dys- 
function, and  ter-minated  spontaneously  in 
approximately  7 to  8 hours,  regardless  of 
parity.  This  indicates  that  a breech  presen- 
tation in  a primipara  does  not  present  spe- 
cial problems  in  management,  and  treatment 
is  basically  the  same  as  for  the  multipara.® 

Of  the  sixteen  patients  without  engage- 
ment prior  to  labor,  10  required  section. 
Trial  of  labor  then  accomplished  spontane- 
ous deliveries  in  6 mothers  who  would  be 
listed  in  the  suspicious  group,  making  this 
observation  interval  necessary.  One  cannot 
set  up  a definite  time  limit  for  this  trial 
of  labor,  but  this  review  would  indicate  that 
8 to  10  hours  should  show  one  of  the  char- 
acteristics of  normal  labor,  that  of  progres- 
siveness. So  often  with  breech  presenta- 
tions, after  this  waiting  period,  uterine  in- 
ertia, or  a better  term  uterine  dysfunction 
appears,  and  we  turn  to  our  supportive  ef- 
forts of  fluids  and  rest.  To  our  disappoint- 
ment reevaluation  several  hours  later  fre- 
quently reveals  little  if  any  change,  and  con- 
sultation suggests  section.  We  have  then  in- 
creased the  likelihood  of  fetal  and  maternal 
morbidity  and  fetal  mortality  by  this  use- 
less waiting. 

We  have  now  divided  breech  presentation 
into  two  separate  groups,  entirely  by  clinical 
judgment.  What  should  we  remember  in 
managing  those  patients  most  probably  de- 
stined to  delivery  vaginally? 

Induction  is  seldom  acceptable,  and  every 
effort  to  preserve  the  amnionic  sac  until 


completion  of  the  1st  stage  of  labor  in  order 
to  decrease  cord  prolapse,  is  mandatory. 
Analgesics  during  labor  should  be  adequate 
for  good  relaxation  of  the  patient  and  to  set 
the  stage  for  completion  with  pudendal 
block.  Thus,  one  may  gain  complete  efforts 
of  uterine  contractions  during  delivery. 
When  perineal  distension  begins,  a generous 
episiotomy  should  be  done,  and  the  baby  then 
allowed  to  deliver  spontaneously  to  the  um- 
bilicus. By  so  doing  one  avoids  the  distress- 
ing complication  of  nuchal  arms,  and  instead 
is  able  easily  to  deliver  the  upper  extrem- 
ities and  shoulders.  Body  traction  in  de- 
livery of  the  head  should  be  avoided  and 
replaced  with  a guided,  gentle  delivery  with 
Piper  forceps.  Frequently,  the  second  stage 
becomes  slightly  prolonged  because  of  begin- 
ning uterine  dysfunction ; and,  assuming  the 
breech  is  at  or  almost  to  the  perineum,  intra- 
venous infusion  of  pitocin  1 ;1000  dilution 
will  make  the  above-outlined  course  easy  to 
follow. 

During  the  entire  labor,  fetal  heart  tones 
should  be  followed  closely,  especially  with 
the  incomplete  breech,  because  prolapsed 
cord  is  twenty  times  more  prone  to  occur 
than  with  the  frank  breech.  If  suspicion 
presents,  an  immediate  vaginal  examination 
should  be  done.  If  the  suspicion  is  con- 
firmed, immediate  delivery  by  whichever 
method  is  best  suited  to  the  particular  stage 
of  labor  at  that  time,  should  be  done.  Post- 
delivery inspection  of  maternal  soft  tissues 
and  fetus  for  evidence  of  fractures  or  other 
injuries  is  part  of  the  routine. 

In  conclusion,  there  are  only  two  types  of 
breech  labors  and  deliveries.  First,  the 
easy  breech  where  engagement  is  present 
prior  to  labor  and  progress  evident  at  all 
times  during  labor.  Second,  the  unengaged 
breech  with  little  progress  in  a reasonable 
length  of  labor,  this  being  the  difficult  or 
section-breech. 
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4.  United  Nations  Scientific  Committee  on  the 
Effects  of  Atomic  Radiation;  The  Responsibilities 
of  the  Medical  Profession  in  the  Use  of  X rays 
and  Other  Ionizing  Radiation,  Obst.  & Gynec.  Sur- 
vey 12:315-325  (June)  1957. 

5.  Sabin,  M.  and  Foote,  W.  R.:  The  Manage- 

ment of  Breech  Presentation  in  the  Primipara,  Am. 
J.  Obst.  & Gynec.  77:521-529  (March)  1959. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
August  6 — Broken  Bow,  Elks  Club. 

August  20  — O’Neill,  High  School  Build- 
ing. 

September  10  — iMcCook,  St.  Catherine’s 
Hospital. 

September  24  — Scottsbluff,  St.  Mary’s 
Hospital. 

THE  A.M.A.  COMMITTEE  ON  MATER- 
NAL AND  CHILD  CARE  is  sponsoring 
a Rocky  Mountain  Regional  Conference 
on  the  subject  of  “Pregnancy  Wastage 
and  the  Promotion  of  Studies  of  Perina- 
tal Mortality  and  Morbidity,”  in  Denver, 
Colorado,  on  August  14,  1960.  Interested 
physicians  are  cordially  invited. 

THE  THIRD  INTERNATIONAL  CON- 
GRESS OF  PHYSICAL  MEDICINE  — 
August  21-26,  1960,  inclusive;  Mayflower 
Hotel,  Washington,  D.C. 

9TH  WESTERN  CARDIAC  CONFER- 
ENCE — August  15-20,  1960,  Denver, 
Colorado.  For  further  information  con- 
tact Colorado  Heart  Association,  1636  Lo- 
gan St.,  Denver  3,  Colorado. 

MEDICAL  SOCIETY  EXECUTIVES  IN- 
STITUTE—August  31 ; and  A.M.A.-PUB- 
LIC  RELATIONS  INSTITUTE,  Septem- 
ber 1 and  2;  Drake  Hotel,  Chicago,  Illi- 
nois. 

FIFTH  INTERNATIONAL  CONGRESS 
ON  NUTRITION  — Sheraton-Park  Hotel, 
and  Shoreham  Hotel;  Washington,  D.  C.; 
September  1-7,  1960. 

AMERICAN  RHINOLOGIC  SOCIETY  — 
Belmont  Hotel,  Chicago;  October  8,  1960; 
physicians  invited;  no  registration  fee. 

THE  EIGHTH  CONGRESS  OF  THE  PAN- 
PACIFIC SURGICAL  ASSOCIATION— 
September  27  through  October  5,  1960; 
Honolulu,  Hawaii.  Dr.  F.  J.  Pinkerton, 
Director  General,  Suite  230,  Alexander 
Young  Building,  Honolulu  13. 

AMERICAN  COLLEGE  OF  SURGEONS 
46TH  ANNUAL  CLINICAL  CONGRESS 
— October  10-14,  1960,  in  San  Francisco, 
California.  For  information  write:  Dr. 
William  E.  Adams,  Secretary,  American 
College  of  Surgeons,  40  East  Erie  Street, 
Chicago  11,  Illinois. 


OMAHA  MID -WEST  CLINICAL  SO- 
CIETY, 1960  SESSIONS  — October  31 
through  November  3,  1960. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS of  the  United  States,  67th  An- 
nual Convention — October  31,  November 
1 and  2,  1960 ; MajTlower  Hotel,  Washing- 
ton, D.C.  Theme,  “The  Military  Role  in 
Medical  Progi’ess.” 

GOVERNOR’S  COMMISSION  ON  AGING 
WILL  HOLD  STATE  WIDE 
CONFERENCE 

Plans  are  being  completed  for  the  holding 
of  a state  wide  conference  by  the  Governor’s 
Commission  on  Aging  to  receive  and  adjudi- 
cate reports  on  the  studies  that  have  been 
made  on  Problems  of  Care  of  the  Aged.  Dr. 
J.  D.  McCarthy,  Omaha,  Chairman  of  the 
Governor’s  Committee,  has  announced  that 
this  meeting  will  be  held  in  Omaha,  on  Au- 
gust 22  and  23.  The  meeting  will  be  held  at 
the  Sheraton-Fontenelle  Hotel. 

The  meeting  will  be  open  to  the  public 
and  it  is  hoped  that  a large  representation 
of  individuals  interested  in  care  of  the  aged 
as  well  as  organization  representatives  will 
be  present. 

During  the  meeting  formal  presentations 
will  be  made  by  Governor  Brooks  as  well  as 
invited  guests  for  the  Health,  Education  and 
Welfare  Department  of  the  Federal  Govern- 
ment. 

There  will  also  be  at  least  five  workshop 
groups  that  will  discuss  and  make  recom- 
mendations on  topics  assigned  to  them. 
These  reports  will  be  correlated  and  present- 
ed during  the  last  session  of  the  meeting 
for  the  purpose  of  giving  those  present  an 
opportunity  to  make  further  recommenda- 
tions. Out  of  these  reports  will  come  the 
final  report  which  will  be  made  to  the 
White  House  Conference  in  January,  1961. 

Holding  the  meeting  on  Monday  and  Tues- 
day will  permit  outstate  guests  to  travel  to 
the  meeting  on  Sunday  and  travel  home  on 
Tuesday  afternoon  as  the  meeting  will  ad- 
journ about  1:00  p.m.,  Tuesday,  August  23. 

A tremendous  amount  of  work  and  re- 
search has  gone  into  the  functioning  of  the 
Governor’s  Commission  on  Aging  since  the 
appointment  of  the  30-member  group  on 
January  16,  1960. 
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The  Central  Committee  group  has  been 
divided  into  eight  different  categories  for 
purposes  of  study  and  research,  namely:  (1) 
Medical  Care;  (2)  Research;  (3)  Institution- 
al Care;  (4)  Insurance  and  Legal;  (5)  Sta- 
tistics; (6)  Dependent  Care — Recreation — 
Religion;  (7)  Employment;  (8)  Liaison.  A 
chairman  was  appointed  for  each  of  these 
sub-committees. 

The  Governor  has  appointed  a chairman  in 
all  of  the  state  legislative  districts,  each  of 
these  to  appoint  their  own  committee  for  the 
pui-pose  of  obtaining  information.  These 
have  yielded  a world  of  information. 

Questionnaires  went  to  all  members  of  the 
Nebraska  State  Medical  Association  for  the 
purpose  of  obtaining  specific  information  as 
to  the  diseases  most  prevalently  seen  in  the 
elderly,  along  with  pointed  questions  rela- 
tive to  financing  health  costs.  The  response 
from  our  doctors  has  been  tremendous,  and 
will  contribute  greatly  to  the  completed  in- 
formation. 

Another  questionnaire  was  forwarded  to 
all  chairmen  of  legislative  districts  to  ob- 
tain personal  information  from  the  lay 
groups  relative  to  economics,  health  care, 
legislation,  etc. 

A third  questionnaire  was  sent  to  all  hos- 
pital administrators  in  the  state  of  Nebraska 
for  the  purpose  of  obtaining  information  as 
to  the  number  of  people  65  or  older  being 
admitted  to  hospitals,  diagnoses,  length  of 
stay,  ability  to  pay  and  how,  etc. 

The  fourth  questionnaire  went  to  over  600 
employers  requesting  information  regarding 
employment  of  people  45  and  over  and  other 
pertinent  information. 

Many  experts  on  the  aging  problem  in 
many  fields  have  been  called  in  for  consulta- 
tion. Sub-committees  and  other  groups  in- 
terested in  the  problem  have  had  meetings, 
all  in  preparation  for  the  state  meeting  and 
for  the  White  House  Conference  next  Janu- 
ary. 

We  hope  that  there  will  be  a good  attend- 
ance of  our  members  at  this  state  meeting 
who  will  take  part  in  the  various  workshops 
and  discussions.  The  doctors  in  Nebraska 
are  close  to  this  problem  and  can  contribute 
a great  deal  to  the  overall  presentation  of 
the  situation  in  Nebraska. 


PRELIMINARY  PROGRAM 
ANNOUNCEMENTS 
on  the 

TWENTY-EIGHTH  ANNUAL 
POSTGRADUATE  ASSEMBLY  OF 
OMAHA  MID-WEST  CLINICAL  SOCIETY 

The  1960  SCIENTIFIC  ASSEMBLY  of  the 
Omaha  Mid-West  Clinical  Society  is  present- 
ed under  the  joint  sponsorship  of  Creighton 
University  School  of  Medicine,  University 
of  Nebraska  College  of  Medicine,  and  the 
Nebraska  Chapter  of  the  American  Academy 
of  General  Practice. 

SESSIONS  are  officially  designated  as 
part  of  each  medical  school’s  postgraduate 
educational  program,  and  Category  I credit 
hours  to  members  of  A.A.G.P. 

DAILY  LECTURES  presented  by  mem- 
bers of  Omaha  Mid-West  Clinical  Society. 
(Eight  individual  lectures  presented  daily — 
10:30  to  11:40  a.m.  in  Assembly  Hall  and 
Velvet  Room). 

DAILEY  PANEL  DISCUSSIONS  by  mem- 
bers of  Omaha  Mid-West  Clinical  Society — 
1 :45  to  2 :45  p.m.  in  Assembly  Hall. 

Monday,  October  31st  ^ 

“INFECTIOUS  DISEASE  IN  INFANTS 
AND  CHILDREN” 

Moderator:  Paul  N.  Morrow,  M.D. 

— “Infections  in  the  Newborn  Nursery” 

Byron  B.  Oberst,  M.D. 

John  R.  Mitchell,  M.D. 

— “Immunization” 

Robert  E.  Murphy,  M.D. 

John  M.  Thomas,  M.D. 

Tuesday,  November  1st 

“CONSIDERATIONS  FOR  THE  MANAGE- 
MENT OF  SOME  EXTENSIVE  AND 
RECURRENT  CANCERS” 

Moderator:  R.  Russell  Best,  M.D. 

— “Hormone  Management  of  Cancer  (Malignancies 
of  Males  and  Females  — Surgical  and  Non- 
Surgical”) 

Earl  A.  Connolly,  M.D. 

— “Chemotherapy  . . . Thiotepa  and  Related  Agents” 
Daniel  M.  Miller,  M.D. 

— “Chemical  Irrigations  and  Perfusion  Procedures 
in  the  Management  of  Cancer” 

John  A.  Rasmussen,  M.D. 

— “Neurosurgei-y  in  the  Management  of  Malig- 
nancies” 

Kenneth  M.  Browne,  M.D. 
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Wednesday,  November  2nd 
“COMMON  FRACTURES” 

This  is  a clinical  review  period,  scheduled 
for  the  purpose  of  inviting  registrants  to 
submit  X rays  and  data  on  fracture  cases — 
these  need  not  be  complex — the  time  func- 
tion and  success  of  this  discussion  depends 
entirely  upon  audience  participation. 

Moderator:  Richard  D.  Smith,  M.D. 
Participants: 

L.  Thomas  Hood,  M.D. 

Joseph  F.  Gross,  M.D. 

Dwight  W.  Burney,  Jr.,  M.D. 

Thursday,  November  3rd 

“THIS  IS  WHAT’S  NEW!”  (Symposium) 
Moderator:  J.  Perry  Tollman,  M.D., 

President-Elect  of  Omaha  Mid-West 

Clinical  Society 

Participants — 

John  R.  Schenken,  M.D.  (Basic  Science) 
Maurice  E.  Grier,  M.D.  (Gynecology  and 
Obstetrics) 

John  D.  Hartigan,  M.D.  (Medicine) 

Harold  A.  Ladwig,  M.D.  (Neuropsychiati-y) 
Stanley  M.  Timhlsen,  M.D.  (Ophthalmology) 
Henry  Kammandel,  M.D.  (Urology) 

(Topics  for  discussion  will  not  correspond 
to  presentations  of  the  distinguished  guest 
speakers). 

INVITED  GUESTS’  LECTURE  SCHEDULES 

DERMATOLOGY— ADOLPH  B,.  LOVEMAN,  M.D., 
Louisville,  Kentucky.  Clinical  Associate  Pro- 
fessor of  Dermatology  and  Syphilology,  Uni- 
versity of  Louisville 

November  1st 

Dinner  — “Diagnosis  and  Treatment  of  Some  of 
the  More  Common  Cutaneous  Disorders 
of  the  Face  and  Scalp” 

8:45  p.m. — “Mucous  Membrane  Lesions  of  Interest 
to  the  General  Practitioner” 

November  2nd 

4:15  p.m. — “Cutaneous  Disorders  of  the  Female 
Genitalia” 

GYNECOLOGY-OBSTETRICS— JOHN  W.  HUFF- 
MAN, M.D.,  Chicago,  Illinois.  Associate  Pro- 
fessor of  Obstetrics  and  Gynecology,  North- 
western University  Medical  School.  Attending 
Gynecologist,  Department  of  Obstetrics  and 
Gynecology,  Passavant  Memorial  Hospital.  Head 
of  Department  and  Attending  Gynecologist, 
Children’s  Memorial  Hospital. 

October  31st 

9:00  a.m. — “The  Prophylaxis  of  Postoperative  Phle- 
bothrombotic  Disease” 

Lunch  — “The  Management  of  Stress  Incontin- 
ence” 

7 :45  p.m. — “Gynecologic  Problems  in  Childhood” 

November  1st 

2:45  p.m. — “Dyspareunia  As  a Symptom  of  Organic 
Disease” 


MEDICINE— W.  PAUL  HAVENS,  JR.,  M.D.,  Phila- 
delphia, Pennsylvania.  Professor  of  Clinical 
Microbiology  and  Medicine,  The  Jefferson  Med- 
ical College. 

November  2nd 

9:30  a.m. — “Current  Problems  in  Viral  Hepatitis” 

Lunch  —“Differential  Diagnosis  and  Treatment  of 
Hepatic  Disease” 

November  3rd 

9:00  a.m.— “Viral  Infections  of  the  Respiratoiw 
Tract” 

2:15  p.m. — “Liver  Disease  and  Antibody  Foi-mation” 

MEDICINE-WILLEM  J.  KOLFF,  M.D.,  Cleveland, 
Ohio.  Head  of  the  Department  of  Artificial 
Orpns  and  Staff  Member  of  The  Research  Di- 
vision of  Cleveland  Clinic  Foundation.  Asso- 
ciate Professor  of  Clinical  Investigation  of  the 
Frank  E.  Bunts  Educational  Institute  (the  edu- 
cational division  of  Cleveland  Clinic). 

October  31st 

Lunch  —“The  Surgical  Approach  to  Coronary  Ar- 
teiy  Disease  and  Replacement  on  Heart 
Valves  With  Artificial  Valves” 

4:15 — “Treatment  of  Uremia  Especially  With  the 
Artificial  Kidney” 

8:15  p.m. — “Artificial  Heart  Inside  the  Chest” 

November  1st 

9.00  a.m.  “Treatment  of  Renal  Disease” 

NEUROPSYCHIATRY  — HERBERT  C.  MODLIN, 
M.D.,  Topeka,  Kansas.  Senior  Psychiatrist,  The 
Menninger  Foundation. 

October  31st 

3:45  p.m. — “Traumatic  Neurosis” 

Dinner  — “Psycho-Socio-Somatic  Instability” 

November  1st 

9:30  a.m. — “Psychological  Reactions  to  Head  In- 
jury” 

7:45  p.m. — “Sexual  Psychopathy” 

ORTHOPEDIC  SURGERY  — DANA  M.  STREET, 
M.D.,  Little  Rock,  Arkansas.  Professor  of  Or- 
thopedic Surgery,  University  of  Arkansas  Med- 
ical Center. 

October  31st 

9:30  a.m. — “Fractures  About  the  Knee  Joint” 

4:45  p.m. — “Surgical  Treatment  of  the  Low  Back” 

November  1st 

Lunch  — “Common  Fractures  in  Childhood” 

3:45  p.m. — “Fractures  of  the  Upper  Extremity” 

OTOLARYNGOLOGY— ROBERT  E.  PRIEST,  M.D., 
Minneapolis,  Minnesota.  Clinical  Professor  of 
Otolaryngology,  University  of  Minnesota  Medi- 
cal School. 

November  1st 

4:45  p.m. — “Tracheotomy:  Indications  and  Tech- 

nique” 

8:15  p.m. — “The  Ear  in  General  Practice” 
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November  2nd 

Lunch  — “Treatment  of  Ear,  Nose  and  Throat 
Diseases” 

PEDIATRICS— JOSEPH  D.  BOGGS,  M.D.,  Chicago, 
Illinois.  Attending  Pathologist  and  Director 
of  Laboratories,  Children’s  Memorial  Hospital. 
Professor  of  Pathology,  Northwestern  Univer- 
sity Medical  School. 

November  2nd 

3:45  p.m. — “Tumors  in  Childhood” 

November  3rd 

9:30  a.m. — “The  Use  of  Blood  and  Blood  Products 
in  Pediatrics” 

3:15  p.m. — “Fluid  and  Electrolyte  Therapy  in  Chil- 
dren” 

RADIOLOGY— JOHN  A.  EVANS,  M.D.,  New  York 
City,  New  York.  Radiologist-in-Chief  at  The 
New  York  Hospital.  Professor  of  Radiology  at 
Cornell  University  Medical  College. 

November  2nd 

4:45  p.m. — “The  Roentgen  Diagnosis  of  Renal 
Masses” 

November  3rd 

Lunch  — “Roentgen  Aids  in  the  Diagnosis  of  Neo- 
plasm of  the  Liver  and  Extrahepatic 
Duct  System” 

2:45  p.m. — “Some  Painful  Lesions  of  the  Spine  in 
Children” 

SURGERY  — CARLETON  MATHEWSON,  JR., 
M.D.,  San  Francisco,  California.  Professor  of 
Surgery,  Stanford  University.  Chief  of  Sur- 
gei-y,  Stanford  University  Seiwice — San  Fran- 
cisco General  Hospital.  Chief  Surgical  Consult- 
a,nt,  Letterman  General  Army  Hospital,  San 
Francisco.  Surgical  Consultant  for  Surgeon 
General’s  Office. 

October  31st 

2:45  p.m. — “The  Problem  of  Peptic  Esophagitis” 

8:45  p.m. — “The  Management  of  Benign  Surgical 
Lesions  of  the  Esophagus” 

November  1st 

Lunch  — “The  Present  Concepts  of  the  Manage- 
ment of  Duodenal  Ulcer” 

4:15  p.m. — “Diverticulosis  of  the  Colon  and  Its  Com- 
plications” 

SURGERY  — WILLIAM  P.  WILLIAMSON,  M.D., 
Kansas  City,  Kansas.  Professor  of  Surgeiy 
and  Head  of  Section  of  Neurological  Surgery, 
University  of  Kansas  School  of  Medicine. 

November  2nd 

9:00  a.m. — “Carotid  Arteriography  in  the  Manage- 
ment of  Intracranial  Trauma” 

2:45  p.m. — -“Big  Heads,  Little  Heads,  and  Queer 
Heads” 

November  3rd 

Lunch  — “Relationship  of  Christian  Faith  to 
Health” 


Scientific  Exhibits  Scientific  Films 

Technical  Exhibits 

All  Meals  Seiwed  at  Civic  Auditorium 
Sheraton-Fontenelle  Hotel  Catering  Service 
Remember  the  dates  . . . October  31st,  through 
November  3rd,  1960. 

Address  inquiries  to: 

William  J.  Reedy,  M.D.,  Director  of  Clinics 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Omaha  2,  Nebraska 

Our  Student  Loan  Fund 

(A  Report  of  Progress) 

One  of  the  primary  objectives  of  the  Ne- 
braska Medical  Foundation  when  it  was 
established  in  1948  was  the  operation  of  a 
Student  Loan  Fund  for  the  benefit  of 
worthy  medical  students  in  both  the  Uni- 
versity of  Nebraska  College  of  Medicine  and 
the  Creighton  University  School  of  Medi- 
cine. At  that  time  the  Nebraska  State  Med- 
ical Association  was  operating  a small  loan 
fund  which  had  been  in  existence  for  many 
years.  Although  the  fund  was  a small  one, 
at  that  time  the  demands  were  not  great. 
Most  student  requests  amounted  to  such  sums 
as  two  or  three  hundred  dollars  for  a semest- 
er. The  few  remaining  notes  were  trans- 
ferred, by  order  of  the  House  of  Delegates 
and  the  Board  of  Trustees,  to  the  Nebraska 
Medical  Foundation.  The  sum  was  small, 
but  it  was  a beginning. 

The  progress  of  this  fund  over  the  inter- 
vening years  has  been  interesting,  as  well 
as  beneficial  to  medical  education  of  our 
students  in  Nebraska  in  the  help  that  it  has 
been  possible  to  extend  to  them.  We  know 
of  instances  where  students  would  have  had 
to  drop  out  of  school  had  it  not  been  for 
the  funds  we  have  been  able  to  supply  them. 

The  ever  changing  economic  picture  has 
had  a definite  bearing  on  the  Student  Loan 
picture.  Many  of  our  requests  come  from 
students  who  are  married.  Tuitions  have 
gone  up,  living  costs  are  increasing,  and 
while  the  wife  works  in  many  instances  and 
supplies  a part  of  the  funds,  yet  the  need 
becomes  greater  and  requests  for  loans  are 
for  larger  sums.  The  average  loan  now  runs 
close  to  one  thousand  dollars  per  semester. 

Progress  has  been  slow  in  the  accumula- 
tion of  funds,  but  the  increase  has  been 
steady,  especially  during  the  past  two  years. 
The  Woman’s  Auxiliary,  both  county  and 
state,  has  been  generous  in  support.  An  ex- 
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pression  of  appreciation  is  extended  to  Mrs. 
J.  D.  ^McCarthy,  Omaha,  for  the  fine  work 
she  has  done  in  this  field.  The  Adams 
County  Auxiliary  has  contributed  $29.00. 
Buffalo  County  Auxiliary,  $20.00.  Platte 
County,  $25.00.  Omaha  - Douglas  County, 
$100.00.  Lancaster  County,  $325.00.  The 
Nebraska  State  Auxiliary,  $345.49. 

Some  of  our  county  medical  societies  have 
started  to  make  contributions  to  this  fund. 
Omaha-Douglas  County  Medical  Society  sent 
a check  for  $100.00,  and  $500.00  was  re- 
ceived from  the  Southwestern  Nebraska 
IMedical  Society.  Over  $200.00  has  recently 
been  received  from  individual  members  and 
their  wives. 

Within  the  year,  a contribution  in  the 
amount  of  $1,000  was  received  from  a pa- 
tient of  one  of  our  members  in  the  western 
part  of  the  state.  This  is  a virtually  un- 
tapped source  of  income  for  this  fund  and 
one  which  can  be  greatly  extended  by  our 
members.  Many  people  of  means  are  glad 
to  know  of  such  opportunities. 

One  of  the  substantial  sources  of  income 
comes  from  our  members  and  the  public 
in  the  form  of  contributions  in  lieu  of  flow- 
ers. Acknowledgment  is  always  made  to  the 
family  of  the  deceased  in  the  form  of  a per- 
sonal letter  from  the  Foundation.  Recently, 
a prominent  citizen  of  Lincoln  passed  away. 
The  family  placed  a notice  in  the  newspa- 
pers requesting  that  contributions  be  made 
to  the  Foundation  in  lieu  of  flowers.  Ap- 
proximately $1,000  was  received.  The  fol- 
lowing week,  this  money  was  loaned  to  a 
worthy  medical  student. 

The  Foundation  has  no  scholarships.  All 
of  the  funds  are  handled  on  a loan  basis, 
and  the  student  repays  his  note  after  com- 
pletion of  his  internship  and  when  he  is  in 
practice.  The  money  is  then  reloaned  to 
another  student.  Loans  in  the  amount  of 
$1,149.41  were  repaid  during  1957  and  prior. 
During  1958,  the  amount  repaid  was  $797.78. 
During  1959,  the  sum  of  $2,911.43  was  re- 
paid. This  indicates  the  increased  tempo  of 
the  operation. 

During  1959  and  thus  far  in  1960,  there 
has  been  a completion  of  twelve  loans.  At 
the  present  time,  there  are  twenty-four  ac- 
tive loans  in  the  amount  of  $26,768.96.  Left 
available  for  loan  is  $3,009.73.  One  thou- 
sand dollars  of  this  has  been  committed  for 
completion  of  an  additional  loan  on  Octob- 


er 1.  This  leaves  a sum  of  little  more  than 
$2,000  available  to  students.  It  is  question- 
able M'hether  this  sum  will  be  sufficient 
to  supplj'  demands  of  the  applications  that 
will  be  received  for  the  fall  term. 

It  should  be  pointed  out  to  our  members 
and  for  the  benefit  of  any  patients  who 
might  want  to  contribute,  that  any  contri- 
bution made  to  the  Foundation  is  deductible 
from  Federal  taxes. 

The  Foundation  receives  some  veiy  fine 
expressions  of  appreciation  from  students 
who  have  been  the  recipients  of  loans.  A 
letter  was  recently  received  from  one  of 
these  which  closed  with  the  following  para- 
graph. 

“I  have  recently  finished  paying  for 
the  loan  which  the  Nebraska  Medical 
Foundation  very  kindly  gave  me.  It 
was  a life  saver  for  me,  and  I will  al- 
ways be  deeply  grateful.” 

It  is  apparent  that  this  is  a worthwhile 
project  not  only  from  a public  relations 
angle,  but  also  in  providing  for  the  educa- 
tion of  more  young  doctors. 

A Quick  Look 

The  following  information  about  the  re- 
cent (June  13-17)  sessions  of  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion was  furnished  by  the  association’s  exec- 
utive vice  president.  It  will  be  followed,  as 
usual,  by  a full  report  by  your  delegates ; 

Miami  Beach,  June  17  — Health  care  for 
the  aged,  pharmaceutical  issues,  occupation- 
al health  programs,  relations  with  allied 
health  groups  and  relations  with  the  Nation- 
al Foundation  were  among  the  major  sub- 
jects involved  in  policy  actions  by  the  House 
of  Delegates  at  the  American  Medical  Asso- 
ciation’s 109th  Annual  Meeting  held  June 
13-17  in  Miami  Beach. 

Dr.  Leonard  W.  Larson  of  Bismarck, 
N.  D.,  former  chairman  of  the  A.M.A.  Board 
of  Trustees  and  of  the  A.M.A.  Commission 
on  Medical  Care  Plans,  was  named  presi- 
dent-elect by  unanimous  vote.  Dr.  Larson 
will  succeed  Dr.  E.  Vincent  Askey  of  Los 
Angeles  as  president  at  the  Association’s  an- 
nual meeting  in  June,  1961,  at  New  York 
City. 

The  A.M.A.  1960  Distinguished  Service 
Award,  one  of  medicine’s  highest  honors. 
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was  given  to  Dr.  Charles  A.  Doan,  who  will 
retire  next  year  as  dean  of  the  Ohio  State 
University  College  of  Medicine  and  director 
of  the  Health  Center  in  Columbus,  Ohio. 

Total  registration  through  Thursday,  with 
half  a day  of  the  meeting  still  remaining, 
had  reached  19,107,  including  8,706  physi- 
cians. 

Health  Care  for  the  Aged 

After  considering  a variety  of  reports,  res- 
olutions and  comments  on  the  subject  of 
health  care  for  the  aged,  the  House  of  Dele- 
gates adopted  the  following  statement  as 
official  policy  of  the  American  Medical  As- 
sociation : 

“Personal  medical  care  is  primarily  the 
responsibility  of  the  individual.  When  he 
is  unable  to  provide  this  care  for  himself, 
the  responsibility  should  properly  pass  to  his 
family,  the  community,  the  county,  the  state, 
and  only  when  all  these  fail,  to  the  federal 
government,  and  then  only  in  conjunction 
with  the  other  levels  of  government,  in  the 
above  order.  The  determination  of  medical 
need  should  be  made  by  a physician  and  the 
determination  of  eligibility  should  be  made 
at  the  local  level  with  local  administration 
and  control.  The  principle  of  freedom  of 
choice  should  be  preserved.  The  use  of  tax 
funds  under  the  above  conditions  to  pay 
for  such  care,  whether  through  the  purchase 
of  health  insurance  of  by  direct  payment, 
provided  local  option  is  assured,  is  inherent 
in  this  concept  and  is  not  inconsistent  with 
previous  actions  of  the  House  of  Delegates 
of  the  American  Medical  Association.” 

The  House  also  urged  the  Board  of  Trus- 
tees “to  initiate  a nonpartisan  open  assembly 
to  which  all  interested  representative  groups 
are  invited  for  the  purpose  of  developing  the 
specifics  of  a sound  approach  to  the  health 
seiwice  and  facilities  needed  by  the  aged, 
and  that  thereafter  the  American  Medical 
Association  present  its  findings  and  positive 
principles  to  the  people.” 

In  connection  with  an  educational  pro- 
gram regarding  the  aged,  the  House  declared 
that  “the  American  Medical  Association  in- 
crease its  educational  program  regarding 
employment  of  those  over  65,  emphasizing 
voluntary,  gradual  and  individualized  retire- 
ment, thereby  giving  these  individuals  not 
only  the  right  to  work  but  the  right  to  live 
in  a free  society  with  dignity  and  pride.” 

Earlier,  at  the  opening  session.  Dr.  Louis 
M.  Orr,  retiring  A.M.A.  president,  had 


asked  the  House  to  go  on  record  favoring 
more  jobs  for  the  aged,  voluntary  retire- 
ment and  a campaign  against  discrimina- 
tion because  of  age,  whether  it  be  40  or  65. 
The  House  also  gave  wholehearted  approval 
to  Dr.  Askey’s  urging  that  state  medical  so- 
cieties take  an  active  part  in  state  confer- 
ences and  other  planning  activities  preced- 
ing the  January,  1961,  White  House  Confer- 
ence on  Aging. 

Pharmaceutical  Issues 

In  the  pharmaceutical  area  the  House  took 
two  actions — one  regarding  mail  order  drug 
houses  and  the  other  involving  the  develop- 
ment and  marketing  of  pharmaceutical  prod- 
ucts. 

The  House  agreed  with  representatives 
of  the  pharmacy  profession  that  the  unorth- 
odox practice  of  mail  order  filling  of  pre- 
scription dimgs  is  not  in  the  best  interest 
of  the  patient,  except  where  unavoidable 
because  of  geographic  isolation  of  the  pa- 
tient. The  statement  pointed  out  that  in 
this  process  the  direct  personal  relationship, 
which  exists  between  the  patient-physician- 
pharmacist  at  the  community  level  and 
which  is  essential  to  the  public  health  and 
the  welfare  of  patients,  is  lost. 

The  House  also  directed  the  Boajd  of 
Trustees  to  request  the  Council  on  Drugs  and 
other  appropriate  Association  councils  and 
committees  “to  study  the  pharmaceutical 
field  in  its  relationship  to  medicine  and  the 
public,  to  correlate  available  material,  and 
after  consultation  with  the  several  branches 
of  clinical  medicine,  clinical  research,  and 
medical  education  and  other  interested 
groups  or  agencies,  submit  an  objective  ap- 
praisal to  the  House  of  Delegates  in  June, 
1961.”  The  statement  pointed  out  that  cer- 
tain proposals  have  been  made  which,  if  car- 
ried out,  might  impair  the  future  of  pharma- 
ceutical research  and  development,  thus  re- 
tarding the  progress  of  scientific  therapy. 
It  also  said  that  the  services  of  the  pharma- 
ceutical industry  are  so  vital  to  the  public 
and  to  the  medical  profession  that  an  objec- 
tive study  should  be  made. 

Occupational  Health  Programs 

The  House  approved  a revised  statement 
on  the  “Scope,  Objectives  and  Functions  of 
Occupational  Health  Programs,”  which  was 
originally  adopted  in  June,  1957.  The  new 
statement  contains  no  fundamental  altera- 
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tions  in  A.M.A.  policy  or  ethical  relation- 
ships, but  it  adds  important  new  material 
on  the  following  points: 

1.  Greater  emphasis  on  the  preventative 
and  health  maintenance  concepts  of  oc- 
cupational health  programs. 

2.  A more  positive  statement  of  organized 
medicine’s  obligation  to  provide  lead- 
ership in  improving  occupational  health 
services  by  part-time  physicians  in 
small  industry. 

3.  Increased  emphasis  on  rehabilitation  of 
the  occupationally  ill  and  injured. 

4.  Inclusion  of  the  proper  use  of  immuni- 
zation procedures  for  employes,  as  ap- 
proved by  the  House  in  1959. 

5.  A more  adequate  statement  on  the  need 
for  teamwork  with  lay  industrial  hy- 
gienists in  tailoring  each  occupational 
health  program  to  the  particular  em- 
ploye group  involved. 

In  approving  the  revised  guides  for  occu- 
pational health  programs,  the  House  also  ac- 
cepted a suggestion  that  the  A.M.A.  Council 
on  Occupational  Health  undertake  a project 
to  study  and  encourage  the  emplojunent  of 
the  physically  handicapped. 

Allied  Health  Groups 

The  House  approved  the  final  report  of 
the  Committee  to  Study  the  Relationships  of 
Medicine  with  Allied  Health  Professions  and 
Seiwices  and  commended  it  as  “a  monumen- 
tal work.”  The  report  covers  the  present 
situation,  future  implications  and  recommen- 
dations, including  guiding  principles  and  ap- 
proaches to  activate  physician  leadership. 
The  House  strongly  recommended  that 
A.M.A.  activity  in  this  vitally  important 
area  be  continued  and  it  approved  the  ap- 
pointment of  a Board  of  Trustees  commit- 
tee to  carry  on  the  work. 

To  develop  physician  leadership  in  pro- 
moting cooperative  efforts  with  allied  health 
professions  and  services,  the  report  suggest- 
ed the  following  A.M.A.  activities: 

1.  A general  conference  should  be  held 
with  allied  scientists  in  the  basic  med- 
ical sciences  and  related  disciplines  for 
discussion  of  matters  of  common  con- 
cern related  to  the  creation  of  per- 
manent, cooperative  activities. 

2.  Specific  exploratory  conferences  should 
be  held  with  members  of  segments  of 


science  allied  to  a given  area  of  medical 
practice  with  the  national  medical  or- 
ganizations concerned. 

3.  General  and  specific  conferences  should 
be  held  with  professional  and  technical 
assistants  on  education,  recruitment 
and  coordination  of  contributions. 

4.  Through  meetings  and  publications,  re- 
ciprocal exchange  of  infonnation 
should  be  provided  between  physicians 
and  allied  scientists  and  members  of 
health  professions. 

5.  Effective,  continuing  liaison  should  be 
established  between  A.M.A.  representa- 
tives and  professional  and  technical 
personnel. 

National  Foundation 

The  House  took  two  actions  involving 
relations  between  the  medical  profession  and 
the  National  Foundation.  It  adopted  a state- 
ment of  policies  for  the  guidance  of  state 
medical  associations  and  recommended  that 
they  be  adopted  by  all  component  medical 
societies.  These  policies  cover  such  subjects 
as  membership  of  medical  advisory  commit- 
tees at  the  chapter  level,  the  function  of 
these  committees,  and  basic  principles  con- 
cerning financial  assistance  for  medical  care, 
payment  for  physicians’  services  and  phy- 
sicians’ responsibilities  for  constructive  lead- 
ership in  medical  advisoiy  activities. 

In  another  acton  the  House  directed  the 
Board  of  Trustees  to  authorize  further  con- 
ferences with  leaders  in  the  National  Foun- 
dation on  the  problem  of  poliomyelitis  as 
it  relates  to  the  betterment  of  the  public 
health  and  to  consider  further  joint  action 
toward  the  eradication  of  polio.  The  House 
commended  the  National  Foundation  for  its 
outstanding  service  in  the  attack  against 
polio,  but  pointed  out  that  much  work  re- 
mains to  be  done  in  public  education,  vac- 
cination, continuing  assistance  for  polio  vic- 
tims and  continued  research. 

Miscellaneous  Actions 

In  dealing  with  reports  and  resolutions  on 
a wide  variety  of  other  subjects,  the  House 
also : 

Strongly  reaffirmed  its  support  of  the 
Blue  Shield  concept  in  voluntary  health  in- 
surance and  approved  specific  recommenda- 
tions concerning  A.M.A. -Blue  Shield  rela- 
tionships ; 
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Approved  a contingent  appointment  of  not 
more  than  six  months  for  foreign  medical 
school  graduates  who  have  been  accepted  for 
the  September,  1960,  qualification  examina- 
tion; 

Agreed  that  the  American  Medical  Asso- 
ciation should  sponsor  a second  National 
Congress  on  prepaid  health  insurance; 

Approved  a Board  of  Trustees  request  to 
the  Postmaster  General  for  a stamp  com- 
memorating the  Mayo  Brothers; 

Decided  that  the  establishment  of  a home 
for  aged  and  retired  physicians  is  not  war- 
ranted at  this  time. 

Approved  the  establishment  of  a new 
“Scientific  Achievement  Award”  to  be  given 
to  a non-physician  scientist  on  special  occa- 
sions for  outstanding  work; 

Approved  the  following  schedule  for  fu- 
ture annual  meetings:  Atlantic  City,  1963; 
San  Francisco,  1964,  and  New  York  City, 
1965; 

Approved  the  objectives  of  the  A.M.A. 
Commission  on  the  Cost  of  Medical  Care 
established  by  the  Board  of  Trustees  and 
headed  by  Dr.  Louis  M.  Orr,  immediate  past 
president  of  the  Association; 

Urged  individual  members  of  the  Associa- 
tion to  take  a greater  interest  and  more 
active  part  in  public  affairs  on  all  levels: 

Reaffirmed  its  opposition  to  compulsory 
inclusion  of  physicians  under  Title  II  of  the 
Social  Security  Act  and  recommended  imme- 
diate action  by  all  A.M.A.  members  who 
agree  with  that  position; 

Called  for  a review  of  existing  and  pro- 
posed legislation  pertaining  to  food  and  color 
additives,  with  the  objection  of  supporting 
appropriate  measures  which  are  in  the  pub- 
lic interest; 

Urged  reform  of  the  federal  tax  sU-ucture 
so  as  to  return  to  the  states  and  their  polit- 
ical subdivisions,  their  traditional  revenue 
sources ; 

Asked  state  and  county  medical  societies 
to  make  greater  use  of  A.M.A.  recruitment 
materials  in  presenting  medicine’s  story  to 
the  nation’s  high  schools; 

Requested  the  Board  of  Trustees  to  initi- 
ate a study  of  present  policy  regarding  the 
required  content  and  method  of  preparing 
hospital  records; 


Commended  the  Department  of  Defense 
and  the  Air  Force  for  establishing  and  oper- 
ating the  Aeromedical  Transport  Service 
and  urged  that  it  be  maintained  at  optimum 
efficiency; 

Directed  the  Board  of  Trustees  to  develop 
group  annuity  and  group  disability  insur- 
ance programs  for  Association  members; 
and 

Expressed  grave  concern  over  the  indis- 
criminate use  of  contact  lenses. 

Addresses  and  Awards 

Dr.  Orr,  in  his  final  report  to  the  House 
at  the  opening  session,  urged  medical  so- 
cieties to  “adopt”  rural  villages,  cities  and 
regions  in  underdeveloped  parts  of  the  world 
and  to  send  them  medical,  clinical  and  hos- 
pital supplies. 

Dr.  Askey,  in  his  inaugural  address  Tues- 
day night,  declared  that  medicine  faces  its 
greatest  challenge  in  the  decade  ahead,  add- 
ing that  physicians  must  prove  the  effective- 
ness of  medicine  practiced  in  a free  society. 
Dr.  John  S.  Millis  (Ph.D.),  president  of 
Western  Reserve  University,  Cleveland, 
Ohio,  and  guest  speaker  at  the  inaugural 
ceremonies,  said  the  human  dilemma  of  the 
sixties  is  an  increasing  desire  for  security 
and  authority  with  a diminishing  desire  for 
responsibilty.  ' 

At  the  Wednesday  session  of  the  House, 
Dr.  Askey  urged  intensified  accelerated  ef- 
fort in  five  areas  — medical  education,  prep- 
arations for  the  White  House  Conference  on 
Aging  next  January,  health  insurance  and 
third  party  relationships,  mental  health,  and 
membership  relations. 

The  Goldberger  Award  in  Nutrition  was 
presented  to  Dr.  Richard  Vilter  of  the  Uni- 
versity of  Cincinnati.  The  Boy  Scouts  of 
America,  celebrating  its  golden  jubilee,  pre- 
sented the  A.M.A.  with  a citation  in  appre- 
ciation of  the  medical  profession’s  help  and 
support.  Dr.  B.  E.  Pickett  of  C a r r i z o 
Springs,  Texas,  retiring  chairman  of  the 
Council  on  Constitution  and  By-laws,  re- 
ceived an  award  in  recognition  of  his  long 
service. 

Election  of  Officers 

In  addition  to  Dr.  Larson,  the  new  presi- 
dent-elect, the  following  officers  were  named 
at  the  Thursday  session: 

Dr.  William  F.  Costello  of  Dover,  N.  J., 
vice  president;  Dr.  Nonnan  A.  Welch  of 
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Boston,  re-elected  speaker  of  the  House,  and 
Dr.  IMilford  0.  Rouse  of  Dallas,  Texas,  re- 
elected vice  speaker. 

Dr.  Gerald  D.  Dorman  of  New  York  City 
Avas  elected  to  the  Board  of  Trustees  to  suc- 
ceed Dr.  Larson,  and  Dr.  James  Z.  Appel  of 
Lancaster,  Pa.,  was  re-elected  to  the  Board. 

Elected  to  the  Judicial  Council,  to  suc- 
ceed Dr.  Louis  A.  Buie  of  Rochester,  Minn., 
was  Dr.  James  H.  Berge  of  Seattle. 

Named  to  the  Council  on  Medical  Educa- 
tion and  Hospitals  were  Dr.  William  R.  Wil- 
lard of  Lexington,  Ky.,  succeeding  Dr.  James 
M.  Faulkner  of  Cambridge,  Mass.,  and  Dr. 
Harlan  English  of  Danville,  111.,  who  was  re- 
elected. 

On  the  Council  on  Medical  Service,  the 
House  re-elected  Dr.  Russell  B.  Roth  of  Erie, 
Pa.,  and  Dr.  Hoyt  B.  Woolley  of  Idaho  Falls. 

Dr.  George  D.  Johnson  of  Spartanburg, 
S.C.,  Avas  named  to  succeed  Dr.  Pickett  on 
the  Council  on  Constitution  and  By-laAvs. 

F.  J.  L.  Blasingame,  M.D., 
Exec.  Vice  Pres.,  A.M.A. 

Mail-Order  Rx  Schemes 

It  may  be  a long  time  before  the  patient 
who  just  Avalked  out  of  your  office  Avith  an 
important  prescription  in  his  pocket  ever 
gets  around  to  taking  the  needed  medication 
— the  reason  — mail  - order  prescription 
schemes. 

Noav  being  heavily  promoted  all  across  the 
nation,  these  schemes  center  their  publicity 
on  cut-rate  prescription  prices. 

Here,  for  example,  is  A\"hat  might  happen 
to  your  patient. 

Instead  of  taking  his  prescription  to  his 
community  pharmacist  to  be  filled  that  day, 
he  drops  it  into  the  mail  to  one  of  these 
operations  perhaps  a thousand  miles  aAvay. 
From  seven  to  ten  days  later,  the  filled  pre- 
scription comes  back,  perhaps  too  late  to  do 
the  job  for  Avhich  it  was  originally  intended. 

Your  patient  in  the  meantime,  still  ex- 
periencing the  symptoms  which  prompted  his 
visit  to  you  in  the  first  place,  attempts  to 
tide  himself  over  until  the  prescription  ar- 
fives  by  applying  some  sort  of  self-medica- 
tion which  may  give  him  temporary  relief 
and  at  the  same  time  lessen  his  understand- 


ing of  the  importance  of  your  diagnosis  and 
the  drugs  you  prescribe. 

Not  only  are  dangerous  delays  character- 
istic of  the  mail-order  mechanism,  but  the 
public  is  also  denied  the  complete  services 
it  has  a right  to  expect  from  any  pharmacist 
in  any  pharmacy.  As  a regular  practice 
mail-order  operators  refuse  prescriptions 
containing  narcotic  drugs.  Most  patients 
have  no  knowledge  of  Avhat  is  and  Avhat  is 
not  a narcotic  drug;  and  therefore  any  Avarn- 
ings  by  the  mail-order  house  that  it  Avill  not 
accept  prescriptions  for  narcotic  drugs  be- 
come meaningless.  The  patient,  after  expo- 
sure to  unnecessary  delay,  discovers  that  his 
prescription  is  only  obtainable  from  his  com- 
munity pharmacy. 

Prescriptions  for  narcotics  are  not  the 
only  ones  Avhich  mail-order  houses  refuse  to 
dispense.  There  are  classes  of  prescriptions 
Avhich  are  being  refused  by  mail-order  oper- 
ators for  their  OAvn  convenience,  especially 
prescriptions  Avhich  require  compounding. 
Both  the  ethics  and  traditions  of  the  phar- 
maceutical profession  demand  that  a phar- 
macist make  every  effort  possible  to  prompt- 
ly dispense  every  prescription  he  receives 
regardless  of  the  amount  of  professional  at- 
tention required. 

Because  these  depots  operate  on  an  im- 
personal assembly-line  basis  in  a jurisdiction 
Avhere  only  the  supervision  — rather  than 
the  actual  dispensing  — by  pharmacists  is 
required,  the  danger  of  dispensing  errors  is 
increased.  Moreover,  by  operating  outside 
the  states  in  Avhich  the  prescription  Avas  or- 
iginally Avritten,  these  houses  deny  the  pa- 
tient the  protection  he  has  a right  to  expect 
from  "his  OAvn  state  laws  governing  the  prac- 
tice of  pharmacy. 

Another  area  in  which  the  public  is  being 
misled  is  illustrated  by  quoting  from  a full- 
page  advertisement  Avhich  a District  of  Co- 
lumbia mail-order  operator  inserted  in  The 
Philadelphia  Inquirer  of  Sunday,  April  3, 
1960: 

“YOUR  PRESCRIPTIONS  ARE 
COMPOUNDED  BY  REGISTERED 
PHARMACISTS! 

“Our  registered  pharmacists  com- 
pound your  prescriptions  in  ultra- 
modern, regularly  inspected  phar- 
macies — using  the  finest,  freshest 
nationally  knoAvn  ingredients. 
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“YOUR  ORDER  IS  FILLED 
IMMEDIATELY  TO  ASSURE  YOU 
OF  FRESHNESS! 

“The  same  day  we  receive  your 
pi-escriptions  — our  pharmacists 
fill  them  and  mail  them  out.  This 
assures  you  of  the  freshness  of  ev- 
ery medicine  you  receive  from  us. 

And,  of  course,  with  our  volume 
business  and  volume  turnover,  our 
shelves  of  vitamins  and  chemical  in- 
gredients are  constantly  replen- 
ished with  fresh  items.” 

After  the  publication  of  this  advertise- 
ment, it  was  revealed  that  the  premises  de- 
scribed consisted  of  nothing  more  than  an 
empty  room  without  any  inventory,  fixtures, 
or  pharmaceutical  equipment. 

This  advertisement  was  refused  by  two 
other  large  circulation  newspapers,  and  the 
matter  has  been  called  to  the  attention  of 
the  Federal  Trade  Commission. 

Perhaps  as  important  as  anything  else  to 
the  medical  profession  is  the  fact  that  such 
schemes  make  it  convenient  for  certain  kinds 
of  practitioners,  unauthorized  to  prescribe  in 
their  own  states,  to  write  prescriptions  that 
will  be  filled  by  these  distant  operations. 
The  geographical  separation  between  pre- 
scriber  and  dispenser  makes  it  virtually  im- 
possible, and  impractical  for  these  operators, 
to  check  the  source  or  to  offer  professional 
advice  to  the  patient  when  he  receives  his 
medication. 

The  greatest  opportunity  for  mail-order 
promotion  has  been  the  geriatric  market, 
where  public  attention  has  been  mostly  con- 
centrated in  recent  months. 

A host  of  other  unanswered  questions 
comes  to  mind  when  prescriptions  are  or- 
dered from  these  assembly-line  outfits.  For 
example,  how  can  we  safely  assume  that  long- 
distance dispensing  will  be  as  the  prescrib- 
er  intended?  Is  the  way  paved  for  substitu- 
tion? Has  the  prescription  been  compound- 
ed under  sanitary  conditions? 

The  district  of  Columbia,  where  standards 
for  pharmaceutical  practice  are  based  on  an 
antiquated  1906  act  of  Congress,  has  become 
the  haven  for  mail-order  operators. 

One  of  these  Washington-based  firms  was 
recently  brought  before  Corporation  Counsel 
of  the  District  of  Columbia.  The  investigat- 
ing officer  described  the  premises  as  “with- 


out facilities  for  compounding  prescrip- 
tions,” and  noted  further  that  the  only 
“sink  was  located  in  the  rear  of  the  store 
by  going  through  a room  that  had  waste  pa- 
per for  wrapping  and  packaging  all  over  the 
place  and  the  room  where  the  sink  was  locat- 
ed proved  to  be  filthy  and  the  sink  itself  was 
corroded  and  stained  and  in  a filthy  condi- 
tion.” 

That  these  mail  - order  prescription 
schemes  are  truly  a menace  to  public  health 
was  emphasized  by  a statement  made  by  Dr. 
George  M.  Fister,  a member  of  the  American 
Medical  Association  Board  of  Trustees,  in  an 
address  to  the  recent  meeting  of  the  Ameri- 
can Pharmaceutical  Association  House  of 
Delegates.  Physicians,  he  noted,  can  easily 
warn  their  patients  of  the  many  flaws  in 
these  dangerous  mail-order  operations.  He 
went  on  to  condemn  the  mail-order  schemes 
as  “one  of  the  gravest  problems”  facing  the 
health  field  today. 

A physician  for  more  than  30  years.  Dr. 
Fister  said  that  he  does  his  best  to  discour- 
age any  patients  from  sending  prescriptions 
to  a mail-order  operation. 

“The  personal  touch  is  still  essential,”  he 
said.  America’s  high  standard  of  medical 
care  was  “founded  on  this  firm  foundation 
of  personal  service,  and  we  would  be  fool- 
ish indeed  not  to  preserve  it.” 

The  development  of  highly  concentrated 
synthetic  drugs,  purified  natural  products, 
potent  dosage  forms  and  special  needs  in 
storage  and  dispensing  all  have  created  new 
poblems  of  drug  supeiwision,  regulation  and 
administration.  The  pharmacy  and  drug 
laws  of  each  state  are  designed  to  protect 
citizens  from  the  effects  of  ignorance  and 
incompetency  in  these  matters  which  are 
beyond  individual  patient  control. 

The  American  Pharmaceutical  Associa- 
tion has  launched  an  educational  campaign 
to  inform  all  members  of  the  medical  pro- 
fession about  the  inherent  dangers  in  mail- 
order prescription  operations. 

At  an  emergency  meeting  in  Washington, 
D.C.,  haven  of  the  prescription-by-mail  op- 
erators, Dr.  William  S.  Apple,  A.Ph.A.  Sec- 
retary, declared  that,  “If  this  personal  phar- 
macist-patient relationship  is  not  preserved, 
the  next  break  in  the  chain  will  inevitably 
be  the  elimination  of  the  physician  as  the  di- 
agnostician and  substitution  of  the  mail- 
order purveyor  as  the  prescribe!’.  The  only 
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call  on  the  physician,”  he  said,  “will  be  to 
write  the  death  certificate.  Individual  ac- 
ceptance of  professional  responsibility  by  all 
members  of  the  medical  team  can  quickly  put 
an  end  to  the  development  of  centralized 
mail-order  prescription  depots.” 

If  mail-order  prescription  hazards  are  to 
be  fully  recognized,  the  medical  profession 
must  join  with  other  members  of  the  health 
team  by  reacting  quickly  and  in  a positive 
manner.  Otherwise  the  public  will  be  mis- 
led into  believing  that  an  impersonal  cen- 
tralized mail-order  method  is  an  acceptable 
substitute  for  sound  community  medical- 
pharmaceutical  seiwice. 

A.M.A.  Fully  Endorses  Blue  Shield — 

It  is  a heartening  endorsement  of  the  suc- 
cess of  Blue  Shield  in  the  preseiwation  of  the 
voluntary  approach  to  the  problem  of  medi- 
cal care  to  have  the  House  of  Delegates  take 
the  action  described  in  the  following  news 
releases  from  Blue  Shield  Medical  Care  Plans. 
This  should  be  understood  in  the  light  of 
the  fact  that,  in  the  beginning.  The  Ameri- 
can Medical  Association  avowedly  disap- 
proved Blue  Shield.  The  release  follows: 

Chicago,  June  29  — The  American  Medi- 
cal Association  at  its  190th  Annual  Meeting 
in  Miami  declared  itself  in  favor  of  all-out 
support  of  Blue  Shield  Plans  by  the  medical 
profession  as  a necessaiy  step  in  preseiwing 
the  voluntaiy  approach  to  the  problem  of  fi- 
nancing medical  care.  The  precedent-set- 
ting action  came  when  the  House  of  Dele- 
gates approved  a report  by  the  Council  on 
Medical  Service  which  set  forth  specific  pro- 
posals for  closer  relationships  between  the 
A.M.A.  and  Blue  Shield  both  locally  and  at 
the  national  level. 

In  addition  to  urging  an  extension  of 
physician  participation  in  Blue  Shield  Plans, 
the  A.M.A.  action  set  forth  a basis  for 
strengthening  liaison  with  Blue  Shield  and 
defined  a positive  basis  for  extending  the 
effectiveness  of  Blue  Shield  which  was  de- 
scribed as  “.  . . a proper  economic  arm  of 
the  medical  profesion  and  ...  a major  com- 
ponent of  the  nation’s  voluntary  health  in- 
surance systems.” 

To  implement  the  Council’s  proposal  for 
closer  ties  between  Blue  Shield  and  the 
A.M.A.,  the  House  of  Delegates  action  calls 
for  adding  two  members  to  the  Board  of  Di- 
rectors of  the  National  Association  of  Blue 


Shield  Plans.  The  new  A.M.A.  board  ap- 
pointees would  be  selected  from  the  Council 
on  Medical  Service  and  would  serve  in  addi- 
tion to  the  three  A.M.A.  appointed  members 
of  the  Blue  Shield  Board. 

Also  approved  were  proposals  for  closer 
A.M.A.-Blue  Shield  staff  work,  plus  an  an- 
nual conference  between  the  Council  on 
Medical  Service  and  the  Board  of  Directors 
of  the  National  Association  of  Blue  Shield 
Plans. 

At  the  local  level,  the  A.M.A.  action  calls 
for  comprehensive  experimentation  by  Plans 
directed  toward  continued  improvement  of 
their  coverage  and  encourages  closer  ties 
between  local  Plans  and  their  sponsoring 
medical  groups. 

The  Council  on  Medical  Service  report 
grew  out  of  an  action  by  the  A.M.A.  in 
Dallas  last  December  which  called  for  a 
declaration  of  a “.  . . full  statement  of 
policy  with  respect  to  the  American  Medi- 
cal Association’s  relationship  with  Blue 
Shield  Plans,”  including  a clarification  of 
the  A.M.A.’s  policy  with  respect  to  the  fu- 
ture development  of  medically  sponsored  in- 
surance programs  operated  in  the  interests 
of  medicine  and  the  public  and  dedicated  to 
the  preservation  of  the  principles  funda- 
mental to  the  American  system  of  private 
medical  practice. 

The  A.M.A.  action  in  setting  forth  its 
support  of  the  Blue  Shield  program  and  the 
concepts  of  private  practice  on  which  its 
program  rests  was  hailed  by  spokesmen  of 
the  A.M.A.  and  Blue  Shield  alike  as  “.  . . the 
most  significant  action  yet  taken  by  organ- 
ized,medicine  to  advance  and  strengthen 
voluntary  health  insurance  programs  in 
America”  and  was  cited  as  the  beginning  of 
a new  era  of  growth  and  progress  for  Blue 
Shield  as  well  as  the  entire  voluntary  health 
insurance  industry  in  the  nation. 

Brand  Names  or  Generic  Names? 

The  following  letter  to  the  Editor  from 
the  Pharmaceutical  Manufacturers  Associa- 
tion, and  the  Editor’s  answer,  may  be  of 
some  interest  to  our  readers.  From  this 
and  other  communications  directed  to  doc- 
tors, it  seems  that  the  pharmaceutical  com- 
panies have  ceased  to  be  concerned  about  the 
damage  done  their  reputations  by  the  “Ke- 
fauver”  Committee  and  are  concentrating 
on  convincing  the  doctors  of  the  necessity 
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of  using  “Brand  Names.”  The  letters  fol- 
low : 

June  30,  1960 

George  W.  Covey,  M.D.,  Editor 
Nebraska  State  Medical  Jouimal 
206  South  13th  Street 
Lincoln  8,  Nebraska 
Dear  Doctor  Covey: 

We  have  noted  with  interest  the  editorial, 
“High  Priced  Drugs,”  which  was  published 
in  your  April  1960  number  because  it  in- 
volves the  important  question  of  whether  a 
physician  should  prescribe  drugs  by  the 
generic  or  by  brand  names. 

The  cost  of  a prescription  to  a patient 
should  not  govern  completely  the  physician’s 
choice  in  this  important  matter.  He  must, 
of  necessity,  consider  quality,  purity  and  the 
uniform  potency  of  the  drug  he  is  giving  his 
patient.  Likewise,  he  should  not  shift  part 
of  his  responsibility  to  the  pharmacist  as 
is  often  the  case  when  a drug  is  prescribed 
by  its  generic  name. 

When  you  buy  food  for  your  family,  it  is 
unlikely  that  you  would  accept  unlabeled 
cans  or  packages  simply  because  they  were 
cheaper.  Rather  do  you  not  seek  the  product 
of  a company  with  which  you  are  familiar 
and  which  you  trust? 

At  the  end  of  the  second  paragraph  of 
this  editorial,  it  appears  that  the  generic 
and  brand  name  of  a drug  are  used  synony- 
mously. Actually,  of  course,  they  are  not 
the  same.  The  generic  name  is  adopted  from 
the  basic  chemical  name  of  the  substance 
and,  prior  to  acceptance,  is  reviewed  by 
such  bodies  as  the  Council  on  Drugs  of  the 
American  Medical  Association,  the  United 
States  Pharmacopia  and  the  Food  and  Drug 
Administration.  The  brand  name  is  that 
given  by  the  manufacturer  to  his  specific 
products. 

We  are  enclosing  a copy  of  a recent  ad- 
dress by  E.  Gifford  Upjohn,  M.D.,  on  this 
subject  that  may  be  of  interest  to  you. 

Sincerely, 

Robert  J.  Benford,  M.D., 
Director  of  Medical  Relations, 
Pharmaceutical  Mfgs.  Assn. 


July  6,  1960 

Robert  J.  Benford,  M.D. 

Director  of  Medical  Relations 
Pharmaceutical  Manufacturers  Assn. 

1411  “K”  Street,  N.W. 

Washington  5,  D.  C. 

Dear  Doctor  Benford: 

Thank  you  for  your  letter  of  June  30, 
1960,  concerning  an  editorial,  “High  Priced 
Drugs,”  which  was  published  in  the  April 
issue  of  the  Nebraska  State  Medical  Journal. 
I shall  take  the  liberty  of  printing  your  let- 
ter in  the  August  issue  of  our  journal. 

In  the  same  isue  (August),  I should  like 
to  call  your  attention  to  another  editorial 
entitled  “Kefauver  and  the  Pharmaceutical 
Companies.”  This  will  show  you  that  my 
sympathies  lie  with  the  great  pharmaceutical 
companies  that  have  done  so  much  to  ad- 
vance pharmacy  and  medicine  for  the  bene- 
fit of  Americans  and  other  peoples. 

On  the  other  hand,  it  will  be  difficult  to 
convince  me  that  “Brand  Names”  are  as  es- 
sential to  “quality,  purity  and  the  uniform 
potency  of  drugs”  as  it  is  said  to  be.  I be- 
lieve so  implicity  in  the  integrity  of  Upjohn, 
Merck,  and  the  several  other  great  drug- 
producers,  that  if  any  one  of  them  sold  a 
drug  under  its  generic  name,  I would  bet  on 
its  quality,  purity,  and  potency. 

Furthermore,  the  present  methods  of  the 
pharmaceutical  companies  have  taken  the 
phannacists  out  of  the  field  of  professional 
service  and  made  mere  merchandisers  of 
them.  The  pharmacist  counts  pills  and  cap- 
sules and  packages  them  for  sale  over  the 
counter  or  on  the  doctors’  orders.  They  even 
have  little  machines  that  help  them  count 
pills  faster. 

I have  had  the  experience  of  ordering  a 
drug  under  its  generic  name  and  having  the 
pharmacist  call  me  on  the  telephone  to  find 
out  what  I was  talking  about.  When  I gave 
him  the  “brand  name”  for  it,  he  understood 
my  prescription. 

Yours  truly, 

George  W.  Covey. 

NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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Comments  From 
Your  President 


Since  the  last  issue  !Mrs.  Teal  and  I have 
enjoyed  the  hospitality  of  the  Minnesota 
State  Medical  Association’s  banquet  at 
Rochester,  Minnesota.  I feel  sure  that  such 
reciprocitj*  bet«'een  neighboring  states  is 
good  for  medicine. 

The  A.M.A.  meeting  in  Miami  was  the 
first  I have  attended  since  1942  and  what  a 
contrast  I I attended  all  of  the  meetings  of 
the  House  of  Delegates  and  was  impressed 
by  the  business-like  manner  and  the  consid- 
eration given  each  proposal  or  resolution. 
Of  particular  impoi*tance  was  the  interest 
in  H.R.  12580,  the  Mills  Bill.  The  philoso- 
phy behind  this  Bill  is  not  too  far  from  that 
of  the  A.M.A.  It  is  probable,  however,  that 
the  Senate  will  amend  this  Bill  to  the  point 
where  it  ^vill  become  completely  unaccept- 
able to  those  favoring  the  free  practice  of 
medicine. 

The  Hospitality'  Room  of  the  North  Cen- 
tral Conference  was  well  attended,  not  only 


by  member  States,  but  by  many  others.  It 
is  interesting  to  talk  to  Delegates  from 
W ashington,  California,  New  York  and  else- 
where and  to  find  that  problems  in  the  larg- 
er population  centei*s  differ  from  our  own. 
We  are  all,  however,  united  in  our  efforts  to 
maintain  the  individual  practice  of  medicine, 
free  choice  of  physician,  and  the  right  to 
solve  health  problems  on  a local  level  ^vithout 
government  control. 

Letters  which  I have  recently  received 
from  the  Policy  Committee  are  still  in  favor 
of  our  holding  the  line  against  any  type  of 
compulsoiw  medical  practice. 

I am  glad  I am  a physician.  I only  hope 
that  our  sons  and  grandsons  ^\^ll  have  an 
opportunity  to  practice  medicine  freely  in 
the  manner  in  which  so  many  of  us  have 
been  fortunate  for  so  many  years. 

FRITZ  TEAL. 
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A Letter  from  Doctor  Cameron — 

In  January  1943,  I was  stricken  by  coro- 
nary thrombosis  followed  by  cerebral  em- 
bolism, which  resulted  in  right  hemiplegia 
and  complete  aphasia.  It  was  then,  by  using 
my  left  hand,  that  I devised  20  hand  signs 
that  became  a Universal  One  Hand  Manual 
Language,  well  known  as  the  “Hand  Talk- 
ing Chart”  which  has  proven  to  be  a prac- 
tical clinical  aid.  With  the  Chart,  aphasia 
patients  impart  their  basic  needs  and  desires, 
thus  dispelling  their  fears  and  helping  them 
to  a “comeback.” 

During  the  last  twelve  years,  the  Chart 
has  been  supplied  “without  charge”  to  physi- 
cians and  nurses  through  the  kind  coopera- 
tion of  Medical  Editors,  nationally  and  inter- 
nationally. 

In  1954,  the  “International  Research 
Council”  was  chartered  as  a worldwide 
medical  confraternity  for  the  dissemination 
of  knowledge  concerning  aphasia  associated 
with  hemiplegia.  The  aims  of  the  Council 
include:  (1)  Establishment  of  a clearing 
house  on  this  specialized  subject  — library 
data,  medical  books,  publications,  and  re- 
prints of  articles  written  by  Council  mem- 
bers; (2)  the  continuance  of  free  distribu- 
tion of  the  “Hand  Talking  Chart.” 

(Note:  A free  copy  of  the  chart  may  be 
obtained  by  writing  to  Doctor  Cameron  at 
the  address  given  below). 

Hamilton  Cameron,  M.D. 

601  West  noth  St,  Suite  3LL 

New  York  25,  N.  Y. 


Doctors  in  the  News 

From  the  Lincoln  Journal — 

Dr.  R.  C.  Pogge  has  been  named  medical 
director  of  Smith-Dorsey,  Lincoln  division 
of  Wander  Company. 

Although  the  Wander  Company  has  had 
a medical  director  in  its  main  offices  in  Chi- 
cago, this  is  the  first  such  post  in  the  Smith- 
Dorsey  division. 

From  the  Fremont  Guide-Tribune — 

Dr.  Lyman  Heine  has  been  designated  an 
aviation  medical  examiner  by  the  Federal 
Aviation  Agency  and  is  the  only  physician 
in  the  Fremont  area  authorized  to  issue 


medical  certificates  to  students  or  private 
Class  3 pilots. 

New  F.A.A.  regulations  designating  cer- 
tain doctors  as  the  only  ones  authorized  to 
issue  aviation  medical  certificates  were  re- 
cently effected. 

Thirty-two  physicians  in  Nebraska  have 
been  designated  aviation  medical  examin- 
ers. 

From  the  Alliance  Times-Herald — 

(The  Tabloid  by  G.K.) 

A Denver  friend  tipped  me  off  that  an 
Alliance  man.  Dr.  Joseph  Kuncl,  has  one  of 
the  outstanding  stamp  collections  in  all  these 
United  States.  . . He  offered  me  the  informa- 
tion that,  some  time  back.  Dr.  Kuncl  won 
his  third  grand  championship  in  five  years 
at  the  Rocky  Mountain  Philatelic  Society’s 
exhibition  that  atWacts  collecions  from  coast 
to  coast. 

Recently  I cornered  the  Doc  at  a coffee 
counter  and  he  admitted,  reluctantly,  his 
successes  at  Denver.  . . He  explained  that 
his  most  recent  grand  championship  at  Den- 
ver came  as  the  result  of  his  collection  of  a 
rare  Italian  stamp  that  was  printed  only 
about  six  months  in  1863  by  a lithographer- 
in  Turin. 

Previous  top  Denver  awards  were  won  by 
the  Kuncl  collection  of  U.S.  stamps,  which 
is  practically  complete ; and  by  his  18th  cen- 
tury exhibit  from  the  Venetian  Republic. 
His  Venetian  exhibit,  covering  the  period 
from  1703  to  1797  and  filling  30  albums,  has 
been  called  the  best  of  its  kind  in  the  U.S. 
by  many  professional  philatelists.  . . The 
study  of  stamps,  and  especially  the  envelopes 
upon  which  they  are  found,  has  made  quite 
a historian  of  the  Alliance  man.  . . And  his 
broad  knowledge  of  the  field  apparently 
helps  him  to  display  and  exhibit  his  col- 
lection to  the  delight  of  contest  judges. 

West  German  Government  Appoints 
Doctor  Niehaus — 

We  see  by  the  Volkszeitung -Tribune  for 
Friday,  June  24,  1960,  that  Doctor  Frederick 
W.  Niehaus  received  an  appointment  as 
Physician  (Vertrauenarzt)  for  the  Consu- 
late General  of  the  Federal  Republic  of  Ger- 
many, in  Chicago.  This  function  involves 
cases  of  rehabilitation,  social  insurance,  and 
war  disabilities. 
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News  and  Views 

Wyeth  Pediatric  Fellowship  Awarded  to 
Dr.  Rosenquist — 

Dr.  Glenn  C.  Rosenquist,  1320  N.  37th 
St.,  Lincoln,  Nebr.,  has  been  awarded  a 
Wyeth  Laboratories  pediatric  residency  fel- 
lowship, it  was  announced  July  5th  by  Dr. 
Philip  S.  Barba,  past  president  of  the  Amer- 
ican Academy  of  Pediatrics  and  chairman 
of  the  selection  committee. 

Dr.  Rosenquist,  who  completed  his  intern- 
ship at  Philadelphia  General  Hospital,  will 
take  his  residency  at  the  University  of  Cali- 
fornia Hospitals,  San  Francisco.  The  fel- 
lowship recipient  received  his  B.A.  and  M.D. 
degrees  from  the  University  of  Nebraska, 
and  recently  finished  a tour  of  duty  ^^^th 
the  U.S.  Air  Force. 

The  pediatric  program,  sponsored  by  the 
Wyeth  Fund  for  Postgraduate  Medical  Edu- 
cation, provides  a grant  of  $4,800  to  each 
physician,  thus  enabling  him  to  spend  two 
years  of  advanced  study  in  the  care  and 
treatment  of  children. 

The  20  recipients,  from  16  different  states, 
are  the  third  group  to  benefit  from  the  pro- 
gram established  in  1958  by  the  Philadelphia 
pharmaceutical  manufacturing  finn. 

The  Largest  Voluntary  Health  Contributory 
Program  in  the  World — 

The  largest  voluntary  contributory  health 
benefits  program  in  the  world  went  into  ef- 
fect June  3d,  1960,  as  the  first  group  of  Fed- 
eral employees  were  brought  under  the  cov- 
erage of  the  Federal  employees  health  bene- 
fits program,  the  Civil  Service  Commission 
announced.  The  remainder  of  the  1,800,000 
Federal  employees  and  their  2,200,000  de- 
pendents estimated  to  have  enrolled  in  the 
program  will  be  covered  by  July  10. 

The  Government  will  contribute  up  to 
half  the  cost  of  each  health  benefits  plan, 
with  the  employee  paying  the  balance  of  the 
cost  of  the  plan  he  selects  through  payroll 
deductions.  The  volume  of  first-year  pre- 
miums is  expected  to  approximate  $250,- 
000,000. 

Biological  Stains  ...  a Cross  Index — 

A new  technical  reference  booklet  deal- 
ing with  the  uses  of  Biological  Stains  has 
been  published  by  Allied  Chemical’s  Nation- 
al Aniline  Division. 


The  12-page  booklet  cross-indexes  an  al- 
phabetical listing  of  the  principal  uses  of 
Certified  Biological  Stains  and  Biological 
Stains  supplied  by  National  Aniline,  grouped 
according  to  the  field  in  which  the  stains 
are  used. 

Since  all  biological  stains  certified  by  the 
Biological  Stain  Commission  are  obtainable 
from  National  Aniline,  this  comprehensive 
cross-index  serves  as  a reference  aid  to  the 
student  of  laboratory  technology,  the  estab- 
lished laboratory  technician  and  those  en- 
gaged in  general  scientific  research. 

Copies  of  the  booklet,  “Biological  Stains — 
A Cross  Index,”  are  available  from  Allied 
Chemical’s  National  Aniline  Division,  40 
Rector  Street,  New  York  6,  New  York. 

Foreign  Physicians  Training  in  the 
U.  S.  Increases — 

The  number  of  foreign  physicians  train- 
ing in  U.S.  hospitals  has  almost  doubled 
since  1954,  the  Institute  of  International 
Education  reported  in  a survey  released 
June  27. 

This  year  (1959-60)  our  hospitals  report- 
ed 9,457  foreign  physicians  in  training,  an 
increase  of  13%  over  the  previous  year. 
Part  of  this  rise,  however,  resulted  from  a 
9.3%  increase  in  the  number  of  hospitals 
reporting  to  the  survey. 

In  light  of  the  recent  action  of  the  Coun- 
cil on  Medical  Education  requiring  foreign 
interns  and  residents  to  pass  the  American 
Medical  Qualification  Examination,  this  an- 
nual increase  of  foreign  physicians  in  U.S. 
hospitals  may  be  halted  and  even  reversed 
in  the  future. 

Physicians  from  the  Far  East  again  led 
the  foreign  medical  delegation  this  year  with 
38.5  % of  the  total  number,  followed  by 
19.4%  from  Latin  America,  18.1%  from  the 
Near  and  Middle  East,  and  16.3%  from 
Europe.  The  Philippines,  with  2,319,  was 
again  the  largest  single  source  of  foreign 
men  and  women  studying  medicine  here,  and 
accounted  alone  for  a 337  increase  over  last 
year’s  total  figure. 

These  statistics  are  revealed  in  the  sixth 
edition  of  Open  Doors,  the  Institute’s  an- 
nual statistical  report  on  educational  ex- 
change. Besides  foreign  physicians,  the  sur- 
vey also  reports  on  the  exchange  of  U.S.  and 
foreign  students  and  faculty  members. 
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Forty-five  states,  the  District  of  Colum- 
bia and  Puerto  Rico  reported  foreign  physi- 
cians in  their  hospitals,  with  New  York 
claiming  a full  25%  of  the  total.  Of  the  928 
hospitals  reporting  doctors  from  abroad,  15 
reported  more  than  50.  New  York’s  Belle- 
vue Hospital  Center  led  the  list  with  87, 
while  the  King’s  County  Medical  Center  in 
Brooklyn,  N.Y.  was  second  with  75. 

Open  Doors  1960  reports  that  the  ratio  of 
foreign  residents  to  interns  remained  much 
the  same  as  in  previous  years,  with  the  1959- 
60  figures  showing  6,912  residents  and 
2,545  interns  from  abroad  in  U.S.  hospitals. 
The  survey,  which  this  year  is  able  to  re- 
port on  the  fields  of  specialization  of  the 
foreign  resident  physicians,  shows  that 
1,401  were  training  in  general  surgery,  787 
in  general  medicine,  677  in  pathology,  566  in 
psychiatry,  and  340  in  obstetrics  gynecology. 

Health  Insurance  Increased  Remarkably  in  1959 — 

Health  Insurance  News  for  June,  1960, 
reports  that: 

— More  than  127  million  Americans  — 72 
per  cent  of  the  civilian  population  — had 
health  insurance  at  the  end  of  1959. 

— Benefit  payments  by  all  health  insur- 
ance organizations  to  help  cover  the  costs 
of  hospital,  surgical,  and  medical  care 
amounted,  in  1959,  to  more  than  $4.3  bil- 
lion. 

— About  65  per  cent  of  the  4.3  million  ba- 
bies born  in  the  United  States  last  year  had 
part  of  their  initial  medical  expenses  paid 
by  health  insurance,  and  total  maternity 
benefit  payments  were  estimated  at  $527 
million. 

— An  estimated  46  million  children  in  the 
U.S.  now  are  protected  against  the  costs  of 
ill  health  by  health  insurance. 

National  Association  of  Blue  Shield  Plans 
Gets  a New  Member — 

Surgical  Service,  Incorporated,  a medical- 
surgical  Plan  serving  the  State  of  New  Mex- 
ico with  headquarters  in  Albuquerque,  has 
been  approved  as  an  active  member  of  the 
National  Association  of  Blue  Shield  Plans, 
John  W.  Castellucci,  executive  vice  presi- 
dent of  the  national  association,  has  an- 
nounced. 

The  New  Mexico  Plan,  which  now  can  use 
the  Blue  Shield  name  and  symbol,  has  been 


in  operation  for  13  years  and  has  enrolled 
more  than  55,000  members  in  that  period  of 
time.  L.  W.  Burrell  is  executive  officer  of 
the  Blue  Shield  Plan. 

New  Mexico  Blue  Shield  brings  to  74  the 
number  of  Blue  Shield  Plans  and  affiliates 
in  the  United  States  and  Canada.  Accept- 
ance into  the  National  Association  of  Blue 
Shield  Plans  was  based  on  the  Plan’s  ability 
to  meet  the  specific  standards  of  organiza- 
tion and  operation  set  up  by  the  national 
association,  Castellucci  said. 

Fatal  Injuries  in  Competitive  Sports — 

Several  million  Americans  participate  in 
competitive  sports,  such  as  football,  baseball, 
and  boxing,  often  unmindful  of  the  hazards 
involved.  Although  temporary  disabilities 
are  quite  common,  the  annual  toll  includes 
many  severely  injured  and  not  a few  deaths, 
acording  to  the  Statistical  Bulletin. 

Football  accounted  for  108  deaths  in  the 
United  States  during  the  5-year  period,  1955- 
59,  according  to  data  issued  by  the  Ameri- 
can Football  Coaches  Association.  Of  this 
total,  81  sustained  their  injuries  in  activities 
directly  associated  with  the  game,  such  as 
tackling  and  blocking;  tackling  was  respon- 
sible for  more  than  one  fourth  of  the  fa- 
talities directly  connected  with  the  game. 
The  27  deaths  indirectly  attributable  to 
football  were  caused  by  heat  stroke,  heart 
failure,  and  other  conditions. 

Fifty-one  of  the  81  deaths  directly  asso- 
ciated with  football  were  among  high  school 
players.  Several  deaths  a year  occur  among 
sandlot  players  and  an  average  of  one  a year 
among  professional  or  semiprofessional 
football  players.  The  National  Football 
League,  however,  with  about  400  players, 
had  no  fatalities  in  the  1955-59  period. 

The  hazard  of  fatal  injury  in  baseball  is 
relatively  small.  In  the  professional  major 
leagues,  which  include  more  than  400  play- 
ers, there  has  not  been  a fatal  injury  since 
1920.  In  the  past  5 years,  relatively  few 
fatalities  have  occurred  in  amateur  baseball, 
although  more  than  two  million  boys  partici- 
pate in  the  sport  annually  as  members  of 
scholastic  teams,  the  Little  League,  Ameri- 
can Legion  Junior,  and  similar  organiza- 
tions. The  infrequent  instances  of  fatal  in- 
jury resulted  from  various  mishaps:  players 
being  hit  on  the  head  with  a ball  while  they 
were  batting  or  running  bases;  one  player 
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was  killed  when  his  head  hit  the  base  as  he 
was  sliding  “home,”  and  another  when  play- 
ing as  infielder  was  struck  on  the  head  with 
a batted  ball  during  practice. 

In  the  years  1955-59,  boxing  injuries  took 
the  lives  of  at  least  12  amateur  fighters  and 
of  six  professionals.  Most  of  these  fatalities 
resulted  from  mishaps  in  actual  bouts;  very 
few  occurred  while  men  sparred  during 
training.  A disturbing  factor  is  the  recent 
increase  in  deaths  among  amateur  boxers, 
five  lives  being  lost  in  1959  alone. 

Occasional  fatalities  also  occur  in  other 
competitive  sports,  such  as  basketball,  ski- 
ing, and  ice  hockey,  but  there  are  no  over-all 
figures  either  on  injuries  or  deaths  for  these 
sports. 

The  incidence  and  severity  of  injuries  sus- 
tained in  competitive  sports  can  be  de- 
creased by  players  having  proper  equipment 
and  facilities,  good  instruction  and  supervi- 
sion, by  adequate  health  examinations  of 
athletes,  and  prompt  medical  attention  to  in- 
juries. 

F.T.C.  Charges  Registry — 

The  Federal  Trade  Commission  reports 
that  American  Registry  of  Doctor’s  Nurse, 
1366  National  Press  Building,  Washington, 
D.C.,  has  been  charged  by  the  Commission 
with  misrepresenting  that  it  is  a non-profit 
organization,  and  with  giving  customers  the 
means  to  misrepresent  themselves  as 
registered,  gi’aduate  or  licensed  nurses. 
Ralph  Z.  Bell,  Robert  L.  S.  and  Evelyn  W. 
Bickford,  and  Phillip  Sellers,  the  concerns’ 
officials,  also  are  cited  in  the  F.T.C’s.  com- 
plaint. 

The  complaint  charges  that  their  business 
is  not  a non-profit  organization  of  profes- 
sional nurses,  as  implied  by  the  trade  name, 
but  is  a money-making  operation  conducted 
solely  to  sell  insurance  policies,  certificates, 
pins,  emblems  and  other  items  to  persons 
employed  in  doctor’s  offices. 

Guide  on  Health  Insurance — 

The  first  edition  of  the  “Source  Book  of 
Health  Insurance  Data,”  a compilation  of 
statistical  and  other  factual  material  chart- 
ing the  growth  of  health  insurance  through 
voluntary  insuring  organizations  in  the  Unit- 
ed States  is  available  to  editorial  and  re- 
search people,  educators,  students,  doctors. 


and  others  interested  in  financing  medical 
care. 

The  reference  guide  on  health  insurance 
contains  the  results  of  a variety  of  surveys 
conducted  by  leading  associations  of  insur- 
ance companies,  other  health  insuring  plans, 
and  government  agencies,  as  well  as  hos- 
pital and  medical  groups. 

Those  interested  may  receive  the  booklet 
for  25  cents  per  copy  by  writing  to  the 
Health  Insurance  Institute,  488  Madison 
Avenue,  New  York  22. 

Trends  in  ]Malpractice — 

Fifty  years  ago  a medical  malpractice  case 
was  a rarity,  but  Mr.  Arthur  H.  Clephane, 
attorney,  writing  in  the  Pennsylvania  Medi- 
cal Journal  estimates  that  last  year  about 
6000  such  cases  were  filed  in  this  country 
and  that  the  total  cost  is  between  45  and 
50  million  dollars  per  year. 

Most  professional  publications  contain 
some  reference  to  malpractice  suits  against 
physicians;  the  publicity  on  the  subject  may 
be  out  of  proportion  to  its  importance.  The 
possibility  of  malpractice  suits  should  not 
be  allowed  to  seriously  interfere  with  the 
practice  of  medicine.  Although  ordinary 
and  sensible  precautions  are  necessary,  dras- 
tic measures  and  undue  fears  are  not  de- 
sirable. 

The  first  recorded  case  of  medical  mal- 
practice in  what  may  be  termed  modern 
law,  was  decided  in  England  in  the  year 
1374.  It  was  not  until  1834  that  a case  of 
medical  malpractice  i*eached  the  supreme 
court -of  Pennsylvania;  they  have  recurred 
since  that  time  with  ever  increasing  fre- 
quency. 

The  cost,  estimated  at  50  million  dollars 
per  year,  is  to  a large  extent  being  paid  by 
insurance  companies  which  carry  phj^sicians’ 
malpractice  insurance  and  must  be  passed  to 
the  doctor  in  the  form  of  premiums  and  in 
turn  must  increase  the  cost  of  medical  care 
to  the  public  by  this  total  figure.  The  actual 
cost  of  the  problem  is  further  increased  as 
a result  of  phj’sicians,  in  an  effort  to  avoid 
a suit,  subjecting  patients  to  otherwise  un- 
necessary and  expensive  diagnostic  tests  and 
consultations. 

A cost  which  cannot  be  measured  in  dol- 
lars may  result  from  the  increasing  reluc- 
tance of  some  physicians  to  use  new  drugs 
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and  procedures  until  their  use  has  been 
proven  beyond  the  limits  which  the  profes- 
sion knows  to  be  sufficient.  Others  with 
similar  fears  may  be  reluctant  to  experi- 
ment with  new  ideas  and  therefore  the  only 
means  for  medical  progress  may  be  slowed 
if  not  halted. 

A cause  for  the  increase  in  this  type  of 
litigation  is  attributed  to  a changing  philoso- 
phy of  the  bulk  of  the  American  people  to 
the  effect  that  they  are  entitled  to  rather 
absolute  protection  from  someone  for  each 
misfortune  regardless  of  its  cause. 

An  additional  factor  is  the  almost  uni- 
versal tendency  of  courts  and  juries  to  agree 
with  this  developing  philosophy  of  the 
American  people.  With  this  development 
has  been  an  evolution  in  the  law  of  some 
states  to  facilitate  the  proof  and  therefore 
the  opportunity  for  recovery  in  malpractice 
cases. 

Both  the  disappearance  of  the  mystery 
surrounding  medicine  in  the  medical  pro- 
fession and  the  general  attitude  of  some 
physicians  toward  their  patients  constitute 
additional  reasons  for  an  increasing  amount 
of  litigation. 

A development  in  the  law  of  some  states, 
making  it  more  difficult  for  the  defense 
of  malpractice  actions,  is  the  principle  of 
a physician  having  increasingly  more  re- 
sponsibility for  the  acts  of  the  nurse,  intern 
or  extern  who  may  attend  his  patient.  At 
one  time,  since  the  nurse  and  intern  are  em- 
ployees of  the  hospital,  the  physician  was 
not  held  responsible  for  their  acts  unless 
they  functioned  under  his  immediate  super- 
vision. Recent  decisions  in  Pennsylvania 
have  attributed  harmful  action  to  the  pa- 
tient occasioned  by  any  of  these  individuals 
to  the  responsibility  of  the  physician. 

The  rule  of  the  California  courts  with  re- 
gard to  res  ipsa  locquitor  (the  thing  speaks 
for  itself)  in  medical  malpractice  cases  is 
attributed  to  the  sincere  belief  of  the  courts 
that  plaintiffs  with  apparently  justifiable 
complaints  were  unable  to  obtain  competent 
expert  medical  testimony.  The  courts  are 
said  to  have  openly  castigated  the  entire 
medical  profession  for  what  was  termed 
a “conspiracy  of  silence.”  The  result  has 
been  that  in  this  legal  jurisdiction  every  de- 
fendant doctor  having  a bad  or  unexpected 
result  is  under  the  bui-den  of  proving  that 
he  was  not  negligent.  The  confidence  of  the 


courts  in  the  medical  profession  can  only 
continue  if  competent  physicians  are  willing 
to  testify  as  experts  for  the  plaintiff  in  a 
case  where  in  the  judgment  of  the  physician, 
the  defendant  doctor  has  acted  improperly. 

News  From  Our  Medical  Schools 

Medical  Art  To  Be  Displayed — 

A unique  collection  of  rare  medical  prints 
will  be  displayed  at  the  Joslyn  Memorial  Art 
Museum  in  Omaha,  July  19  through  August 
31. 

Entitled  “Arts  Medica,”  or  “The  Healing 
Arts,”  the  exhibit  will  present  134  original 
prints  by  artists  such  as  Titian,  Rembrandt, 
Daumier  and  Toulouse-Lautrec  portraying 
the  evolution  of  man’s  concept  of  the  art  of 
medicine.  Rockwell  Kent  and  Robert  Riggs 
are  among  the  contemporary  artists. 

Owned  by  the  Philadelphia  Museum  of 
Art,  this  historical  collection  was  assembled 
through  a grant  from  Smith,  Kline  and 
French  Laboratories  and  is  sponsored  by  the 
University  of  Nebraska  College  of  Medi- 
cine. 

Human  Interest  Tales 

Dr.  Donald  Jones,  Holdrege,  has  moved 
to  Hastings  where  he  will  resume  his  prac- 
tice of  medicine. 

Dr.  R.  Russell  Best,  Omaha,  has  been 
elected  chairman  of  the  United  Community 
Services  Health  Council. 

Mrs.  Helen  Smith  Thompson,  wife  of  Dr. 
Warren  Thompson,  Omaha,  passed  away  in 
her  sleep  on  June  24,  at  her  home. 

Dr.  and  Mrs.  L.  C.  Potts  and  family  of 
Warroad,  Minnesota,  have  moved  to  Grant 
where  Dr.  Potts  will  open  a medical  office. 

Dr.  Denham  Harman,  Omaha,  will  present 
a paper  at  the  International  Congress  of 
Gerontology,  in  San  Francisco,  in  August. 

Dr.  George  Hoffmeister,  Hastings,  spoke 
on  “The  Use  of  Hypnosis  in  Medical  Prac- 
tice” at  a recent  meeting  of  the  Mrs.  Jaycees 
of  that  city. 

Dr.  Russell  Mclntire,  Hastings,  has  moved 
to  Aurora,  Colorado,  where  Dr.  Mclntire  will 
be  doing  postgraduate  work  at  the  Veterans 
Hospital  in  Denver. 
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Dr.  Paul  S.  Reed,  Omaha,  has  been  named 
to  a four-man  committee  to  carry  out  a plan 
to  send  four  modern  hospital  ships  to  ports- 
of-call  around  the  Avorld. 

The  wing  of  Fairchild  Hall  at  Illinois 
State  Normal,  in  Norma,  Ilinois,  has  been 
named  Cooper  Health  Service  after  Dr.  Ra- 
chel Cooper,  a former  Aurora  doctor. 

Dr.  \V.  E.  Goehring,  Blair,  has  been  pre- 
sented a Certificate  of  Appreciation  for  his 
five  years  of  service  as  medical  advisor  to 
the  Selective  Seiwice  Board  of  Washington 
County. 

Dr.  Theodore  B.  Pfundt,  formerly  of  Lou- 
isiana State  University,  has  been  appointed 
the  new  chairman  of  the  Department  of 
Pediatrics  at  Creighton  University  School 
of  Medicine. 

Announcements 

Urological  Association  Annual  Award — 

Urology  Aivard  — The  American  Uro- 
logical Association  offers  an  annual  award 
of  $1000  (first  prize  of  $500,  second  prize 
$300,  and  third  prize  $200)  for  essays  on 
the  result  of  some  clinical  or  laboratory  re- 
search in  Urologj'.  Competition  is  limited 
to  Urologists  who  have  been  gi-aduated  not 
more  than  ten  years,  and  to  hospital  internes 
and  residents  doing  research  work  in  Urol- 
og>^ 

The  first  prize  essay  will  appear  on  the 
program  of  the  forthcoming  meeting  of  the 
American  Urological  Association,  to  be  held 
at  the  Hotel  Biltmore,  Los  Angeles,  Cali- 
fornia, May  22-25,  1961. 

For  full  particulars  write  the  Executive 
Secretary,  William  P.  Didusch,  1120  North 
Charles  Street,  Baltimore,  ^Maryland.  Es- 
says must  be  in  his  hands  before  December 
1,  1960. 

Interstate  Postgraduate  Medical 
Association  Assembly — 

The  45th  Scientific  Assembly  of  the  Inter- 
state Postgraduate  iMedical  Association  will 
be  held  Ocober  31  to  November  3,  1960,  at 
the  Pittsburgh  Hilton  Hotel.  This  Assembly 
is  co-sponsored  by  the  Pennsylvania  Acad- 
emy of  General  Practice  and  the  Allegheny 
County  IMedical  Society,  and  a maximum  of 
16>/>  hours  credit  in  Category  I may  be  at- 
tained by  attendance. 


For  additional  information  write  Pitts- 
burgh Convention  Bureau,  411  Seventh  Ave- 
nue, Pittsburgh  19,  Pennsylvania. 

World  Congress  on  Welfare  of  Cripples — 

The  National  Society  for  Crippled  Chil- 
dren and  Adults,  the  Easter  Seal  Society, 
^^ill  be  host  to  the  Eighth  M'orld  Congress 
of  the  Internaional  Sociey  for  the  Welfare 
of  Cripples  to  be  held  August  28  to  Septem- 
ber 2,  1960,  at  the  Waldorf-Astoria  Hotel  in 
New  York  City.  The  theme  of  the  Con- 
gress will  be  “Rehabilitation  and  World 
Peace.” 

Symposium  on  Surgery  of  the  Endocrine  Glands — 

A three-day  symposium  on  Surgery  on  En- 
docrine Glands  will  be  presented  bj'  the 
schools  of  medicine  of  New  York  University 
^Medical  Center,  November  17  to  19th,  I960. 
For  details  and  application  write  Office  of 
the  Association  Dean,  New  York  University 
Post-Graduate  IMedical  School,  550  First 
Avenue,  New  York  17,  N.Y. 

Deaths 

J.  B.  Kile,  M.D.,  Eddyville,  Nebraska.  Dr. 
J.  B.  Kile,  78,  died  June  7,  1960  of  a heart 
attack  in  his  home  in  Eddjwille,  Nebraska. 
Born  November  25,  1882  at  Virgil  City,  Mis- 
souri, he  was  graduated  from  Keokuk  iMed- 
ical  College,  Keokuk,  Iowa.  Dr.  Kile  had 
practiced  medicine  in  Eddyville  since  1909. 

John  Raymond  Kleyla,  M.D.,  Omaha,  Ne- 
braska. Dr.  John  Rajnnond  Kleyla,  69,  died 
June  24,  1960  in  an  Omaha  hospital  after  a 
month’s  illness.  An  Omaha  native.  Dr.  Kley- 
la graduated  from  the  Creighton  University 
School  of  Medicine  in  1915  and  interned  at 
St.  Joseph’s  Hospital,  Denver,  Colorado  be- 
fore returning  to  Omaha  to  enter  the  prac- 
tice of  medicine  in  1917.  He  had  been  on  the 
Creighton  University  School  of  iMedicine 
faculty  since  1917  and  in  1943  received  the 
Founders  Day  plaque  for  his  years  of  serv- 
ice. He  was  chief  of  staff  at  St.  Catherine’s 
Hospital  and  a member  of  the  staffs  of  other 
Omaha  hospitals. 

Fredolph  A.  Pollack,  M.D.,  Norfolk.  Doc- 
tor Fredolph  A.  Pollack,  71,  died  Thursday, 
iMay  12,  1960,  following  injuries  suffered  in 
a two-car  automobile  accident  in  Norfolk. 
Doctor  Pollack,  born  January  29,  1889,  at 
iMalnio,  Nebraska,  graduated  from  ^'alley 
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High  School  and  Creighton  University,  re- 
ceiving a Doctor  of  Medicine  degree  in  1917. 
He  started  his  practice  of  medicine  in  Nor- 
folk in  1918,  where  he  remained  until  his 
death.  Doctor  Pollack  served  as  Chief  of 
Staff  of  both  the  Lutheran  Community  and 
Our  Lady  of  Lourdes  Hospitals.  He  was 
on  the  staff  of  the  Campbell  Clinic  during 
his  entire  practice-time  at  Norfolk. 

George  H.  Walker,  M.D.,  Lincoln,  Nebras- 
ka. Dr.  George  H.  Walker,  79,  died  June  2, 
1960  at  his  home  in  Lincoln.  Born  June  25, 
1881  at  Weeping  Water,  Dr.  Walker  graduat- 
ed in  1905  from  the  University  of  Nebraska. 
He  received  his  medical  degree  from  the 
University  of  Nebraska  in  1908.  He  served 
on  the  Bryan  Memorial  Hospital  staff  and 
was  chief  of  staff  of  the  general  medical  de- 
partment at  Lincoln  General  Hospital.  He 
was  also  on  the  faculty  of  the  University  of 
Nebraska  College  of  Medicine. 


Know  Your 
Blue  Shield  Plan 


-Medical  Prepayment  and  Our  Social  Philosophy — 

“A  curious  paradox  of  some  contempor- 
ary social  philosophy  is  the  idea  that  man 
should  spend  what  he  earns  for  his  pleasures 
rather  than  for  what  he  needs.  It  is  ap- 
propriate, so  this  reasoning  goes,  that  he 
should  buy  a television  set,  a vacation  in 
Florida  or  an  outboard  motor  boat,  because 
these  are  cardinal  rights.  But  for  some- 
thing that  he  really  needs,  such  as  his  life 
or  his  health,  or  the  life  of  his  child,  some- 
one else  should  pay.  This  may  be  the  Gov- 
ernment, his  employer,  his  union,  his  great- 
aunt  or  anyone  else  who  can  be  cajoled  or 
coerced  into  paying  the  price  for  him.  If  no 
one  else  will  pay  for  it,  the  doctor  should 
serve  him  for  nothing.” 

This  observation  by  Dr.  C.  Marshall  Lee, 
Jr.,*  raises  a question  of  crucial  importance 
not  only  to  the  medical  economy  but  to  the 
whole  pattern  of  our  American  society. 

For,  as  Dr.  Lee  puts  it,  the  attitude  he  de- 
scribes “may  be  acceptable  for  the  child  of 
an  indulgent  parent,  but  it  is  not  appropri- 
ate for  a free  man  in  a free  society.” 

What  can  the  doctor  do  to  counteract  this 
philosophy  and  to  forestall  the  socialization 


of  medicine  which  may  be  its  ultimate  prod- 
uct? 

First,  the  doctor  should  learn  all  he  can 
learn  about  our  voluntary  medical  prepay- 
ment programs.  Physicians  should  recog- 
nize that,  in  Dr.  Lee’s  words,  “Far  from  be- 
ing the  meddlesome  ‘third  party’  for  which 
they  have  an  uneasy  fear,  (the  prepayment 
program)  stands  with  them  in  the  common 
effort  to  preserve  a cherished  concept  of 
freedom.” 

Secondly,  the  doctor  — and  only  he  — can 
make  these  pi’ograms  operate  to  the  satis- 
faction of  the  patient.  Only  he  can  see  to 
it  that  the  subscriber  gets  full  value  for  the 
premium  dollar  he  has  invested  in  our  vol- 
untary medical  care  program. 

Finally,  the  medical  profession’s  o w n 
sponsored  Blue  Shield  Plans  offer  the  Amer- 
ican doctor  an  opportunity  not  only  to 
strengthen  and  confirm  his  patient’s  confi- 
dence in  our  traditional  way  of  practicing 
medicine,  but  also  to  participate  actively  in 
guiding  the  destiny  of  our  medical  prepay- 
ment program  in  the  days  ahead. 

*‘*The  Challenge  of  Medical-Care  Insurance.’*  C.  Marshall 
Lee,  Jr.,  M.D.,  Assistant  Medical  Director,  John  Hancock  Mu- 
tual Life  Insurance  Company,  The  New  England  Journal  of 
Medicine,  262.7,  pp.  332-47.  Febr.  18.  1960. 


Abstracts  on  Tuberculosis  and 
Other  Respiratory  Diseases 

THE  “OPEN-NEGATIVE”  PROBLEM 

Clear  cut  definitions  of  “open-negative,”  “re- 
lapse” and  “bacteriologic  remission”  are  rec- 
ommended by  the  Committee  on  Therapy  of 
the  American  Tmdeau  Society  as  a means  of 
dispelling  the  present  confusion  surrounding 
this  problem. 

The  “open-negative”  problem  is  largely  a product 
of  the  chemotherapy  era.  Formerly  the  persist- 
ence of  open  cavity  on  the  roentgenograms  of  a 
tuberculosis  patient  was  almost  invariably  associat- 
ed with  the  ability  to  recover  tubercle  bacilli  from 
his  secretions.  Today,  however,  the  majority  of 
patients  receiving  a first  course  of  effective  chem- 
otherapy for  cavitary  tuberculosis  pass  through  a 
phase  of  bacteriologic  remission  while  one  or  more 
cavities  are  still  open.  In  some,  this  is  followed  by 
cavity  filling  or  closure  leading  to  an  inactive 
classification.  In  others,  the  bacteriologic  remission 
and  persistent  open  lesion  coexist  for  months  or 
even  years.  This  group  of  cases  constitutes  the 
“open-negative”  problem. 

The  problem  is  that,  after  eight  years  of  experi- 
ence, agreement  on  the  treatment  and  prognosis 
of  these  patients  is  lacking.  Much  of  the  conflict 
appears  to  be  the  result  of  the  different  ways  in 
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which  various  reporters  use  the  terms  “open-nega- 
tive” and  “relapse.” 

For  the  pui^poses  of  this  report  an  “open”  lesion 
is  a hole  or  space  in  an  area  of  the  lung  previ- 
ously involved  by  tuberculosis,  containing  air  and 
usually  surrounded  by  a wall  of  sufficient  density 
to  be  recognizable  as  such  morphologically  or 
roentgenographically.  Not  included  are:  (1)  areas 
of  increased  radiolucency  of  segmental  or  lobar  ex- 
tent without  a definite  wall;  and  (2)  former  cav- 
ities, from  which  all  air  is  absent;  and  (3)  bullae, 
cysts,  and  areas  of  cystic  or  saccular  bronchial  dila- 
tation when  these  can  be  differentiated  with  rea- 
sonable certainty  from  residual  tuberculosis  cav- 
ities— a distinction  not  always  possible. 

The  duration  of  bacteriologic  remission  required 
for  inclusion  in  the  “open-negative”  category  must 
be  arbitrary.  It  is  recommended  that  tubercle  bac- 
illi shall  have  been  absent  from  the  sputum  and 
gastric  contents  examined  at  monthly  internals  for 
at  least  six  months.  It  is  also  recommended  that 
the  term  “open-negative”  be  supplemented  by  indi- 
cating the  duration  of  bacteriologic  remission:  thus 
“open-negative  6 months”  or  “open-negative  18 
months.” 

INCIDENCE  AND  DIAGNOSIS 

It  has  been  estimated  that  approximately  90  per 
cent  of  patients  who  receive  a first  course  of  ef- 
fective chemotherapy  for  cavitary  pulmonary  tuber- 
culosis will  achieve  bacteidologic  remission  (rever- 
sal of  infectiousness,  sputum  conversion)  dui-ing  the 
first  eight  months  of  treatment.  More  than  half 
of  such  patients,  however,  will  still  have  roent- 
genographic  evidence  of  cavity  if  examined  care- 
fully. 

The  diagnosis  of  an  open  lesion  on  chest  roent- 
genograms or  planigrams  preoperatively  is  usually 
followed  by  its  discovery  in  the  resected  speci- 
men. In  general,  an  open  lesion  of  some  kind  will 
be  found  in  the  resected  specimen  in  75  to  85  per- 
cent of  cases  when  one  is  reasonably  suspected  after- 
careful  examination  of  serial  roentgenogr-ams.  The 
more  equivocal  the  roentgenogram,  the  poorer  this 
correlation  becomes. 

Although  much  has  been  made  of  the  advanced 
state  of  healing  in  some  resected  “open-negative” 
lesions,  this  is  a relative  thing  which  is  usually 
compared  with  the  morphologic  appearance  of  cav- 
ities resected  without  dr-ug  coverage  or  obtained  at 
autopsy.  Even  today  with  effective  chemotherapy, 
the  majority-  of  resected  “open-negative”  lesions 
show  residual  caseous  foci  and  granulation  tissue 
irregularly  distributed  in  and  along  the  cleanly 
sloughed,  fibrotic  cavity  wall. 

It  has  been  shown  that  the  longer  the  period  of 
bacteriologic  remission  prior  to  i-esection  in  sur- 
gically treated  cases,  the  more  advanced  the  heal- 
ing process  appears  and  the  mor-e  difficult  it  is 
to  recover  viable  bacilli.  A similar  correlation 
between  the  duration  of  bacteriologic  remission  and 
the  moi-phology  and  tissue  bacteriology  in  unre- 
sected “open-negative”  cases  is  often  assumed,  but 
specific  proof  is  missing. 

RELAPSE 

If  one  wishes  to  measure  the  prognostic  signifi- 
cance of  the  “open-negative”  state  by  the  incidence 


of  relapse,  one  must  arbitrarily  define  relapse. 
Simultaneous  roentgenographic  worsening  and  pos- 
itive bacteriologic  findings  are  universally  accepted 
as  evidence  of  relapse.  It  is  proposed  that  recov- 
ery of  tubercle  bacilli  by  sputum  culture  or  smear 
or  gastric  culture  in  a patient  classified  as  “open- 
negative” be  considered  a relapse.  While  it  might 
seem  desirable  to  require  more  than  a single  posi- 
tive bacteriologic  finding  for  relapse,  the  tendency 
to  introduce  new  drugs  or  other  measures  after 
even  a single  positive  culture,  especially  when  un- 
suspected drug  resistance  is  noted,  is  veiy-  com- 
mon and  a second  positive  bacteriologic  finding 
might  thereby  be  prevented  or  masked,  thus  lower- 
ing the  relapse  incidence  artificially. 

Unfavorable  roentgenographic  changes  with 
smears  and  cultures  i-epeatedly  negative  for  tubercle 
bacilli  may  be  due  to  nontuberculous  pulmonary 
diseases.  Such  changes,  therefore,  should  rarely, 
if  at  all,  be  counted  in  tabulating  tuberculosis  re- 
lapse incidence  in  the  “open-negative”  group. 
The  physicians  may  elect  quite  properly  to  treat 
such  a patient  as  a case  of  tuberculous  relapse  in 
the  absence  of  bacteriologic  confirmation,  but  for 
statistical  pui-poses  such  cases  should  be  classified 
separately.  The  same  applies  to  patients  who  show 
signs  of  clinical  worsening  such  as  fever,  weight 
loss,  increased  cough,  expectoration,  or  even  hemop- 
tysis without  roentgenogi-aphic  change  or  bac- 
teriologic confii-mation  of  tuberculous  etiology.  The 
role  of  indefinite  prolongation  of  drug  thei-apy  in 
preventing  relapse  needs  investigation.  The  ear- 
lier a relapse  occurs,  the  more  likely  it  is  to  occur 
while  di-ugs  are  still  being  given;  the  later  the 
relapse  occurs,  the  more  likely  it  is  to  follow  ces- 
sation of  chemotherapy. 

IN  SUMMARY 

The  problem  of  persistent  open  cavity  with  bac- 
tei-iologic  remission  of  greater  or  less  duration  is 
a phenomenon  peculiar  to  the  era  of  effective  chem- 
otherapy for  tuberculosis.  The  roentgenographic 
findings  fairly  represent  the  morphologic  findings 
in  the  majority  of  patients  whose  lesions  are  re- 
sected and  may  also  reflect  the  findings  in  unre- 
sected  lesions. 

The  definition  of  “open-negative”  based  on  the 
presence  of  a cavity  and  inability  to  recover  tu- 
bercle bacilli  from  resections  is  arbitrai-y,  but  a 
bacteriologic  remission  of  six  months  or  longer  is 
recommended  for  inclusion  in  this  category.  Re- 
lapse should  be  defined  as  bacteriologic  escape  or 
combined  roentgenographic-bacteriologic  worsening, 
but  not  as  clinical  or  roentgenographic  worsening 
without  bacteriologic  proof  of  its  tuberculous  etiol- 
ogy. 

The  i-elationship  between  relapse,  duration  of  bac- 
teriologic remission,  and  the  duration  of  effective 
drug  therapy  is  in  need  of  further  study.  Only 
then  can  the  relative  risk  of  relapse  and  the  risk 
of  resection  in  patients  exemplifying  the  “open- 
negative” problem  be  fairly  weighed. 

— Thomas  B.  Barnett,  Edward  Dunner,  H.  Convin 
Hinshaw,  Gardner  Middlebrook,  Donald  L.  Paul- 
son, James  W.  Raleigh,  William  W.  Stead,  James 
A.  Wier,  Chainnan. 

— A statement  of  the  Committee  on  Therapy,  American  Tru- 
deau Society,  The  American  Review  of  Respiratory  Diseases, 
Vol.  80.  No.  1,  July,  1959. 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice  American  Heart  Association 

Mr.  Mac  F.  Cahal  Mr.  Rome  A.  Betts,  Secy. 

Volker  at  Brookside  44  East  23rd  Street 

Kansas  City  12,  Missouri  New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Obstetricians  & Gynecology 
Mr.  D.  F.  Richaixison,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 


, A 


This  way,  I get  a better  picture  of  your  condition! 
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ORGANIZATIONS,  STATE 


Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Marv'in  Traeger,  President 
Fairbuiy,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 

American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Lancaster  County  Chapter 
Mrs.  Alvin  Moiuis,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 

American  Cancer  Society 
Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Carl  Mai-xer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 
F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal  ^ 

HUMAN  EXPERIMENTATION 

When  Withering  divined  the  tnith  about 
the  old  woman’s  treatment  of  dropsy  and 
selected  digitalis  as  the  probable  active 
factor  in  her  mixture  of  herbs,  he  was  im- 
mediately confronted  by  the  necessity  for 
human  experimentation  to  substantiate  his 
hypothesis.  He  not  only  proved  his  theory 
to  be  correct  but,  in  so  doing,  he  produced 
toxic  side  effects.  It  was  only  in  this  way 
that  he  could  pinpoint  the  proper  and  safe 
dosage  and  set  up  rules  for  the  use  of  this 
drug.  Therefore,  he  and  his  patients  had 
to  assume  a calculated  risk.  Today,  the  risk 
would  have  been  reduced,  although  not  elim- 
inated, by  animal  experimentation  prior  to 
the  use  of  the  agent  on  human  beings. 

The  type  of  human  experimentation  used 
by  Withering  has  been  in  vogue  since  the 
earliest  times  in  recorded  histoiy  of  medi- 
cine, remains  the  sine  qwa  non  in  the  ad- 
vancement of  the  science  of  medicine,  and 
will  hardly  become  outmoded  in  the  future. 

Animal  experimentation  has  provided  the 
foundations  of  anatomy  and  physiology,  and 
human  experimentation  has  confirmed  and 
extended  our  knowledge,  but  we  must  not 
think  of  animal  experimentation  as  being 
modern.  It  is  said  that  Galen  performed 
animal  experiments  and  vivisection,  and  the 
Galen-era  is  certainly  not  modern  in  point 
of  time. 

The  use  of  slaves  by  the  Romans  to  test 
their  poisons,  and  the  obviously  criminal  use 
of  man  and  woman  by  the  Germans  for  ex- 
perimentation lie  at  the  opposite  end  of  the 
scale.  It  is  easy  to  brand  such  inhuman 
activity  as  outside  the  bounds  of  ethics,  mor- 
ality, and  religion  as  was  done  in  setting  up 
the  so-called  Nuremberg  Code.  But,  between 
the  trials  of  relatively  innocuous  drugs,  ap- 
pliances, or  techniques  and  the  criminal  ex- 
periments by  the  Germans  lies  a great  area 
of  ascending  importance  and  increasing 
risks.  The  dividing  line  is  not  sharp  be- 
tween experiments  that  are  within  the  pale 
of  ethics,  morals  and  religious  concepts  — 
experiments  whose  fundamental  importance 
pivots  on  the  probability  that  they  will  profit 


Established  1916  by  The  Nebraska  State  Medical  Association 

45  Norfolk,  Nebraska,  September,  1960  No.  9 


the  sick  man  as  a person  — and  those  that 
fall  beyond  this  line  — those  that  tend  to 
approach  the  criminal  type  and  whose  im- 
portance is  greater  to  the  experimenter  or 
to  the  community  at  large  even  though  the 
individual  be  sacrificed. 

World  literature  that  considers  this  sub- 
ject is  not  abundant,  and  there  is  no  world- 
wide code  to  govern  human  experimentation. 
In  fact,  there  is  no  generally  accepted  code  in 
our  own  nation.  This  could  be  partly  be- 
cause students  of  the  problem  have  avoided 
its  general  consideration.  Our  Coui*ts  have 
not  specifically  ruled  on  the  subject  although, 
in  general,  they  take  a dim  view  of  any  pro- 
cedure that  may  kill  or  maim  the  individual 
person. 

There  is  an  expressed  fear  that  so-called 
pure  research  is  causing  the  clinician  to  re- 
treat from  the  bedside  to  the  laboratoiy; 
that  the  clinical  accumulation  of  facts  by 
man-to-man,  doctor-patient  relationship,  and 
the  use  of  these  facts  in  a research-manner 
is  being  subordinated  to  research  in  the  lab- 
oratory. Such  a situation  is  certain  to  ac- 
centuate the  problems  of  human  experimen- 
tation. 

The  Christian,  moral,  and  ethical  concepts 
agree  that  man  as  an  individual  is  of  ulti- 
mate importance;  that  the  community  ex- 
ists for  the  man,  not  man  for  the  commun- 
ity; that  “love  thy  neighbor”  is  not  an  empty 
phrase;  and  that,  in  accord  with  Christian 
principles,  the  greatest  “good”  one  can  do 
is  to  minister  to  men  so  that  suffering  and 
death  may  be  replaced  by  life  and  happiness. 
Wittingly  or  unwittingly,  every  conscientious 
doctor  subscribes  to  these  tenets. 

Halfhearted  attempts  have  been  made  to 
define,  categorize,  pennit  and/or  prohibit 
various  types  of  human  experimentation 
and  to  surround  them  with  safeguards.  The 
U.S.  Public  Health  Service,  the  American 
Medical  Association,  and  individual  students 
and  writers  have  adopted,  or  suggested 
codes  for  adoption,  but  concerted  action  has 
not  been  taken.  We  have  reached  the  point 
in  medical  science  beyond  which  we  should 
not  go  without  better  guidance.  It  is  time 
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that  this  subject  — human  experimentation 
— should  be  widely  considered  and  intim- 
ately studied;  time  to  set  up  the  rules  and 
regulations,  on  a national  basis,  that  will  pro- 
vide needed  guidance  for  patients  and  doc- 
tors who  must  and  will  participate. 

NOT  DEAD!  JUST  POSTPONED. 

Many  members  of  the  Association  seem 
to  be  confused  about  the  regulations  quoted 
below  and  to  believe  they  have  been  repealed. 
This  is  not  true.  The  effective  date  of  the 
regulations  has  been  postponed.  You  will 
note  the  effective  date  in  parenthesis  in  each 
instance. 

The  following  amendments  to  Regulations 
and  Standards  were  developed  pursuant  to 
action  by  the  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association.  These 
were  recommended  by  the  Hospital  Advisory 
Council  and  approved  by  the  State  Board  of 
Health  on  June  27,  1960.  These  amendments 
have  been  approved  by  the  Attorney  General 
and  the  Governor,  and  filed  with  the  Secre- 
tary of  State  as  required  by  statute. 

The  amendments  follow; 

VIII.  Personnel 
B. 

4.  When  major  surgery  (as  commonly 
defined)  is  performed  there  shall  be 
not  less  than  two  physicians  scinibbed, 
one  to  assist  the  other.  (Effective 
date,  July  1,  1961). 

IX.  Reports  and  Records 
B. 

3 — A.  A surgical  schedule  shall  be  main- 
tained as  a permanent  record  in 
each  hospital  including  the  name 
of  patient,  surgeon,  assisting  sur- 
g e o n,  preoperative  diagnosis, 
anesthetic  used  and  by  whom  ad- 
ministered, the  date  and  hour 
surgeiy  is  begun  and  completed. 
(Effective  date,  July  1,  1961). 

B.  Any  tissue  removed  during  sur- 
gery shall  be  submitted  promptly 
to  a pathologist  for  review  and 
the  pathologist’s  report  shall  be 
made  a part  of  the  patient’s  hos- 
pital record.  (Effective  date,  July 
1,  1961). 

CATALOGUE  OF  RARE  BOOKS 
(ORR)  PUBLISHED 

Doctor  H.  Winnett  Orr  of  Lincoln,  who 
died  October  11,  1956,  was  the  first  to  re- 
ceive “The  Distinguished  Service  Award” 
from  the  American  College  of  Surgeons. 
This  was  bestowed  during  the  1957  Clinical 


Congress.  Now,  the  College  has  prepared 
and  published  a catalogue  of  rare  books  that 
were  given  to  its  Library  by  Doctor  Orr. 

Miss  L.  Margueriete  Prime,  Librarian  of  1 
the  American  College  of  Surgeons  until  her  ] 
retirement  in  April  of  1960,  has  written  an 
article  describing  the  collection  and  the  prep- 
aration of  the  Catalogue.  The  article  was  I 
published  in  the  July- August  issue  of  the  || 
Bulletin  of  the  American  College  of  Sur-  ) 
geons.  Since  it  seems  appropriate  that  a ! 
record  of  honors  bestowed  on  one  of  Ne-  ' 
braska’s  great  physicians  should  become  a i 
matter  of  record  in  our  owm  Jouimal,  Miss 
Prime’s  article  is  reprinted  in  the  Organiza-  ' 

tion  Section,  this  issue,  with  permission  of  > 

the  College.  (See  page  474). 


Patients  in  Hospitals:  Number,  Stay,  Costs — 

A press  release  from  the  American  Hos- 
pital Association  is  the  source  from  which 
the  following  points  were  gleaned: 

— Admissions  to  all  hospitals  in  the  U.S. 
totaled  23,605,186  in  1959,  92,000  fewer  than 
in  1958. 

— Average  number  of  patients  in  all  hos- 
pitals each  day  in  1959,  was  1,363,217,  a 
drop  from  1,322,938  in  1958. 

— Length  of  stay  in  short-term  general 
hospitals  rose  to  7.8  days  in  1959,  from  an 
all-time  low  of  7.6  in  1958. 

— Total  expense  per  patient  day  averaged 
$15.65  for  all  hospitals.  Voluntary  short- 
term hospitals  incurred  the  highest  average 
total, expense  — $31.16  per  patient  day  — 
while  the  nonfederal  psychiatric  group  had 
the  lowest  average — $4.71  per  day. 

— There  were  more  than  a million  and  a 
half  full-time  workers  in  all  listed  hospitals 
for  an  average  of  112  workers  for  100  pa- 
tients. Voluntary  short-term  hospitals  had 
the  highest,  229  persons  per  100  patients. 


Dr.  Thomas  J.  Gurnett  of  Omaha  received 
his  fellowship  certificate  in  the  American 
College  of  Chest  Physicians,  on  June  11, 
1960.  The  college  held  its  26th  Annual 
Meeting  in  June,  at  Miami  Beach.  The  An- 
nual Meeting  in  1961  will  be  held  in  New 
York  City,  June  22-26. 


Nebraskan  Receives  Fellowship  in  American 
College  of  Chest  Physicians — 
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ARTICLES 


Serum  Osmolality 

AS  A ROUTINE  TEST 


Recognition  of  the  impor- 
tance of  electrolyte  and  fluid 
balance  in  the  care  of  medical 
and  surgical  patients,  especially  geriatric  pa- 
tients, has  created  a demand  for  more  in- 
formation about  the  electrolyte  levels  in  bio- 
logical fluids.  While  procedures  are  avail- 
able to  measure  the  various  electrolytes  and 
the  body  water,  these  are  time-consuming 
and  are  not  requested  on  all  hospitalized  pa- 
tients as  a matter  of  routine.  However,  the 
measurement  of  osmolality  by  means  of 
freezing  point  depression  is  a rapid  method 
for  determining  solute  concentration  in  body 
fluids. 

An  osmotic  prediction  formula  was  ap- 
plied by  Wynn^o  to  assess  body-fluid  disturb- 
ances and  to  prescribe  for  their  treatment. 
Olmstead  and  Roth^®  in  studying  cases  of  low 
serum  sodium  found  the  freezing  point  de- 
pression values  helpful  in  the  diagnosis  and 
management  of  hyponatremic  states.  Rubin, 
Braveman,  Dexter,  Vanamee  and  Roberts^^ 
compared  the  plasma  osmolality  obtained  by 
direct  measurement,  with  that  calculated 
from  the  levels  of  plasma  electrolytes.  The 
constancy  of  plasma  osmolality  in  normal  in- 
dividuals, and  the  recent  work  of  Williams, 
Fordham,  Hollander  and  WelH*  from  which 
they  concluded  that  the  normal  human  red 
cell  maintains  an  osmotic  equilibrium  with 
its  surrounding  fluid  over  a wide  range  of 
concentrations,  give  further  evidence  that 
measurement  of  plasma  osmolality  should  be 
an  important  adjunct  to  laboratoiy  tests. 

A survey  was  undertaken  to  ascertain  the 
value  of  including  determination  of  serum 
osmolality  along  with  other  routine  labora- 
tory test  procedures. 

Materials  and  Methods 
This  investigation  included  351  hospital- 
ized patients  and  follow-up  patients  from 
the  Out-Patient  Clinic.  No  selection  of  cases 
was  made.  The  serum  used  was  that  which 
was  submitted  to  the  biochemical  laboratory 
for  routine  examinations.  The  number  of 
specimens  per  patient  was  determined  by  the 
number  of  times  routine  biochemical  tests 
were  ordered  during  the  period  of  this  study. 
Normal  serum  osmolality  values  for  this  in- 
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vestigation  were  established  by  examining 
blood  serum  from  104  blood  donors. 

The  serum  osmolality  was  determined  by 
freezing  point  depression,  using  a Fiske  Os- 
mometer Model  B.  The  latter  was  calibrat- 
ed with  sodium  chloride  standard  solutions 
prepared  according  to  the  International  Crit- 
ical Tables.®  In  cases  where  other  pertinent 
blood  examinations  were  made,  the  following 
methods  were  employed:  for  blood  urea  ni- 
trogen, direct  nesslerization for  blood  glu- 
cose, a modification  of  the  Folin-Wu  meth- 
od for  serum  chloride,  the  method  of 
Schales  and  Schales;^'*  for  serum  calcium 
and  magnesium,  a complexometric  titra- 
tion for  serum  sodium  and  potassium, 
flame  photometry;  for  carbon  dioxide,  the 
method  of  Van  Slyke.i® 

Results 

The  351  patients  included  in  this  survey 
were  grouped  according  to  their  primary  di- 
agnosis : cardiovascular,  gastrointestinal, 

orthopaedic,  neuropsychiatric,  pulmonary, 
urinary  tract,  hepatic,  diabetic,  and  miscel- 
laneous (infectious  diseases,  hernia,  myelo- 
ma, hyperthyroidism,  pharyngitis).  The 
number  of  patients  and  the  number  of  serum 
osmolality  determinations  for  each  disease 
category  are  summarized  in  table  1.  In  fig- 
ure 1 is  presented  the  distribution  of  the 
serum  osmolality  values  for  the  donor  con- 
trols and  for  the  patients,  according  to  their 
primary  disease. 

For  the  104  donor  controls,  the  serum  os- 
motic activity  had  a mean  value  and  stand- 
ard deviation  of  290  ± 3.8  milliosmols  per 
liter.  In  table  2 the  distribution  of  the 
number  of  patients  and  the  number  of  deter- 
minations has  been  arranged  according  to 
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TABLE  1 

Distribution  of  Number  of  Patients  and 
Number  of  Detenninations  According 
to  Primary  Disease  Categoiy 


Disease  Category 

No. 

Patients 

No. 

Determin- 

ations 

Cardiovascular 

72 

142 

Gastrointestinal 

62 

159 

Orthopaedic 

44 

79 

Neuropsychiatric 

64 

113 

Pulmonary 

16 

27 

Urinary  Tract 

24 

84 

Hepatic 

8 

27 

Diabetic 

8 

8 

Miscellaneous 

53 

75 

Total 

_ 351 

714 

various  ranges  of  serum  osmolality,  the  nor- 
mal range  being  considered  as  282-298  milli- 
osmols  per  liter.  Any  patient  with  one  or 
more  osmolality  values  outside  of  the  nor- 
mal range  has  been  listed  in  that  range 
which  corresponds  to  the  abnormal  level. 


TABLE  2 


Distribution  of 

Number  of  Patients 

and 

Number  of  Determinations  According- 

to  Indicated  Osmolality  Range 

No. 

No. 

Determin- 

Osmolality,  mOsm./L. 

Patients 

ations 

282  - 298 

218 

453 

279  - 281 

14* 

25 

299  - 301  - 

29* 

47 

Below  279 

30* 

69 

Above  301 

60* 

120 

♦Patients  with  one  or  more  osmolality  values  within 
the  designated  range. 


Of  the  714  serum  osmolality  determina- 
tions which  were  carried  out,  63  per  cent 
were  within  the  limits  of  normal,  and  62  per 
cent  of  the  patients  had  all  of  their  values 
within  the  normal  range.  The  highest  os- 
molality values  were  found  in  those  patients 
having  urinary  tract  involvement  either  as 
the  primary  or  secondary  diagnosis.  The 
correction  formula  for  glucose  and  urea  ni- 
trogen was  not  applied  in  this  study  since  the 
primary  purpose  was  not  to  consider  electro- 
lytes alone,  or  sodium  specifically,  but  to  be 
concerned  with  the  osmolar  concentration  in 
the  serum  as  a whole.  A summary  of  the 
osmolality  data  is  presented  in  table  3. 

Thirty-eight  per  cent  of  the  351  unselected 
hospital  cases  had  one  or  more  osmolality 


values  outside  the  normal  range  (282-298 
mOsm.).  Of  the  218  patients  who  had  no 
osmolality  values  outside  the  normal  range, 
six  cardiovascular  cases  and  two  gastro- 
intestinal cases  were  noted  to  show  some 
electrolyte  abnormality  by  the  usual  labora- 
tory tests.  These  would  represent  less  than 
4 per  cent  of  the  218  cases,  who  might  be 
considered  to  have  “false  negative”  values, 
if  serum  osmolality  had  been  the  only  deter- 
mination made. 

There  were  60  patients  whose  osmolality 
values  were  above  301  mOsm.,  and  30  pa- 
tients below  279  mOsm.  All  of  these  cases 
had  other  demonstrated  electrolyte  or  solute 
abnormalities.  Of  the  29  patients  with 
values  in  the  299-301  mOsm.  range,  there 
were  insufficient  data  for  confirmation  in 
six.  The  same  was  true  for  four  of  the  14 
cases  with  values  in  the  279-281  mOsm. 
range. 

Serum  sodium  levels  were  determined  on 
35  per  cent  of  the  serum  specimens  studied. 
Of  the  453  sera  with  osmolality  values  with- 
in the  normal  range,  there  were  110  serum 
sodium  determinations.  Excluding  those  pa- 
tients with  elevated  blood  urea  nitrogen,  the 
remaining  serum  sodium  values,  with  one 
exception,  were  within  the  range  of  135-148 
milliequivalents  per  liter ; the  mean  value 
was  141  (standard  deviation  ± 3.4)  mEq. 
per  liter.  In  table  4 is  presented  a summary 
of  the  distribution  of  serum  sodium  levels 
with  respect  to  serum  osmolality  as  found 
in  this  survey.  In  general,  when  the  serum 
osmolality  was  within  the  normal  range,  the 
level  of  the  serum  sodium  was  also  normal. 

One  rather  unusual  case  which  was  noted 
in  the  group  of  patients  studied  is  worthy 
of  mention  since  variations  in  calcium  or 
magnesium  are  not  considered  to  exercise 
demonstrable  effect  on  the  serum  osmolality. 
Patient  C.H.,  upon  admittance  to  the  hos- 
pital, had  a decreased  serum  osmolality  and 
a low  serum  magnesium.  Along  with  other 
medications,  he  was  given  10  ml.  25  per  cent 
magnesium  sulfate  on  seven  different  days 
between  June  14  and  June  23.  The  labora- 
tory data  for  this  patient  are  presented  in 
table  5. 

It  appears  that  hyper-  and  hypo-osmolality 
occur  with  significant  frequency  (38  per 
cent)  in  hospitalized  patients.  The  ease  and 
rapidity  with  which  the  osmolar  concentra- 
tion of  serum  can  be  measured  by  the  freez- 
ing point  technique,  suggests  that  serum  os- 
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TABLE  3 

Summary  of  Osmolality  Data 


282  - 298 
mOsm. 

(O 

c 

.2 

V» 

r,  C 


Disease  Category 

Osmolality  Range 
mOsm./L. 

O 

% 

O 

Cardiovascular 

282  - 298  - 

279  - 281 

39 

55 

299  - 301 

7 

Below  279 

8 

Above  301 

15 

Gastrointestinal 

282  - 298 

. 37 

55 

279  - 281  _ 

11 

299  - 301 

8 

Below  279 

10 

Above  301 

22 

Orthopaedic 

282  - 298 

31 

43 

279  - 281 

3 

299  - 301 

5 

Below  279 
Above  301 

11 

Neuropsychiatric 

282  - 298 

46 

66 

279  - 281 

1 

299  - 301 

2 

Below  279 

4 

Above  301 

17 

Pulmonary 

282  - 298 

8 

11 

279  - 281 
299  - 301 
Below  279 

1 

Above  301 

4 

Urinary  Tract 

282  - 298 
279  - 281 
299  - 301 
Below  279 

9 

14 

Above  301 

8 

Hepatic 

282  - 298 
279  - 281 
299  - 301 

D 

7 

Below  279 
Above  301 

8 

Diabetic 

282  - 298 

8 

8 

Miscellaneous 

282  - 298 
279  - 281 

35 

45 

299  - 301  _ 

2 

Below  279 

1 

Above  301 

1 

279  - 281  299  - 301  Below  279  Above  301 

mOsm.  mOsm.  mOsm.  mOsm. 


11  13 


1 

8 

17 

— 

1 

— 

7 

— 

1 

14 

17 

7 

7 





3 

4 

__ 

3 





6 

15 





— 

— 

— 

3 

— 

4 

9 

17 

3 

3 

-- 

— 

2 

2 

5 

9 

3 

3 

2 

2 





5 

5 



1 





4 

4 



-- 

1 

— 

1 

— 

— 

7 

9 

2 

2 

— 

— 

2 

2 

-- 

— 

— 

1 

— 

— 

4 

6 

1 

1 

1 

2 

14 

58 

— 

1 

— 

— 

3 

11 

— 

— 

— 

-- 

6 

6 



2 

__ 

__ 

3 

7 

__ 

__ 

__ 

__ 

__ 

1 

9 

10 
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TABLE  4 


Distribution  of  Senim  Sodium  Levels  with  Respect 
to  Various  Ranges  of  Serum  Osmolality 


No.  Ranges  of  Serum  Sodium  Le\’els,  mEq./L. 

Serum  Osmolality  Sodium  105-126  130-134  135-148  150-160 

mOsm./L.  Detns.  Number  of  Determinations 

282-298  110  3*  4*  103 

279  -281  12  12 

299-  301  15  1*  13  1 

Below  279  28  7 9 12 

Above  301** 84  9 6 55  14 


^Elevated  blood  urea  nitrogen,  with  one  exception. 

•*Many  of  the  .specimens  in  this  group  were  from  cases  of  urinary  tract  dis- 
orders. the  majority  had  elevated  blood  urea  nitrogen. 


TABLE  5 

Laboratory  Data  for  Patient  C.H. 


Dat« : 1959 

6-10 

6-17 

6-22 

7-1 

9-3 

Blood  Urea  N, 

mg./lOO  ml. 

15 

14 

15 

19 

Seium  Na,  mEq./L. 

138 

137 

142 

SeiTim  K,  mEq./L.  . 

5.0 

4.9 

5.5 

Seiaim  Cl,  mEq./L.  . 

101 

92 

92 

97 

Senim  Ca,  mEq./L. 

4.27 

4.47 

4.71 

4.94 

Sei-um  Mg',  mEq./L. 

0.95 

1.12 

1.19 

1.55 

Sei’um  Osmolality, 

mOsm./L. 

270 

279 

289 

290 

296 

(Normals:  Urea  nitrogen.  12-15  mg.  per  100  ml.;  serum  sodium.  135-148 

rnEq./U. ; serum  potassium.  4. 1-5.6  mEq./L.  ; serum  chloride.  99-104  mEq./L. ; 
serum  calcium.  4.48-5.08  mEq.L.  ; serum  magnesium.  1.48-2.04  mEq.L.) 


molality  determinations  might  profitably  be 
done  routinely. 

Serum  osmolality  may  be  used  (a)  as  a 
screening  test  to  detect  water  or  electrolyte 
imbalance  (with  less  than  4 per  cent  “false 
negative”  values  in  this  study),  (b)  to  cal- 
culate the  “electrolyte-osmolar  differential,” 
which  is  of  value  in  treating  certain  types  of 
fluid  imbalance,  and  (c)  for  following  pa- 
tients receiving  fluid  therapy  without  resoil- 
ing  to  a daily  battery  of  electrolyte  examin- 
ations. 

Discussion 

The  determination  of  serum  osmolality  by 
freezing  point  depression  is  a measure  of  the 
serum  solute  concentration.  The  solutes 
which  exercise  the  greatest  effect  are  the 
electrolytes,  and  the  organic  solutes  of  small 
molecular  weight,  such  as  urea  and  glucose.* 
The  electrolyte  content  consists  primarily  of 
sodium,  potassium,  calcium  and  magnesium, 
and  their  accompanying  anions,  chloride,  bi- 

’Accepting  152  mEq./L.  as  the  average  normal  cation  con- 
centration in  the  serum  and  assuming  95  per  cent  dissociation, 
the  milliosmolar  concentration  contributed  by  the  electrolytes 
would  be  296  milliosmols  per  liter.  Nonelectrolytes,  such  as 
urea  (100  mg./lOO  ml.  would  contribute  17.2  mOsm./L.) 
and  glucose  (100  mg./lOO  ml.  would  contribute  5.5  mOsm./L),9 
increase  osmolality  in  a manner  which  is  directly  proportional 
to  molar  concentration. 


carbonate,  phosphate,  and  sulfate.  Since  so- 
dium represents  the  largest  fraction  of  the 
cation  concentration,  it  is  considered  chiefly 
responsible  for  alterations  in  the  serum  os- 
motic activity.  Edelman,  Leibman,  O’Meara 
and  Birkenfeld^  have  shown  that  when  the 
serum  sodium  concentration  is  expressed  as 
milliequivalents  per  liter  of  serum  water,  it 
will  correlate  closely  with  serum  osmolality 
when'corrections  are  applied  for  the  osmotic 
contributions  of  glucose  and  nonprotein  ni- 
trogen. 

Those  cases  where  death  has  resulted  from 
lack  of  proper  attention  to  water  and  electro- 
lyte imbalance,  have  stressed  the  clinical  im- 
portance of  recognizing  and  correcting  these 
abnormalities.  Rubin,  Braveman,  Dexter, 
Vanamee  and  Roberts^^  observed  hyper- 
osmolarity  of  the  plasma  in  critically  ill  pa- 
tients which  could  not  be  explained  by  the 
normally  measured  solutes.  The  combina- 
tions of  water-electrolyte  change  which  are 
encountered  most  frequently  have  been  de- 
scribed and  illustrated  by  Moore.®  He  point- 
ed out  that,  for  adequate  treatment  of  cer- 
tain cases  of  advanced  liver  and  kidney  dis- 
ease, and  severe  diabetes  mellitus,  it  is  im- 
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portant  to  determine  the  electrolyte-osmolar 
differential.  There  is  often  an  increase  in 
certain  organic  solutes  (urea  and  related  ni- 
trogenous products;  glucose,  bilirubin,  lac- 
tate, pyruvate)  which  influence  the  osmolal- 
ity to  a considerable  extent. 

Wynn^o  noted  that  in  cardiac  failure,  os- 
motic disturbances  are  of  frequent  occur- 
rence. This  was  also  reviewed  by  Friedberg* 
who  stressed  the  importance  of  understand- 
ing blood  electrolyte  patterns.  Weston, 
Grossman,  Borun  and  Hanensoni'^  obseiwed 
that  acute  intensification  of  chronic  conges- 
tive failure  in  cardiac  patients  on  low-sodi- 
um diets  may  lead  to  continued  water  reten- 
tion, with  increasing  edema  and  hypona- 
tremia but  without  external  sodium  loss. 

In  acute  and  chronic  renal  failure,  a va- 
riety of  electrolyte  disturbances  may  be  ex- 
perienced (hyponatremia,  hypocalcemia,  hy- 
perpotassemia,  hypochloremia,  hypermagne- 
semia, acidosis,  dehydration,  overhydration), 
as  well  as  abnormal  metabolites  of  organic 
nature.  Martino,  Kelemen  and  Kolff* 
studied  the  effect  of  hemodialysis  on  os- 
molality by  examining  the  serum  of  patients 
before  and  after  64  dialyses  with  the  artifi- 
cial kidney.  Dialysis  altered  the  serum  os- 
molarity  levels  toward  normal  in  the  same 
manner  as  it  tended  to  correct  the  various 
electrolj^te  and  fluid  abnormalities.  In  gen- 
eral, a decrease  in  serum  osmolality  could  be 
correlated  with  a decrease  in  blood  urea, 
with  some  exceptions. 

When  the  serum  sodium  concentration  ex- 
ceeds 150  mEq.  per  liter,  a condition  desig- 
nated as  “hypernatremia”  (hyperosomolal- 
ity)  exists.  Knowles'^  has  suggested  that  pri- 
mary water  deficit  precedes,  and  probably 
initiates,  the  elevation  of  serum  sodium  in 
most  cases.  Schoolman,  Dubin  and  Hoff- 
mani®  have  reported  100  cases  of  hyperna- 
tremia encountered  over  a period  of  four 
years  at  Cook  County  Hospital.  In  their 
study,  it  was  possible  to  divide  the  patients 
into  three  general  groups:  (1)  those  having 
hypernatremia  associated  with  a primary 
desiccation  syndrome;  (2)  those  referable  to 
nervous  system  injury;  and  (3)  those  who 
were  recovering  from  diabetic  coma.  Wil- 
son and  Meinert^®  reported  a case  of  extra- 
cellular hyperosmolarity  which  was  asso- 
ciated with  high  protein  nasogastric  tube 
feeding.  Allott^  observed  two  cases  of  se- 
vere bulbar  poliomyelitis  with  hypernatre- 
mia and  hyperosmolality.  Droese,  Stolley, 


Freislederer,  Buchborne,  Riecker  and  Koc- 
zorek^  studied  a case  of  chronic,  excessive 
osmolarity  with  mental  and  pathological  de- 
ficiencies which  developed  as  the  result  of 
encephalomyelitis. 

While  emphasis  has  been  placed  on  elec- 
trolyte and  fluid  balance  in  pathological  dis- 
orders, studies  have  also  been  conducted  on 
healthy  men.  This  was  done  to  determine 
the  effects  of  various  conditions  of  experi- 
mentally induced  states  of  stress.  Sargent, 
Johnson,  Wogan  and  Pandazi^^  reviewed  the 
literature  and  summarized  their  own  exten- 
sive studies  on  211  young  healthy  male 
adults  who  were  maintained  under  fixed  con- 
trol conditions  relative  to  diet,  fluid  intake 
and  daily  activity  while  being  exposed  to 
mild,  cold,  or  hot  weather.  Much  of  this 
work  was  done  for  the  military  service.  One 
of  the  main  features  was  the  demonstration 
that  osmotic  balance  is  exceedingly  impor- 
ant  for  survival  rations.  In  demonstrating 
the  effect  of  nutritional  osmotic  balance  in 
the  body,  these  workers  found  that,  for  nor- 
mal healthy  male  adults,  water  balance  is 
directly  related  to  osmotic  balance  and  also, 
that  the  calculated  osmotic  intake  may  be 
closely  correlated  with  the  sum  of  osmotic 
excretion  in  urine  and  sweat.  Sargent  and 
Johnson^®  have  shown  that  in  healthy  men 
many  changes  of  renal  function  can  be  pro- 
duced by  changing  the  proportions  of  nutri- 
ents in  the  diet. 

Summary 

1.  A study  was  conducted  comparing  the 
serum  osmotic  activity  in  104  apparently 
healthy  blood  donors  with  351  unselected 
general  hospital  patients. 

2.  Of  the  hospital  patients,  133  or  38  per 
cent  had  one  or  more  osmolality  values  out- 
side the  normal  range.  Other  biochemical 
or  electrolyte  studies  were  performed  on  123 
of  these  cases.  Clinically  significant  ab- 
normalities were  present  in  all  of  these  pa- 
tients. In  the  remaining  ten  cases,  other 
laboratory  studies  had  not  been  done,  and 
the  osmolar  deviations  were  not  confirmed 
or  denied. 

3.  Of  the  218  hospital  patients  with  nor- 
mal osmolality  values,  less  than  four  per  cent 
had  abnormalities  demonstrated  by  other 
electrolyte  or  biochemical  tests. 

4.  When  those  patients  with  renal  in- 
volvement were  excluded,  it  was  noted  that 
if  the  serum  osmolality  was  within  the  nor- 
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mal  range,  in  general,  the  serum  sodium  was 
also  normal. 

5.  It  is  suggested  that  routine  determina- 
tion of  serum  osmolality  in  hospital  patients 
may  be  valuable  (a)  as  a screening  test; 

(b)  to  determine  the  “electrolyte-osmolar 
differential”  in  complicated  problems;  and 

(c)  for  control  of  patients  on  fluid  therapy 
without  resorting  to  daily  multiple  electro- 
lji;e  studies. 
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MANAGEMENT  of 

The  Deaf  Patient* 

Introduction 

Deafness  is  a common  dis- 
order which  many  times  never 
comes  to  the  attention  of  the 
medical  profession.  It  is  not  unusual  for  a 
deaf  individual  to  seek  help  through  news- 
paper ads  or  to  listen  to  the  well  meaning 
but  sometimes  misguided  advice  of  other 
deaf  people.  Doctors,  in  some  instances, 
may  be  at  fault  for  not  giving  these  people 
enough  time  for  accurate  diagnoses,  treat- 
ment, and  advice.  When  patients  do  come 
for  help,  the  least  we  can  do  is  give  them  an 
accurate  otologic  diagnosis  with  a simple 
explanation  of  the  reason  for  their  deafness. 
In  many  cases  we  will  not  be  able  to  give 
them  direct  medical  or  surgical  help,  but  by 
explaining  what  rehabilitative  measures  are 
available  and  encouraging  them  to  proceed 
in  the  right  direction  we  will  have  given 
them  the  best  service  possible. 

When  confronted  with  the  deaf  patient, 
we  should  realize  that  hearing  loss  is  caused 
either  by  a defect  in  the  conduction  appa- 
ratus or  the  neuromechanism  of  the  ear.  We 
should  also  remember  that  patients  can  have 
a combination  of  both  conductive  and  nerve 
deafness  and  that  it  is  important  to  deter- 
mine how  much  of  each  type  of  deafness  is 
present  in  an  individual  case.  If  we  have 
done  only  as  much  as  to  determine  which 
type  of  deafness  predominates  in  each  case 
we  have  greatly  simplified  our  diagnosis. 
Since  almost  all  types  of  conduction  deafness 
can  be  helped  either  by  surgical  or  medical 
means,  this  type  of  diagnosis  is  good  news 
for  our  patient.  On  the  other  hand,  a diag- 
nosis of  pure  perceptive  or  nerve  deafness 
precludes  any  help  from  medical  or  surgical 
treatment.  The  one  exception  is  Meniere’s 
Disease  or  labyrinthine  hydrops  which,  in 
many  cases,  can  be  helped  by  proper  medical 
management. 

Arriving  at  a correct  diagnosis  of  the  type 
and  the  degree  of  deafness  requires  the  ap- 
plication of  the  same  diagnostic  principles 
used  for  the  diagnosis  of  any  disease,  name- 
ly, history,  physical  examination,  differen- 
tial diagnosis,  and  special  tests.  For  a physi- 

•Presented  before  Omaha  Mid-West  Clinical  Society  27th 
Annual  Session,  November,  1959. 
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dan  doing  general  practice,  the  use  of  spe- 
cial hearing  tests  would  be  limited,  depend- 
ing on  the  equipment  available  for  his  use. 
However,  by  his  history,  physical  examina- 
tion, gross  hearing  tests  by  whispered  voice 
and  tuning  forks,  he  can  almost  always 
classify  the  deafness  as  either  conductive  or 
nerve. 

If  we  have  determined  that  our  patient 
has  a nerve  deafness  other  than  labyrinthine 
hydrops,  it  is  our  duty  to  tell  him  there  is 
no  help  available  medically  or  surgically; 
but,  at  the  same  time,  we  should  encourage 
and  guide  him  to  rehabilitative  help  either 
by  amplification  with  a properly  fitted  hear- 
ing aid  or  by  lip  reading  and  speech  train- 
ing if  necessary. 

On  the  other  hand,  if  we  are  dealing  with 
a conductive  loss  of  hearing,  we  are  obligat- 
ed to  determine  the  exact  etiologic  diagnosis. 
This  can  be  done  quite  easily,  since  there  are 
only  six  main  causes  for  conduction  deaf- 
ness : 

1.  Occlusion  of  the  external  auditory 
meatus  which  is  either  acquired  (ceru- 
men, external  otitis)  or  congenital 
(fibrous  or  bony  atresia). 

2.  Perforation  of  the  tympanic  mem- 
brane. 

3.  Suppurative  otitis  media,  acute  or 
chronic. 

4.  Occlusion  of  the  eustachian  tube 
and/or  secretory  otitis  media. 

5.  Chronic  adhesive  otitis  media. 

6.  Otosclerosis,  and  congenital  deform- 
ity of  the  ossicular  chain. 

Conduction  Deafness 

A diagnosis  of  one  of  the  first  three  types 
of  conductive  hearing  loss  is  usually  not  dif- 
ficult if  a careful  inspection  and  examina- 
tion of  the  external  auditory  canal  and  tym- 
panic membrane  is  made.  Occlusion  of  the 
eustachian  tube,  with  or  without  secretory 
otitis  media,  on  the  other  hand,  is  frequently 
difficult  to  determine  in  general  practice. 
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The  patient  usually  gives  a history  of  a pre- 
ceding cold  or  of  sudden  altitude  change 
such  as  occurs  in  air  travel.  He  complains 
of  fullness  in  the  affected  ear,  occasional 
mild  vertigo,  and  frequently  states  that  his 
o w n voice  sounds  muffled.  Examination 
usually  reveals  a retracted  ear  drum  with  a 
prominence  of  the  short  process  of  the  mal- 
leus and  an  absence  or  dulling  of  the  light 
reflex  of  the  drum.  Many  times,  a fluid 
level  or  bubbles  may  be  seen  behind  the  ear 
drum.  If  there  is  no  means  available  of 
inflating  the  middle  ear,  either  by  a politizer 
bag  or  compressed  air,  the  simple  Valsalva 
maneuver  may  confirai  the  diagnosis  of  a 
secretory  otitis  media.  This  maneuver  con- 
sists of  having  the  patient  hold  the  nose  and 
blow  against  the  closed  nares  until  pressure 
forces  air  through  the  obstructed  eustachian 
tube  into  the  middle  ear.  By  watching  with 
an  otoscope  while  this  is  done,  often  the  doc- 
tor may  see  air  bubbles  behind  the  retracted 
drum.  In  many  of  the  older  individuals,  a 
secretoiy  otitis  media  can  not  be  diagnosed 
unless  a myringotomy  is  performed  with  as- 
piration of  the  middle  ear.  The  most  com- 
mon cause  for  blockage  of  the  eustachian 
tube  in  children,  of  course,  is  hypertrophied 
adenoid  tissue  obstructing  the  orifice  of  the 
tube.  This  is  frequently  seen  in  a child  who 
is  not  doing  well  in  school,  and  the  mother 
states  the  child  does  not  respond  readily  at 
home.  The  hearing  loss  may  be  an  average 
of  thirty  to  forty  decibels  which  is  slightly 
below  the  practical  hearing  level.  On  close 
inspection  of  the  ear  drums  it  will  be  noted 
there  is  a slight  amber  discoloration  with 
retraction  of  the  tympanic  membrane.  Care- 
ful inspection  of  the  nasopharynx  will  reveal 
recurrent  adenoid  tissue  or  complete  block- 
age of  the  orifice  of  the  eustachian  tube. 
Treatment  consists  of  a thorough  adenoidec- 
tomy  plus  myringotomy  and  aspiration  of 
the  middle  ear  at  the  time  of  surgery. 

In  persistent  secretory  otitis  media,  the 
cause  should  be  carefully  determined,  and 
many  times  it  will  be  found  that  an  allergy 
may  be  the  primary  cause  of  blockage  of 
the  eustachian  tube.  These  individuals  may 
need  inflations  and  treatment  for  the  allergic 
condition. 

Occlusion  of  the  external  auditory  canal, 
if  caused  by  congenital  atresia,  either  fi- 
brous or  bony,  definitely  can  be  relieved  by 
the  proper  surgical  techniques  we  are  using 
today.  In  many  cases,  after  opening  bony 
atresia,  it  will  be  found  there  is  a noi-mal 


middle  ear  which  brings  the  hearing  back  to 
normal. 

Perforations  of  the  tympanic  membrane 
are  also  treated  surgically  today  providing 
there  are  no  pathologic  changes  in  the  mid- 
dle ear  or  mastoid  area.  Many  of  the  small 
perforations  of  the  tympanic  membrane  can 
be  closed  by  medical  treatment  in  the  office 
if  the  blood  supply  is  adequate.  These  in- 
dividuals usually  have  a thirty  to  forty  deci- 
bel hearing  loss  which  can  be  almost  com- 
pletely eliminated  if  there  is  normal  function 
of  the  ossicular  chain  and  eustachian  tube. 
During  examination  in  the  office,  we  can  de- 
termine this  by  inflating  the  eustachian  tube 
of  the  involved  ear.  We  can  also  determine 
how  well  the  ossicular  chain  is  functioning  by 
applying  a small  paper  patch  over  the  per- 
foration and  testing  hearing  to  determine 
how  much  hearing  gain  there  is  with  this 
procedure.  This  gives  the  approximate  level 
of  hearing  the  patient  can  expect  from 
either  a myringoplasty  or  healed  perfora- 
tion. If  the  perforation  is  small  and  there 
appears  to  be  a good  margin  of  normal  drum 
surrounding  the  perforation,  the  patient  is 
advised  to  consider  medical  treatment  as 
described  by  Derlacki.  If  the  perforation  is 
large,  the  best  treatment  is  usualy  a myrin- 
goplasty with  skin  graft. 

The  treatment  of  suppurative  otitis  media 
with  perforation  consists  of  thorough  cleans- 
ing of  the  middle  ear,  culture  and  sensitivity 
tests  to  determine  the  etiological  agent  and 
its  probable  response  to  antibiotics;  and 
thorough  investigation  of  any  contributing 
factors,  such  as  chronic  sinusitis,  adenoid- 
itis, -or  mastoiditis.  Usually,  local  treat- 
ment with  insufflation  of  antiseptic  and  anti- 
biotic powders  will  completely  dry  this  type 
of  otitis.  The  patient  should  be  instructed, 
of  course,  to  keep  the  ear  completely  dry  as 
far  as  possible.  It  is  not  unusual  in  our 
practice  to  see  a suppurative  otitis  media 
with  perforation  that  has  developed  from  a 
long-standing  allergic  condition.  These  in- 
dividuals usually  have  a secondary  infection 
which  may  be  eliminated  by  antibiotics  and 
local  treatment.  However,  the  drainage 
from  the  ear  will  persist.  It  is  mucoid 
and  odorless  in  character.  Thorough  in- 
vestigation and  treatment  in  most  cases  will 
result  in  a dry  ear.  It  has  been  our  experi- 
ence in  a few  of  these  cases  to  completely 
dry  the  ear  and  then  go  ahead  either  with 
medical  or  surgical  methods  to  close  the 
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perforation  with  the  return  of  hearing  to 
normal. 

The  chronic  suppurative  otitis  that  has 
odorous  drainage  and  X-ray  findings  of 
either  destruction  or  sclerosis  must  be  han- 
dled by  surgical  means.  In  many  of  these 
cases,  it  is  possible,  after  eradicating  the 
infection  in  the  mastoid  and  middle  ear,  to 
construct  a sound  apparatus  by  skin  grafts 
and  thus  greatly  improve  hearing.  Before 
modern  temporal-bone  surgery  was  devel- 
oped, the  prime  objective  was  eradication 
of  infection,  and  little  effort  was  devoted 
to  reconstructive  measures  to  improve  hear- 
ing. Now,  it  is  a rare  case  that  can  not  have 
improved  hearing  by  means  of  middle  ear 
surgeiy,  if  infection  is  completely  eradicat- 
ed and  the  perceptive  or  nerve  mechanism  is 
functioning  well. 

Chronic  adhesive  otitis  media  with  con- 
ductive hearing  loss  often  can  be  helped  by 
middle  ear  surgery.  This  type  of  conduc- 
tive loss  usually  results  from  chronic  sup- 
purative otitis  media  in  childhood  which 
leaves  a scarred  and  fixed  ossicular  chain. 
These  individuals  may  or  may  not  have  an 
intact  tympanic  membrane.  If  the  function 
of  the  auditory  nerve  is  good  or  near  normal, 
reconstructive  surgery  in  the  middle  ear, 
with  the  insertion  of  a polyethylene  pros- 
thesis from  a mobile  foot-plate  of  the  stapes 
to  the  incus  or  tympanic  membrane,  often 
will  result  in  a marked  improvement  in 
hearing. 

The  sixth  main  cause  of  conductive  hear- 
ing loss,  otosclerosis,  is  diagnosed  by  elimin- 
ating the  other  five  causes  of  conductive 
hearing  loss.  This  is  done,  as  previously 
stated,  by  history,  examination,  and  special 
tests.  If  tuning  fork  tests  indicate  a nega- 
tive Rinne  test  and  our  examination  reveals 
a normal  tympanic  membrane  and  middle 
ear,  we  must  assume  that  we  are  dealing 
with  a stapes  fixation  or  congenital  ossicu- 
lar-chain defoiTnity.  It  has  been  estimated 
that  approximately  forty  to  fifty  per  cent 
of  conductive  hearing  loss  is  due  to  otoscle- 
rosis. In  many  cases  the  history  will  be 
helpful  in  the  diagnosis  of  otosclerosis.  In 
approximately  one  half  of  the  otosclerotics 
seen  in  our  office  there  is  a positive  family 
history.  The  patient  with  otosclerosis  also 
frequently  complains  of  tinnitus  which  is  of 
mild  to  moderate  degree.  When  a diagnosis 
of  otosclerosis  is  made,  careful  audiometric 
evaluation  is  carried  out  to  determine  the 


status  of  the  function  of  the  auditory  nerve. 
It  is  not  uncommon  for  otosclerotic  patients 
to  have  a mild  to  moderate  perceptive  loss 
of  hearing  with  the  otosclerosis.  This  can 
be  determined  by  bone  conduction  audio- 
metric studies  and,  if  necessary,  by  speech 
audiometry,  to  determine  the  discriminatory 
function  of  the  auditory  mechanism.  It  is 
not  uncommon  for  patients  with  otosclerosis 
and  good  nerve  function  to  wear  a bone  con- 
duction hearing  aid  with  very  satisfactory 
results.  If,  by  our  examination,  we  deter- 
mine the  patient  has  otosclerosis  with  ap- 
proximately forty  to  fifty  decibel  hearing 
loss  and  good  nerve  function,  his  disease  is 
thoroughly  explained  to  him  and  he  is  told 
what  types  of  surgical  help  are  available. 
This  surgeiy  is  definitely  elective  on  the 
part  of  the  patient,  and  it  is  the  otologist’s 
duty  to  thoroughly  explain  the  types  of  sur- 
gery available  and  what  percentage  of  suc- 
cess can  be  expected  from  the  different 
types  of  surgery.  The  patient  is  also  told 
that  he  can  be  rehabilitated  by  a properly 
fitted  hearing  aid. 

There  have  been  marked  advances  in  the 
surgical  techniques  of  otosclerotic  surgery 
during  the  past  five  to  six  years.  The  fen- 
estration operation  which  was  the  original 
successful  procedure  in  otosclerotic  surgery 
has  developed  into  an  efficient  predictable 
procedure  and,  in  suitable  patients,  can  re- 
store the  hearing  to  the  practical  level  nine- 
ty per  cent  of  the  time.  However,  since  op- 
eration to  mobilize  the  stapes  has  developed 
rapidly  and  has  been  perfected  to  a great 
degree  during  the  past  two  years,  we  are 
now  recommending  that  our  patients  con- 
sider stapes-mobilization  as  their  first  sur- 
gical consideration.  If  there  is  a regression 
of  hearing  following  the  stapes  operation, 
these  individuals  still  may  have  a fenestra- 
tion to  restore  hearing  to  a practical  level. 
With  the  development  of  newer  techniques 
in  stapes  surgery  and  with  the  higher  per- 
centage of  successful  results,  the  stapes  op- 
eration is  recommended  for  all  cases  of  otos- 
clerosis with  adequate  function  of  the  audi- 
tory nerve.  Our  early  cases  of  stapes  mobil- 
ization were  discouraging  because  of  the  re- 
fixation of  the  otosclerotic  process  around 
the  foot-plate  of  the  stapes.  In  our  early 
cases  only  thirty  to  forty  per  cent  obtained 
permanent  useful  hearing.  However,  in  our 
last  series  of  cases,  approximately  sixty  to 
seventy  per  cent  have  had  lasting  improve- 
ment and  it  appears  that  successful  stapes 
operations  may  approach  the  ninety  per  cent 
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successful  results  of  fenestration  surgery. 
The  new  technique  of  stapes  surgerj',  con- 
sisting of  by-passing  the  otosclerotic  area, 
or  direct  fenestration  of  the  stapes  foot- 
plate and  oval  window  with  the  insertion  of 
a small  polyethylene  tube  prosthesis  in  place 
of  the  fixed  stapes  in  our  most  recent  cases, 
appears  to  be  the  gi-eatest  advance  in  stapes 
surgery. 

Perceptive  Type  Deafness 

In  contrast  to  the  conductive  type  of  hear- 
ing loss,  we  classify  four  main  types  of  nerve 
or  perceptive  type  of  hearing  loss : 

1.  Presbycusis,  or  premature  degenera- 
tion of  the  auditory  nerve,  seen  in  middle 
aged  and  elderly  individuals.  This  causes  a 
typical  audiogi’am  showing  a high  frequency 
type  of  hearing  loss.  The  external  canals 
and  tympanic  membranes  are  normal  in 
these  individuals  and  the  Rinne  test  is  posi- 
tive, — that  is  air  conduction  is  better  than 
bone  conduction,  in  contrast  to  the  negative 
Rinne.  If  these  individuals  have  a severe 
loss  of  hearing,  it  is  important  to  do  speech 
audiometry  to  determine  how  well  they  can 
be  rehabilitated  with  a hearing  aid.  If  they 
have  poor  discrimination  score  or  an  inade- 
quate ability  to  understand  speech  at  normal 
conversational  levels  of  intensity,  they  ai’e 
advised  to  have  lip  reading  instruction  and 
possibly  to  have  a hearing  aid  evaluation  to 
find  which  type  of  aid  is  suitable  for  them. 

2.  Endolymphatic  hydrops,  or  Meniere’s 
Disease,  is  the  only  type  of  nerve  deafness 
that  we  can  help,  in  most  cases,  by  medical 
management.  These  individuals  usually 
give  a history  of  intermittent  repeated  at- 
tacks of  vertigo  with  hearing  impairment. 
There  is  also  usually  some  tinnitus  and  a 
sense  of  fullness  or  pressure  in  the  ear.  For- 
tunately these  cases  are  usually  unilateral 
but  can  be  bilateral.  In  many  cases  the  ver- 
tigo is  severe  and  of  the  rotation  or  objec- 
tive type.  Nystagmus  can  be  observed  dur- 
ing the  attack.  If  the  vertigo  is  severe  and 
sudden  there  is  usually  nausea  and  vomit- 
ing with  the  dizziness.  However,  in  our 
cases  we  have  seen  many  mild  types  of  en- 
dol>Tnphatic  hydrops  where  there  is  only 
the  sensation  of  fullness  with  some  distor- 
tion of  sound  in  the  involved  ear.  These  in- 
dividuals complain  more  of  a distortion  of 
sound  and  a low  pitched  tinnitus  than  they 
do  of  vertigo.  A typical  audiogram  is  that  of 
a low  tone  perceptive  type  of  hearing  loss. 
There  also  may  be  present  a diplacusis  which 


is  the  interpretation  by  the  patient  of  a dif- 
ferent pitch  in  each  ear  from  the  same  tun- 
ing fork.  By  speech  audiometry,  it  is  also 
demonstrated  that  these  patients  have  a very 
poor  discrimination  score.  Treatment  con- 
sists of  a low  sodium  and  Furstenberg  diet 
for  at  least  one  month  and  the  administra- 
tion of  a dilute  histamine  preparation. 
These  patients  are  also  advised  to  stop  smok- 
ing. In  approximately  ten  per  cent  of  these 
cases  an  allergic  factor  may  be  present,  and 
foods  and  inhalants  are  investigated  if  this 
is  suspected.  The  histamine  dosage,  given 
by  the  method  of  Hansel,  is  increased  to  the 
optimum  dosage  as  determined  by  clinical 
evaluation  and  audiometric  studies. 

3.  There  is  a congenital  type  of  percep- 
tive or  nerve  hearing  loss  which  is  character- 
ized by  a strong  family  history  of  deafness 
and  audiometric  studies  which  reveal  a hear- 
ing loss  in  various  frequencies  but  always 
show  a definite  loss  in  bone  conduction. 

4.  There  is  another  large  group  of  per- 
ceptive type  of  hearing  loss  which  can  be 
described  as  destructive  in  nature.  This 
gi’oup  includes  the  hearing  loss  due  to  acou- 
stic neuroma,  vascular  changes  in  the  inner 
ear,  toxic  labyi’inthitis  (due  to  systemic 
disease  or  medications),  and  acoustic  trau- 
ma. These  diagnoses  are  only  arrived  at  by 
thorough  investigation  from  physical  exam- 
ination, history,  and  audiometric  studies. 
In  this  group  I feel  it  is  worthwhile  to  men- 
tion that  dihydrostreptomycin  and  Kantrex 
should  be  used  with  care  as  they  are  drugs 
which  are  potentially  dangerous  to  the  inner 
ear,  even  in  small  doses. 

The  patient  with  acoustic  trauma  gives 
the  history  of  prolonged  and  continuous  ex- 
posure to  loud  noise  and  will,  many  times, 
complain  of  a constant  tinnitus.  Audio- 
metric findings  usually  demonstrate  a de- 
pression of  hearing  at  the  4000  frequency 
area  giving  what  is  termed  a typical  acoustic 
trauma  notch  as  described  by  Kobrak.  Even 
though  there  is  no  specific  therapy,  medical 
or  surgical,  for  most  of  the  perceptive  types 
of  hearing  loss,  it  is  important  that  we  recog- 
nize them  so  we  may  advise  the  patient  prop- 
erly. In  most  types  of  neiwe  loss  these  indi- 
viduals may  be  rehabilitated  to  lead  normal 
lives,  providing  there  is  some  residual  hear- 
ing to  work  with. 

Conclusions 

We  should  realize  how  important  it  is  to 
diagnose  the  type  and  degree  of  deafness 
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before  we  can  begin  to  help  or  advise  our  pa- 
tients who  have  a hearing  loss.  Modern 
otology  has  developed  to  a degree  where  the 
patient  with  conductive  deafness  can  be  of- 
fered a very  good  chance  for  substantial  im- 
provement of  hearing.  It  is  imperative  that 
we  recognize  cases  of  secretory  otitis  media 
before  they  become  long-standing  and  irre- 
versible in  nature.  It  is  also  important 
that  we  recognize  cases  of  otosclerosis  and 
differentiate  them  from  perceptive  or  the 
nerve  type  of  hearing  loss,  since  a great 
number  of  these  patients  can  be  helped  by 
medical  or  surgical  means.  When  we  are 
dealing  with  nerve  deafness  it  is  very  im- 
portant to  explain  to  the  patient  the  type  of 


hearing  loss  he  has  and  just  what  measures 
he  can  follow  to  improve  his  means  of  com- 
municating with  his  fellow  men. 

Bibliography 

1.  Shambaugh,  G.  E.,  Jr.:  The  Management  of 

Deafness,  Illinois  M.  J.  100:335-337  (Dec.)  1951. 

2.  Hoople,  G.  D. : Otitis  Media  with  Affusion,  A 
Challenge  to  Otolaiyngology,  Tr.  Am.  Academy, 
Ophth.  & Otol.  pp.  531-541,  May-June,  1950. 

3.  Derlacki,  E.  L.:  Aural  Manifestations  of  Al- 

lergy, Annals  of  Otol.,  Rhino.  & Laiyng.  61:179-188, 
(Mar.)  1952. 

4.  Juers,  A.  L.:  Preseiwation  of  Hearing  in 

Surgeiy  for  Chronic  Ear  Disease,  Laryngoscope 
64:235-251  (April)  1954. 

5.  Scheer,  A.:  Restoration  of  Hearing  in  Otos- 

sclerosis  by  Transtympanic  Mobilization  of  the 
Stapes,  Ai'ch.  Otol.  61:^3-534  (May)  1955. 


“Practice  good  ethical  medicine,  with  both  eyes  on  the  patient, 
and  not  one  eye  on  the  dollar  and  one  eye  on  the  patient,  and  you 
will  have  less  chance  of  being  sued  for  malpractice.”  (Melvin  Belli 
in  April  issue  of  New  Physician). 


September,  1960 


457 


Hemoptysis* 


The  author  provides  a succinct  purview  of  the 
symptom,  hemoptysis,  as  viewed  at  the  present 
moment.  Etiologic  consideration  of  the  subject  is 
particularly  apropos,  and  at  once  indicates  the 
scope  of  special  studies  often  necessary  to  ac- 
curate differential  diagnosis  and  subsequent 
choice  of  appropriate  treatment. 

EDITOR 


HE]\I0PTYSIS  usually  prompts 
the  individual  to  consult  a 
physician  immediately.  It  is 
fortunate  that  blood  spitting  frightens  peo- 
ple into  seeing  a doctor  because  it  may  be 
an  early  sign  of  serious  disease.  It  is  not 
always  easy  to  decide  whether  blood  spitting 
is  actually  hemoptysis  or  whether  the  blood 
arises  from  the  mouth,  nose,  throat,  or  gas- 
trointestinal tract.  Patients  sometimes  do 
not  know  whether  the  blood  was  coughed  up 
or  vomited.  Bleeding  may  occur  insidiously, 
abruptly,  or  during  sleep.  It  may  happen 
that  blood  from  the  respiratory  tract  is 
swallowed  by  a sleeping  person  and  the  en- 
suing hematemesis  masks  hemoptysis.  Ma- 
lingerers and  psychopaths  may  suck  blood 
from  the  gums  and  show  the  bloody  saliva 
as  evidence  of  their  lung  disease.  Bright 
red  frothy  blood  is  more  often  from  the  res- 
piratory tract.  Blood  from  the  stomach  is 
usually  darker,  acid  in  reaction,  and  often 
mixed  with  stomach  contents. 

Among  the  frequent  causes  of  hemoptysis 
are  pulmonary  tuberculosis,  bronchiectasis, 
neoplasms  of  the  trachea  and  bronchi,  bron- 
chial adenoma,  lung  abscess,  pulmonary  in- 
farction, congestive  heart  failure,  pneu- 
monia, and  trauma  to  the  chest.  Any  pul- 
monary disease  maj^  cause  hemoptysis,  but 
in  many  cases  the  most  painstaking  search 
fails  to  reveal  sufficient  abnormality  to  ex- 
plain the  bleeding  the  clinician  is  then 
forced  to  make  the  unsatisfactory  diagnosis 
of  idiopathic  hemoptysis.  It  has  been  sug- 
gested that  the  bleeding  in  such  cases  comes 
from  a small  bronchus  unable  to  be  seen  on 
bronchoscopic  examination.^  Small  erosions 
or  ulcerations  of  the  bronchial  mucosa  in 
distal  bronchi,  which  produce  so  called  idio- 
pathic hemorrhage,  usually  heal  without 
special  treatment.^  For  centuries  the  most 
common  cause  of  hemoptysis  throughout  the 
world  has  been  pulmonary  tuberculosis. 
However,  bronchogenic  carcinoma  is  being 
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recognized  with  alarming  frequency  and,  in 
some  portions  of  the  world,  has  replaced  tu- 
berculosis as  the  number  one  source  of 
hemoptysis.^  Bronchiectasis  must  always  be 
considered  in  recurrent  hemoptysis  especial- 
ly if  the  blood  be  mixed  with  foul  smelling 
purulent  sputum. 

The  pulmonary  congestion  of  congestive 
heart  failure  which  produces  a rupture  of 
bronchial  veins  and  diapedesis  of  blood  into 
the  alveoli  is  a not  infrequent  cause  of  blood 
spitting.  There  are,  also,  many  rare  causes 
of  blood  spitting  associated  with  systemic 
disorders  such  as  syphilis,  blood  dyscrasias, 
Rendu-Osler’s  disease,  vicarious  menstrua- 
tion, pulmonary  arteriovenous  fistula,  con- 
genital telangiectasis,  broncholiths,  broncho- 
pleural fistula,  and  penetration  of  tracheo- 
bronchial tree  by  external  lesions  such  as 
esophageal  carcinoma  or  aortic  aneurism.® 

The  medical  history  may  help  the  physi- 
cian determine  if  the  patient  actually  bled 
from  the  respiratory  tract.  Bleeding  from 
the  gums,  nose,  or  throat  may  be  mistaken 
by  the  patient  as  coming  from  the  broncho- 
pulmonary tract.  It  may  be  necessaiy  to 
study  various  systems  of  the  body  when  the 
cause  is  obscure.  A provisional  diagnosis 
may  be  made  from  a study  of  other  asso- 
ciated pulmonaiy  symptoms  which  then  must 
be  followed  by  appropriate  tests  to  make  a 
definitive  diagnosis.® 

Physical  examination  may  show  the  source 
of  bleeding  if  it  be  from  the  mouth,  naso- 
pharynx, nares,  trachea,  or  larynx.  Exam- 
ination of  the  thorax  may  suggest  certain 
diseases  such  as  tuberculosis,  bronchiectasis, 
asthma,  or  carcinoma.  The  general  physical 
examination  may  help  in  locating  the  pri- 
maiy  source  of  the  pulmonary  lesion  that 
produces  bleeding  such  as  extrapulmonary 
cancer  with  lung  metastasis,  thrombophle- 
bitis with  pulmonary  infarction,  or  localized 
sepsis  with  metastatic  lung  abscess. 

The  roentgenogram  of  the  chest  is  an  in- 
valuable necessity  in  every  case  of  hemopty- 
sis. If  a lesion  shows  on  the  X-ray  film  of 
the  chest,  while  not  giving  a precise  diag- 
nosis, its  character  and  location  may  be 
highly  suggestive  of  the  nature  of  the  pul- 
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monary  disease.  Planograms  may  reveal 
cavitations  in  a lesion  which  appeared  solid 
on  the  routine  film.  A negative  chest  film 
by  no  means  rules  out  the  presence  of  tho- 
racic disease,  since  minimal  lesions  may  be 
hidden  in  the  twenty-five  per  cent  of  the 
lung  fields  hidden  by  the  ribs,  diaphragm, 
and  heart.  Intrabronchial  disease  such  as 
bronchiectasis,  bronchial  tuberculosis,  bron- 
chial adenoma,  and  bronchial  cancer  are 
often  associated  with  a negative  chest  roent- 
genogram. The  physician,  despite  a nega- 
tive chest  X ray,  should  continue  his  efforts 
to  locate  the  source  of  hemoptysis.’^ 

Sputum  examination  should  be  made 
promptly  for  tubercle  bacilli  and  cancer 
cells.  A number  of  sputums  should  be  ex- 
amined and,  if  negative  for  tubercle  bacilli 
and  cancer  cells,  study  should  be  continued 
for  other  organisms,  fungi,  and  parasites. 

Bronchoscopy  is  indicated  in  selected  cases 
when  the  source  of  bleeding  is  obscure,  or 
the  diagnosis  uncertain  from  the  history, 
physical  examination.  X-ray  and  sputum 
studies.  The  source  of  bleeding  can  often 
be  seen  if  bronchoscopy  is  performed  during 
the  episode  of  bleeding.  The  bronchoscopist 
may  be  able  to  find  a foreign  body,  adenoma, 
stricture,  ulcer,  or  eroding  broncholith ; 
specimens  for  biopsy  and  aspirated  secre- 
tions for  study  are  readily  obtained  through 
the  bronchoscope.  Bronchography  may  be 
combined  with  bronchoscopic  examination 
and  is  indicated  if  the  clinical  diagnosis  is 
suggestive  of  bronchiectasis.  In  many  cases 
this  condition  can  be  recognized  only  by 
bronchograms.  The  exact  distribution  and 
extent  of  this  disease  is  thus  made  known, 
and  the  method  of  treatment  determined. 
Bronchography,  while  invaluable  for  the  di- 
agnosis and  treatment  of  bronchiectasis,  is 
seldom  of  help  in  recognizing  other  pulmon- 
ary disorders.® 

The  treatment  of  hemoptysis  obviously  de- 
pends on  the  underlying  cause.  Reassurance 
to  the  frightened  patient  should  be  given,  as 
experience  has  shown  that  death  from  pul- 
monary hemorrhage  is  rare.  Severe  hemor- 
rhage that,  in  an  occasional  case,  results  in 
sudden  death,  as  a rule  is  due  to  suffocation 
rather  than  actual  arterial  blood  loss.  Faint 
streaking  of  sputum  with  blood  may  occur 
during  acute  respiratory  infections  and 
frank  hemorrhage  may  occur  in  pneumonia. 
Minimal  bleeding  usually  requires  no  special 
treatment  and  usually  stops  spontaneously. 
However,  fully  half  of  all  patients  who  ex- 


pectorate moderate  amounts  of  bloody  sput- 
um have  a serious  underlying  disease  and  re- 
quire immediate  and  often  extensive  treat- 
ment.® Bed  rest,  reassurance,  and  mild  se- 
dation will  usualy  tide  the  patient  over  while 
studies  are  getting  under  way.  Mild  cough- 
ing to  clear  the  trachea  should  be  encour- 
ag-ed,  but  opiates  other  than  small  doses  of 
codeine  should  not  be  used,  since  they  tend 
to  abolish  the  cough  reflex.  If  bleeding  con- 
tinues, the  head  and  shoulders  may  be  low- 
ered to  an  angle  greater  than  30°.  This  fa- 
cilitates the  drainage  of  blood  from  the 
tracheobronchial  tree.  Rapid  and  frequent 
aspiration  of  blood  through  the  broncho- 
scope may  suffice,  otherwise  a tracheotomy 
should  be  performed  if  the  patient  appears 
hypoxic  or  in  danger  of  suffocation.  Pul- 
monary edema  should  be  treated  with  inter- 
mittent positive  pressure  oxygen  breathing, 
repeated  endotracheal  suction,  rotating  ve- 
nous tourniquets  and  aminophyllin.^® 

Replacement  of  serious  blood  loss  by 
transfusions  may  be  necessary.  Pulmonary 
hemorrhage  that  continues  unabated  may  be 
controlled  in  selected  cases  by  emergency  in- 
duction of  pneumothorax.  If  pneumothorax 
is  ineffective,  other  measures  may  be  neces- 
sary such  as  temporary  paralysis  of  the  dia- 
phragm on  the  bleeding  side,  pneumoperi- 
toneum, or  more  radical  measures  such  as 
thoracoplasty,  lobectomy  and,  in  rare  cases, 
pneumonectomy.  Once  the  bleeding  has 
been  controlled,  measures  should  be  initiated 
for  recognition  of  the  underlying  disease  and 
its  appropriate  treatment. 
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Richter  s Hernia* 


ONE  who  has  been  trained  in 
radical  cancer  surgery  may  not 
be  impressed  with  the  subject 
of  Richter’s  heimia.  If  magnitude  alone 
were  a criterion  for  significance,  a partial 
enterocele  would  seem  unimportant. 

Partial  enteroceles,  or  small  hernias,  as 
they  were  called  by  Richter  at  the  turn  of 
the  eighteenth  century,  do  however  deserve 
some  special  attention.  The  adjective  partial 
has  to  be  emphasized,  in  order  to  underline 
their  significance. 

We  understand  by  the  term,  partial  en- 
terocele, a hernia  with  involvement  of  part 
of  the  circumference  of  the  bowel  wall.  The 
lumen  of  the  intestine  is  not  completely  ob- 
structed. Therefore  all  alarm  mechanisms, 
which  usually  are  activated  in  cases  of  sim- 
ilar emergency  do  not  necessarily  function 
and  often  do  not  react  at  all.  This  absence 
of  monitory  signals  creates  our  diagnostic 
problems  and  therefore  places  more  import- 
ance upon  these  hernias.  They  are  usually 
small  in  size  and  not  more  than  one  third  of 
the  bowel  lumen  is  involved.  Often  there 
will  be  no  protruding  mass  on  the  skin  sur- 
face. The  diagnostic  difficulties  in  this 
type  of  hernia  are  obvious,  since  there  may 
be  absence  of  any  visible  or  palpable  tumor 
and  no  disturbance  of  any  bowel  function 
in  the  presence  of  only  transitory  pain.  It 
must  not  be  inferred  from  this,  however, 
that  diagnostic  problems  are  insurmount- 
able. Often  atypical  but  acute  abdominal 
symptoms  may  necessitate  an  exploratory 
laparatomy  and,  thereby,  lead  one  to  the  dis- 
covery of  a Richter’s  hernia.  Occasionally 
one  of  the  complications  of  this  hernia,  such 
as  an  enterocutaneous  fistula  may  aid  to 
diagnose  such  a hernia. 

To  understand  the  etiology  of  these  par- 
tial enteroceles,  we  have  to  study  the  sites 
of  their  occurrence  and  the  particular  ab- 
normal anatomy  involved.  Ninety  per  cent 
of  these  hernias  protrude  through  the  fe- 
moral canal.  Next  in  frequency  come  the 
inguinal  canal,  the  obturator  foramen,  the 
paraumbilical  region,  the  epigastric  region, 
and  also  incisional  scars  of  the  abdomen. 
Partial  enterocele  is  three  times  more  fre- 
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quent  in  females  than  in  males.  More  of 
them  occur  on  the  right  side  than  on  the 
left.  Of  all  femoral  hernias  only  0.7  to  1.0 
per  cent  are  reported  as  true  Richter’s  her- 
nias. One  has  to  distinguish  between  a par- 
tial enterocele  and  a Littre’s  hernia.  The 
latter  represents  a prolapse  of  a Meckel’s  di- 
verticulum into  a pre-existing  hernial  open- 
ing. We  always  find  small  hernial  orifices 
which  have  relatively  inelastic  margins  and 
at  least  one  acute  angle.  One  might  consid- 
er a partial  enterocele  through  the  femoral 
canal  as  a typical  representative  of  a Rich- 
ter’s hernia.  Here  we  have  an  acute  angula- 
tion formed  by  Poupart’s  and  Cooper’s  liga- 
ments, which  lends  itself  for  impingement 
of  the  antimesenteric  border  of  the  bowel. 
As  in  any  acquired  hernia,  increased  intra  - 
abdominal  pressure  forms  peritoneal  appen- 
dices which  are  forced  into  existing  defects 
of  the  abdominal  wall.  The  acute  angle  of 
the  defect,  as  present  in  all  Richter’s  her- 
nias, prevents  the  complete  retraction  of  the 
bowel  wall  after  the  intra-abdominal  pres- 
sure has  decreased.  The  knuckle  of  bowel 
wall,  which  has  thus  been  trapped,  subse- 
quently becomes  edematous  and  finally  is- 
chemia of  the  bowel  wall  develops.  Yet,  not 
always  does  the  expected  bowel  perforation 
occur.  A Richter’s  hernia  may  exist  for 
weeks  with  the  bowel  wall  becoming  adher- 
ent to  the  hernial  opening  and  to  the  adja- 
cent peritoneum.  Much  later  an  entero- 
cutaneous fistula  may  form.  Perforation 
and  generalized  peritonitis  are  alternatives 
which  are  readily  perceived  and  unfortun- 
ately present  acute  life-threatening  circum- 
stances. 

There  are  no  typical  diagnostic  signs  for 
partial  enterocele.  The  most  difficult  cases 
of  Richter’s  hernia  are  those  with  a suspi- 
cious absence  of  any  distinguishing  signs. 
Therefore,  often  only  the  suspicion  of  a Rich- 
ter’s hernia  may  lead  to  its  diagnosis. 

The  repair  of  such  a partial  enterocele 
should  be  performed  according  to  the  ana- 
tomical conditions  in  the  individual  case.  As 
far  as  Richter’s  hernia  in  the  femoral  region 
is  concerned,  a Cooper’s  ligament  repair  is 
recommended.  The  best  exposure  of  the 
transversalis  fascia  and  Cooper’s  ligament 
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is  through  an  extraperitoneal  low  midline  or 
low  transverse  incision.  In  this  fashion  no 
critical  layers  of  the  inguinal  or  femoral 
region  have  to  be  transsected.  Any  possible 
damage  to  the  bowel  wall  should  be  inspect- 
ed immediately  after  liberation  of  the  hernia. 


Small  bowel  resection  or  simple  closure  of  a 
bowel  defect  will  have  to  be  decided  upon, 
possibly  after  intra-abdominal  inspection. 
Blunt  dissection  of  the  peritoneum  with  its 
contents  away  from  the  abdominal  wall  is 
very  easily  accomplished.  Any  vascular  ab- 


Figure  1.  Typical  partial  small  bowel  incarceration  as  seen  in  Richter’s  hernia 
through  the  femoral  canal. 


Figure  2.  Caudad  view  of  incision  for  retropubic  approach  to  femoral  region.  The  rectus 
abdominis  muscle  has  been  retracted  laterally. 
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Kig-ure  3.  Schematic  presentation  of  completed  Cooper’s  ligament  repair  as 
seen  through  retropubic  approach. 


normalities,  such  as  an  abnormal  origin  of 
the  obturator  artery  from  the  external  iliac 
artery  may  be  recognized  in  time  to  avert 
accidental  cutting.  If  properly  performed, 
exposure  of  Cooper’s  ligament  and  transver- 
salis  fascia  in  this  manner  does  not  require 
the  ligation  of  any  bleeders,  with  the  excep- 
tion of  those  of  the  skin.  The  usual  trans- 
versalis  fascia-Cooper’s  ligament  approxima- 
tion as  recommended  by  Lotheissen  and  Mc- 
\"ay  is  then  performed. 

The  closure  of  the  femoral  canal  by  ap- 
proximation of  Poupart’s  ligament  to  Coop- 
er’s ligament  is  tempting.  However,  since 
there  is  too  much  tension  on  Poupart’s  liga- 
ment and  since  Cooper’s  ligament  is  too 
rigidly  attached  to  the  pubic  ramus,  both 
these  conditions  do  not  allow  for  a perma- 
nent, secure  union  of  these  two  ligaments. 

In  conclusion,  it  may  be  repeated  that  a 
Richter’s  hernia  often  presents  a difficult 
diagnostic  problem.  Treatment  will  have 


to  vary  according  to  the  anatomical  loca- 
tion of  the  hernia  and  its  complication.  In 
the  most  common  type  of  Richter’s  hernia, 
through  the  femoral  canal,  retropubic  extra- 
peritoneal  Cooper’s  ligament  repair  is  rec- 
ommended. 
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EXPERIENCE  wJfh 


Phenformin  (DBr) 


SINCE  the  discovery  of  insulin, 
it  has  been  the  hope  and  pray- 
er of  its  users  to  be  able  to 
eliminate  the  “needle.”  Indeed,  even  those 
who  contemplate  the  possibility  of  develop- 
ing diabetes  dread  the  fact  that  the  “needle” 
may  be  necessary.  Starting  in  1955  with 
carbutamide,  the  first  extensively  studied 
oral  hypoglycemic  agent  in  recent  years,  a 
number  of  drugs  with  the  property  of  lower- 
ing blood  sugar  and  eliminating  glycosuria 
have  appeared,  some,  it  seems,  to  stay. 
Since  there  is  a definite  increasing  field  of 
usefulness  for  these  drugs,  I want  to  review 
the  group  briefly,  and  to  report  in  more  de- 
tail about  one  of  the  newer  drugs,  Phen- 
formin, belonging  to  a distinctly  different 
group,  and  to  include  my  own  experience 
with  it. 

The  Sulfonylureas 

Starting  with  carbutamide  (BZ55),  four 
sulfonylurea  compounds  have  been  exten- 
sively studied,  experimentally  and  clinically. 
Two  of  these  were  finally  observed  to  be  safe 
and  were  released  for  general  use,  tolbuta- 
mide (Orinasef^O  and  chlorpropamide  (Dia- 
binese<^0-  Two  were  withdrawn  because  of 
toxicity,  carbutamide  and  metahexamide 
(Melanex<®^>). 

Despite  extensive  experimental  and  clin- 
ical studies,  the  mode  of  action  of  the  sul- 
fonylureas is  not  known.  Several  theories 
have  been  considered;  at  present,  the  prin- 
cipal argument  is  whether  or  not  they  work 
by  stimulating  increased  insulin  secretion; 
the  evidence  is  conflicting. 

Drugs  of  this  group  have  been  useful,  for 
the  most  part,  in  controlling  hyperglycemia 
and  glycosuria  in  the  relatively  mild,  stable, 
maturity-onset  type  of  diabetes.  Most  pa- 
tients in  whom  the  sulfonylurea  compounds 
alone  are  adequate  could  be  controlled  by 
diet  alone  provided  they  would  adhere  to 
their  diets;  many  are  overweight,  and  while 
the  use  of  the  drugs  results  in  chemical 
control,  they  often  continue  to  exceed  the 
prescribed  diet  and  fail  to  correct  over- 
weight, or  even  may  gain  more. 

There  are  some  diabetics  who  cannot  be 
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controlled  by  diet  alone,  but  whose  insulin 
requirements  are  not  great;  it  is  in  this 
group  that  there  are  some  patients  who  can 
be  controlled  by  one  of  the  sulfonylureas  and 
diet,  and  who  would  need  insulin  otherwise; 
it  is  these  people  who  are  distinctly  bene- 
fited by  these  drugs.  Unfortunately,  they 
comprise  only  about  10  per  cent  of  diabetics 
and  there  are  an  appreciable  number  of  sec- 
ondary failures. 

Even  though  slight  reduction  in  insulin 
dosage  might  result  from  the  use  of  a sul- 
fonylurea drug  with  insulin,  since  it  is  still 
considered  advisable  to  check  persons  re- 
ceiving a sulfonylurea  periodically  for  evi- 
dence of  toxicity  and  since  no  tendency  to 
stabilize  the  “brittle”  diabetic  has  been 
shown,  such  combinations  are  not  considered 
advantageous. 

We  all  have  the  mild  diabetic  who  fails  to 
follow  his  prescribed  diet.  In  these  one  is 
tempted  to  use  tolbutamide  or  chlorpropa- 
mide so  that  at  least  the  hyperglycemia  and 
glycosuria  are  controlled. 

Phenethylbiguanide,  Phenformin  (DBP*^>) 

Phenformin  has  the  chemical  name  of  N^- 
betaphenethyl  biguanide  hydrochloride,  and 
does  not  contain  the  sulfhydryl  radical  char- 
acteristic of  the  sulfonylureas. 

Phenformin  is  one  of  a group  of  biguanide 
compounds  which  is  effective  in  lowering 
blood  sugar.  It  has  so  far  shown  no  toxicity 
whatever  and  was  recently  released  for  gen- 
eral use.  Its  mode  of  action  is  not  knovm 
with  certainty.  An  older  theory  held  that 
it  blocked  gluconeogenesis  and  glycogen  for- 
mation and  promoted  anaerobic  glycolysis. 
A newer  hypothesis  is  that  it  increases  glu- 
cose oxidation  in  the  liver  and  probably  in 
adipose  tissue  by  way  of  the  hexose  mono- 
phosphate shunt.  Activation  of  the  shunt 

♦Presented  before  Omaha  Mid-West  Clinical  Society  27th 
Annual  S^sion,  November,  1959. 


September,  1960 


463 


without  activation  of  the  Krebs  Cycle  would 
explain  the  lowered  blood  glucose  with  “pile- 
up”  of  pyruvate  and  lactate,  the  latter  re- 
duced by  the  addition  of  insulin. 

Let  us  consider  the  treatment  of  diabetics 
according  to  a clinical  classification  based  on 
severity,  age  of  onset,  and  stability.  The 
first  group  is  the  stable,  maturity-onset  dia- 
betes. Diabetics  in  this  group  can  usually 
get  along  on  diet  alone,  but  when  these  peo- 
ple fail  to  follow  their  diets,  control  can  be 
achieved  in  most  of  them  with  alone. 

Group  II  is  more  important.  These  peo- 
ple need  something  besides  diet  and  could  be 
controlled  nicely  on  small  to  moderate  doses 
of  insulin  or,  in  some  cases,  on  a sulfonyl- 
urea. Primary  and  secondary  sulfonylurea 
failures  are  common  in  this  group.  Most  of 
these  patients,  including  the  sulfonylurea 
failures,  can  be  controlled  by  DBP^)  alone 
or  DBP^)  in  combination  with  tolbutamide 
or  chlorpropamide.  While  the  combination 
of  a sulfonylurea  with  insulin  is  not  consid- 
red  rational,  the  combination  of  two  oral 
hypoglycemic  agents,  when  it  works,  elim- 
inates the  “needle.” 

I think  the  next  two  groups  are  even  more 
interesting  and  important.  Group  III  con- 
sists of  the  more  severe,  somewhat  unstable 
diabetics  usually  having  onset  after  matur- 
ity, and  often  becoming  more  difficult  to 
manage  with  passage  of  time.  In  many  of 
these  individuals,  two  advantages  are 
achieved  with  phenformin  and  insulin  com- 
bined. The  insulin  requirements  can  be  con- 
siderably reduced  and,  more  important,  the 
disease  becomes  less  unstable,  eliminating 
hypoglycemic  reactions  and  excessive  hyper- 
glycemic peaks.  In  addition,  some  of  these 
can  be  controlled  by  DBI'^)  alone  and  some 
by  DBP^)  with  tolbutamide  or  chlorpropa- 
mide. 

Patients  in  group  IV,  the  severe,  labile, 
growth-onset  or  young  adult-onset  type,  have 
always  been  a troublesome  problem,  since 
they  tend  to  fluctuate  rapidly  from  hyper- 
glycemia and  acidosis  to  hypoglycemic  re- 
actions. In  this  group,  phenformin  alone  or 
in  combination  with  sulfonylureas  is  very 
rarely  adequate  therapy,  but  phenformin 
combined  with  insulin  often  results  in  con- 
siderably lowered  insulin  requirements  and 
in  improved  stability,  permitting  better  con- 
trol from  hour-to-hour  and  day-to-day  than 
was  possible  with  insulin  alone. 


At  this  point,  I should  call  attention  to  the 
precautions  to  be  observed.  Phenformin 
does  not  obviate  the  need  for  complete  in- 
struction of  the  diabetic  regarding  the  na- 
ture and  care  of  his  disease  or  for  a proper 
dietary  regimen;  and  the  drug  should  never 
be  used  alone  in  such  complications  as  in- 
fection, gangrene,  s u r g e r y,  acidosis,  or 
coma;  and  one  should  be  alert  to  the  possi- 
bility of  hypoglycemia  when  using  it  with 
insulin  or  a sulfonylurea.  As  in  the  use  of 
diet  and  insulin  alone,  an  occasional  patient 
on  diet  and  DBI,<^'  alone  or  in  combination, 
may  have  acetonuria  with  normal  blood  glu- 
cose levels,  with  or  without  some  glycosuria ; 
this  is  carbohydrate  starvation  ketosis  and 
can  be  corrected  by  a more  liberal  carbohy- 
drate allowance  and  any  indicated  change  in 
medication.  This  situation  must  not  be 
treated  with  more  insulin  without  first 
checking  the  blood  sugar.  Oral  hypogly- 
cemic drugs,  including  DBI,'^^  should  be 
used  only  when  there  is  a clear  need  for 
hypoglycemic  therapy.  The  patient  who  can 
be  controlled  on  diet  alone  obviously  should 
not  receive  an  oral  hypoglycemic  agent 
which  may  encourage  him  to  abuse  his  diet. 
There  is  an  occasional  diabetic  who  is  too 
severe  to  be  regulated  by  oral  hypoglycemic 
agents,  alone  or  in  combination,  but  whose 
disease,  treated  by  insulin  alone,  is  quite 
stable.  In  these  cases  DBP^)  would  permit 
lower  insulin  dosage,  but  it  would  not  elim- 
inate insulin  injections  and  would  not  im- 
prove stability;  it  is  therefore  not  needed 
in  this  group. 

While  no  true  toxicity  has  been  reported, 
there  are  some  who  do  not  tolerate  the  drug 
because  of  side  effects.  These  are  gastro- 
intestinal, and  consist  of  anorexia,  nausea, 
occasionally  vomiting,  and  rarely  diarrhea. 
These  symptoms  may  be  preceded  by  the 
warning  sign  of  an  unpleasant  metallic  or 
bitter  taste.  They  all  subside  promptly  on 
reduction  of  dosage  or  withdrawal  of  the 
drug.  While  it  was  reported  that  side  ef- 
fects necessitated  withdrawal  in  up  to  50 
per  cent  of  cases  at  first,  their  incidence  has 
been  greatly  reduced  by  starting  with  a low 
dosage  and  increasing  very  slowly.  Recent 
series  show  15  to  20  per  cent  withdrawals 
because  of  side  effects  and  this  may  be  low- 
ered more  by  greater  caution  and  by  better 
appreciation  of  the  drug’s  uses  and  limits. 
Aside  from  failures  due  to  side  effects  neces- 
sitating withdrawal,  some  patients  are  unre- 
sponsive to  DBB^*  — about  10  per  cent. 
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Treatment  should  be  started  with  not 
more  than  25  mg.  b.i.d.,  increasing  by  25 
mg.  every  3 to  7 days  if  needed,  at  the  same 
time  lowering  the  insulin  by  not  more  than 
15  per  cent  of  the  previous  dose  each  time 
the  dose  of  is  increased  in  the  severe 

diabetic,  and  by  25  per  cent  in  the  moder- 
ate. If  the  insulin  requirement  is  less  than 
30  units,  it  can  be  withdrawn  over  a period 
of  3 to7  days  at  the  initiation  of  phenformin. 
Doses  of  may  rarely  go  as  high  as 

300  mg.  per  day,  but  the  practical  maximum 
has  proven  to  be  about  150  mg.,  and  the 
more  usual  limit  is  about  100  mg.  When 
used  in  combination  by  the  stable  diabetic, 
the  usual  daily  doses  are  in  order  of  50-100 
mg.  of  DBB^)  and  0.5  to  1.0  gm.  of  tolbuta- 
mide. 

My  personal  experience  with  phenformin 
consisted  at  first  of  three  patients  intensive- 
ly studied.  The  first  patient  was  a stable 
diabetic  who  had  been  on  30  units  of  NPH 
insulin  daily  with  good  control.  Control 
was  poor  on  1.5  gm.  tolbutamide  daily.  On 
transfer  to  phenformin,  control  was  excel- 
lent on  100  mg.  daily  without  insulin. 

The  next  patient  was  psychotic  and  had 
not  been  controlled  well  by  insulin;  adding 
DBI(K)  did  not  attain  control,  and  it  was 
discontinued;  she  failed  to  obtain  satisfac- 
tory control  by  any  medication,  including  in- 
sulin, but  may  do  better  if  her  mental  condi- 
tion can  be  improved. 

The  third  case  was  a secondary  sulfonyl- 
urea failure  who  was  controlled  on  125  mg. 
of  phenformin  daily.  One  early  case  could 
not  be  followed  because  renal  complications, 
already  severe  when  treatment  was  started, 
continued  to  progress  and  he  was  hospital- 
ized elsewhere. 

Since  these  cases,  four  group  I and  II 
cases  have  been  treated  with  diet  and 
phenformin  alone  with  prompt  excellent 
control.  One  group  III  case  on  diet  and  70 
units  of  NPH  insulin  and  poor  control  at- 
tained excellent  24  hour  control  most  of  the 
time  with  30  units  of  NPH  insulin,  diet,  and 
75  mg.  DBP^)  daily. 

One  Group  III  case,  while  under  observa- 
tion on  diet  and  insulin  alone,  became  con- 
siderably more  severe  and  unstable  (group 
IV).  Much  better  stability  and  a lower  in- 
sulin dosage  were  achieved  on  addition  of 
DBP^>.  Later,  however,  the  diabetes  be- 
came even  more  severe  and  the  full  improve- 


ment did  not  continue,  even  with  consider- 
ably increased  insulin  dosage.  That  DBP^> 
was  of  benefit  even  then  was  clearly  shown 
by  the  immediate  glycosuria  that  occurred 
when  he  ran  out  of  DBP^^>  on  several  occa- 
sions. 

One  recent  mild  case  had  some  mild  infec- 
tions before  and  since  starting  DBP^)  but 
these  and  the  short  time  on  DBP^'  make  it 
imposible  to  evaluate,  though  it  is  certainly 
not  yet  successful.  There  has  been  no  toxi- 
city. No  patient  has  been  taken  off  DBP^) 
because  of  side  effects  although  dosage  ad- 
justments have  been  needed  in  a few  when 
the  daily  dose  exceeded  100  mg.  One  case 
described  above  was  a treatment  failure. 

Summary  and  Conclusions 

A brief  review  of  the  uses  of  oral  hypo- 
glycemic agents  in  the  treatment  of  diabetes 
mellitus  has  been  presented,  indicating  the 
uses  and  limitations  of  the  sulfonylurea 
group  and  phenformin.  Phenformin  has 
proven  useful  in  a majority  of  cases  of  dia- 
betes of  all  grades  requiring  any  hypogly- 
cemic medication,  serving  in  some  to  elimin- 
ate the  need  for  hypodermic  medication  and 
in  many  accomplishing  the  unique  effect  of 
reducing  the  instability  of  the  disease  and 
permitting  greatly  improved  24  hour  control. 
When  one  considers  how  new  oral  treatment 
of  diabetes  is,  it  is  seen  that  remarkable 
progress  has  been  made,  and  more  is  expect- 
ed in  the  future. 

•t 
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SPECIAL  ARTICLE 


SEEK  and  Ye  Shall  Find* 


I worry  about  syphilis  rapidly 
becoming  a stepchild  diagno- 
sis in  medical  thinking.  I wor- 
ry about  the  case  of  a pretty,  blonde,  young 
married  girl  who  delivered  a stillborn  baby. 
When  seen  in  my  office  six  weeks  after  de- 
livery, she  had  lesions  of  the  mouth,  geni- 
talia, palms  and  soles,  and  she  was  losing 
her  hair.  She  had  been  told  by  a dermatolo- 
gist that  she  had  an  allergic  eruption  and 
her  obstetrician  assured  me  by  telephone 
that  her  blood  tests  for  syphilis  were  nega- 
tive prenatally  and  at  the  time  of  delivery 
at  the  hospital.  However,  the  blood  drawn 
in  my  office  was  positive  in  high  titre.  The 
next  day  her  chagrined  obstetrician  called 
me  to  state  that  these  tests  were  positive  at 
the  hospital  but  the  patient  had  been  dis- 
charged before  the  report  had  been  charted. 

I am  concerned  about  the  fact  that  a der- 
matologist stated  that  he  had  not  seen  an 
early  “lesion”  syphilis  in  his  office  for  six  to 
eight  years  but,  after  infoi-ming  him  that  1, 
with  a smaller  practice,  had  seen  three  dark- 
field  positive  cases  in  the  past  year,  he  pro- 
ceeded to  find  two  such  cases  within  the  next 
three  months  among  his  private  patients. 

Here  is  one  “on  me.”  A handsome,  well- 
groomed,  intelligent  man  of  twenty  consult- 
ed me  about  an  eruption.  I had  seen  him  in- 
tennittently  since  childhood  f o r various 
dermatologic  difficulties.  After  examining 
him  stripped  to  the  waist,  I informed  him 
that  he  had  measles,  a disease  he  had  missed 
in  childhood.  After  he  had  dressed,  I shook 
his  hand  and  with  an  almost  subconscious 
gesture  did  what  my  fonner  teacher,  the 
greater  master  of  syphilology.  Dr.  John  H. 
Stokes,  once  facetiously  advised,  “Whenever 
you  shake  hands  with  your  right  hand,  feel 
the  epitrochlear  node  with  the  left.”  The 
node  was  enlarged ! I then  instructed  the  pa- 
tient to  strip  completely,  only  to  find  erosive 
papules  around  the  penis  and  perianal  re- 
gions. The  darkfield  was  loaded  with  spiro- 
chetes. 

Are  these  isolated  instances?  Probably 
not.  Each  of  the  paients  I saw  in  my  office 
had  a “story”  behind  him,  and  simply  re- 
peated in  different  form  the  same  pattern 
of  misdiagnosis  because  of  the  low  index  of 
suspicion.  All  of  these  patients  were  well 
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dressed,  clean-cut,  and  of  moderate  to  better 
than  average  circumstances. 

Let  us  go  further.  The  pathologist  at  one 
of  our  largest  local  hospitals  informed  me 
that  the  last  three  diagnoses  of  syphilis 
which  came  to  his  attention  were  made  not 
from  blood  tests  or  clinical  findings  but  from 
tissue  examination.  These  were  private  pa- 
tients. In  one  patient  four  lymph  nodes 
were  excised  at  various  times.  How  easily 
would  the  diagnosis  have  been  established  if 
syphilis  had  been  included  in  the  differential 
diagnosis  and  appropriate  blood  tests  or- 
dered without  subjecting  the  patient  to  these 
more  formidable  procedures.  One  wonders 
by  inference  how  many  patients  not  showing 
obvious  evidence  of  disease  are  missed  since 
many  physicians  feel  that  syphilis  is  so  rare 
that  the  performance  of  the  serologic  tests 
is  not  justified  as  part  of  a routine  physical 
examination. 

In  the  same  hospital,  the  chairman  of  the 
laboratory  committee  recommended  that 
these  tests  be  discontinued  as  a routine  pro- 
cedure, this  in  spite  of  the  fact  that  an 
analysis  done  by  my  secretary  of  all  charts 
in  the  same  hospital  for  a three  month  period 
showed  an  overall  positive  rate  of  2.62  per 
cent.  Granted  that  many  may  have  been  pa- 
tients who  had  been  previously  treated  and 
many  may  have  been  false  positive  readings 
(a  finding  which  is  often  of  considerable 
significance),  nevertheless  here  is  a nucleus 
of  one  hundred  and  three  patients  for  fur- 
ther investigation,  certainly  not  an  insignifi- 
cant group.  To  the  credit  of  the  medical 
staff  this  proposal  was  flatly  rejected. 

All  the  clamor  that  syphilis  is  a disease  of 
the  past  ignores  the  facts.  True,  there  has 
been  a remarkable  decrease  in  the  number 
of  cases  of  early  syphilis  reported  in  the 
United  States  in  the  period  from  1948  to 
1955  from  a total  of  sixty-eight  thousand  to 
six  thousand,  five  hundred  cases  (a  decrease 
of  ninety  percent).  In  fiscal  1958  there  has 

*Kepi'inted  from  Medical  Times.  Vol.  88.  No.  1,  I960,  at  the 
su.^ijestion  of  the  Director  of  Health,  State  of  Nebraska. 
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been  a three  per  cent  increase  compared  with 
1957.  This,  in  itself,  is  not  alarming  but 
the  reversal  of  the  downward  trend  is  cer- 
tainly a cause  for  reflection.  The  total  new 
syphilis  reported  in  the  United  States  in 
1958  was  about  one  hundred  and  twenty-five 
thousand  cases.  This  is  scarcely  a figure  to 
be  ignored,  even  though  it  represents  a con- 
siderable decline  over  the  1943  figure  of  al- 
most six  hundred  thousand  cases. 

Those  physicians  who  feel  that  syphilis  is 
not  seen  in  private  practice  should  take  note 
of  the  fact  that,  even  with  the  rather  poor 
reporting  (it  is  estimated  that  only  twenty- 
five  per  cent  of  venereal  disease  cases  are  re- 
ported), forty-four  per  cent  of  venereal  dis- 
ease cases  were  reported  by  private  physi- 
cians, forty-five  per  cent  by  clinics,  and  ten 
per  cent  by  the  military  in  1958.  This  is  in 
contrast  to  twenty-two  per  cent  and  seventy- 
two  per  cent  reported  respectively  by  private 
physicians  and  clinics  in  the  years  1949  to 
1951.  Thus,  almost  one-half  of  the  cases  are 
discovered  by  private  physicians  compared 
to  less  than  one-fourth  of  the  cases  eight 
years  ago. 

In  the  City  of  Norfolk,  the  number  of 
darkfield  positive  cases  reported  by  July, 
1959,  almost  equalled  the  total  of  1958 
which,  in  turn,  was  thirty  per  cent  higher 


than  1957.  In  a recent  door-to-door  suiwey 
of  low  economic  groups  five  hundred  and 
sixty-eight  persons  showed  positive  tests  of 
a total  of  two  thousand,  five  hundred  and 
thirty-seven  performed.  Of  these  two  hun- 
dred and  sixty-two  cases  were  returned  or 
brought  to  treatment.  This  study  indicates 
that  syphilis  still  is  with  us  but  must  be  fer- 
reted out. 

Are  we,  therefore,  justified  in  abandon- 
ing our  gains  in  case  findings  at  this  time 
by  eliminating  routine  hospital  serologic 
testing,  premarital  testing,  testing  of  poten- 
tially high-incidence  groups,  and  testing  at 
the  grass  roots  level  by  private  physicians? 
The  tests  are  easily  performed,  are  inexpen- 
sive, and  the  new  treponemal  antigens  are 
highly  specific.  Granted  that  syphilis  is  not 
nearly  the  problem  that  it  was  fifteen  years 
ago,  it  is  far  from  extinct.  Assuming  that 
human  behavior  patterns  will  not  materially 
change  in  the  foreseeable  future,  the  spread 
of  syphilis  can  be  prevented  only  by  treat- 
ment of  infected  cases  until  a universally 
given  vaccination  is  available.  Otherwise, 
syphilis  may  again  become  more  prevalent. 
Our  index  of  suspicion  must  be  sharply  re- 
vised upward  if  this  upward  trend  is  again 
to  be  reversed. 

“Seek  and  ye  shall  fiml.” 


“Philosophy  reveals  to  us  out  intellectual  limitations  and  short- 
coming's. But  it  also  unfolds  for  us  a vista  of  mental,  moral,  and 
spiritual  potentialities  transcending  the  farthermost  vision  of  poet 
and  prophet.  For  we  are  but  standing  at  the  veiy  threshold  of 
human  achievement  in  the  realm  of  reason,  imagination  and  intui- 
tion. To  attain  these  remote  goals  science  must  once  again  become 
the  handmaiden  of  philosophy.  The  philosopher  must  descend  from 
his  ivory  tower  to  find  wisdom  and  religious  inspiration  in  forest, 
field  and  stream.  The  scientist  must  come  up  out  of  his  laboratoiy 
to  breathe  the  fresh  air  of  wonder,  reverence  and  awe  before  ’ihe 
mysteiy  of  eternal  creation  . . .”  (From  a guest  editorial  by  Joseph 
Krimsky,  M.D.,  in  The  West  Virginia  Medical  Journal  55:409,  Nov., 
1959). 
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; ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
September  10,  McCook,  St.  Catherine’s 
Hospital 

September  24,  Scottsbluff,  St.  Mary’s  Hos- 
pital 

October  8,  Ogallala,  Elks  Club 

October  22,  Lexington,  High  School  Build- 
ing 

NINTH  UNITED  STATES  CIVIL  DE- 
FENSE COUNCIL  CONFERENCE  — 
September  21-22,  1960,  Leamington  Ho- 
tel, Minneapolis,  Minnesota. 

FIFTH  INTERNATIONAL  CONGRESS 
ON  NUTRITION  — Sheraton-Park  Hotel, 
and  Shoreham  Hotel;  Washington,  D.  C.; 
September  1-7,  1960. 

AMERICAN  RHINOLOGIC  SOCIETY  — 
Belmont  Hotel.  Chicago;  October  8,  1960; 
physicians  invited ; no  registration  fee. 

THE  EIGHTH  CONGRESS  OF  THE  PAN- 
PACIFIC SURGICAL  ASSOCIATION— 
September  27  through  October  5,  1960; 
Honolulu,  Hawaii.  Dr.  F.  J.  Pinkerton, 
Director  General,  Suite  230,  Alexander 
Young  Building,  Honolulu  13. 

AMERICAN  COLLEGE  OF  SURGEONS 
46TH  ANNUAL  CLINICAL  CONGRESS 
— October  10-14,  1960,  in  San  Francisco, 
California.  For  information  write:  Dr. 
William  E.  Adams,  Secretary,  American 
College  of  Surgeons,  40  East  Erie  Street, 
Chicago  11,  Illinois. 

OMAHA  MID -WEST  CLINICAL  SO- 
CIETY, 1960  SESSIONS  — October  31 
through  November  3,  1960. 

AMERICAN  PUBLIC  HEALTH  ASSOCIA- 
TION, 88TH  ANNUAL  MEETING— Civ- 
ic Auditorium  and  various  hotels,  San 
Francisco,  California,  October  31  to  No- 
vember 4,  1960.  For  further  information: 
Schless  and  Company,  59  East  54th  St., 
New  York  22. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS of  the  United  States,  67th  An- 
nual Convention — October  31,  November 
1 and  2,  1960;  MajTlower  Hotel,  Washing- 
ton, D.C.  Theme,  “The  Military  Role  in 
Medical  Progress.” 


Delegates  Report  on  the 
Annual  Meeting,  House  of  Delegates 
of  the  A.M.A. 

JUNE,  1960 

It  was  my  honor  and  duty  to  sit  in  the 
house  of  delegates  of  the  109th  Annual  Meet- 
ing of  the  House  of  Delegates  of  the  Amei*- 
ican  Medical  Association  at  Miami  Beach, 
Florida,  June  13th  through  17th,  1960,  as 
the  acting  delegate  from  Nebraska,  alter- 
nate for  Dr.  Earl  Leininger  of  McCook,  Ne- 
braska who,  unfortunately,  was  ill  and 
could  not  attend  the  meeting.  It  is  the  hope 
of  everyone  that  Earl  will  have  completely 
regained  his  health  and  may  represent  the 
Nebraska  State  Medical  Association  at  the 
clinical  meeting  in  Washington,  D.C.  in  No- 
vember, and  for  many  years  in  the  future. 
It  is  very  refreshing  and  gives  one  a great 
deal  of  satisfaction  to  realize  the  high  esteem 
in  which  our  delegates.  Dr.  Earl  Leininger 
and  Dr.  Joseph  McCarthy  are  held  at  the 
meetings  of  the  American  Medical  Associa- 
tion. I wish  every  member  of  our  associa- 
tion could  have  the  privilege  of  sitting  as 
a delegate  at  a meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
and  witness  the  amount  of  work  and  effort 
put  forth  in  these  meetings  and  especially 
the  committee  meetings.  It  is  a most  demo- 
cratic type  of  organization,  and  everyone 
should  realize  that  it  is  permissable,  and 
even  urged,  that  any  member  of  the  Amer- 
ican Medical  Association  may  attend  these 
committee  meetings  and  express  himself  and 
his  ideas  as  freely  as  he  wishes  on  the  sub- 
ject up  for  discussion. 

The  total  registration  through  Thursday, 
with  half  a day  of  meeting  remaining,  was 
19,107,  including  8,706  physicians.  These 
totals  were  considerably  less  than  the  pre- 
vious year,  due  in  great  part  to  the  Eastern 
Airlines  pilots’  strike  which  thoroughly  dis- 
rupted transportation  and  resulted  in  sev- 
eral thousand  hotel  cancellations. 

The  meeting  was  called  to  order  on  Mon- 
day, June  13th  at  10  a.m.  by  the  speaker, 
Dr.  Norman  A.  Welch.  The  invocation  was 
given  by  Canon  J.  Mitchell  Taylor,  Rector, 
All  Saints  Church,  Miami  Beach. 

The  committee  on  credentials  reported  203 
of  the  209  delegates  seated  at  the  opening 
of  the  meeting. 

Presentation,  correction,  and  adoption  of 
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the  minutes  of  the  Dallas  meeting  was  post- 
poned until  the  clinical  meeting  in  Washing- 
ton, D.C.,  in  November. 

Next  in  the  order  of  business  was  the  elec- 
tion of  the  recipient  of  the  Distinguished 
Service  Award,  one  of  medicine’s  highest 
honors.  This  was  awarded  to  Dr.  Charles 
A.  Doan,  who  will  retire  next  year  as  Dean 
of  Ohio  State  Universitv  College  of  Medicine 
and  Director  of  the  Health  Center  in  Colum- 
bus, Ohio. 

The  Speaker  of  the  House  then  made  a few 
remarks  welcoming  all  guests  attending  the 
session  and  stressing  the  fact  that  all  M.D.’s 
are  invited  to  appear  before  the  various  com- 
mittees and  discuss  any  resolution  or  other 
business  being  considered  by  the  committee. 

The  President  of  the  Association,  Dr. 
Louis  M.  Orr,  then  gave  his  report  of  the 
year’s  activities,  including  his  efforts  in  the 
fight  against  the  Forand-type  legislation  and 
similar  political  forms  of  medical  legisla- 
tion and  outlined  his  ideas  on  support  of  the 
recent  ways  and  means  bill  which  has  been 
advanced  to  the  floor  instead  of  the  Forand 
bill.  He  also  urged  that  medical  societies 
“adopt”  rural  villages,  cities,  and  regions  in 
underdeveloped  parts  of  the  world  and  send 
them  medical,  clinical,  and  hospital  supplies. 

Next  was  an  address  by  the  President- 
Elect,  Dr.  Vincent  Askey.  He  urged  an  in- 
tensified, accelerated  effort  in  five  particu- 
lar fields,  (1)  medical  education,  (2)  prep- 
arations for  the  White  House  conference  on 
aging,  (3)  voluntary  health  insurance  and 
the  related  problem  of  third  party  relation- 
ship, (4)  membership,  and  (5)  mental 
health.  Two  particular  parts  of  his  address 
were  quite  impressive  to  me  and  I shall  quote 
portions  in  regard  to  ( 1 ) medical  education 
and  (2)  membership. 

First,  in  regard  to  medical  education; 
“With  respect  to  this  whole  picture  in  med- 
ical education  — expansion,  recruitment, 
scholarships  and  loan  funds  — I should  like 
to  make  the  following  suggestions : 

“1.  Medical  societies,  medical  schools 
and  individual  physicians  should  make  the 
fullest  possible  use  of  the  recruitment  ma- 
terials now  available  from  the  A.M.A.  They 
also  should  make  the  availability  of  these 
mateiials  know  n to  vocational  guidance 
counsellors,  voluntary  health  agencies,  com- 
munity and  civic  groups,  and  all  other  po- 
tentially interested  organizations. 


“2.  The  entire  profession  — through  in- 
formation, ideas  and  suggestions  — should 
give  full,  enthusiastic  cooperation  to  all  as- 
pects of  the  special  study  committee’s  work, 
which  has  only  just  begun. 

“3.  State  and  county  medical  societies 
should  establish  the  closest  possible  liaison 
with  the  medical  schools  located  in  their 
own  states  or  communities.  Only  through 
solid,  mutual  understanding  can  medical 
educators  and  practicing  physicians  provide 
the  sound  leadership  required  in  this  prob- 
lem of  expansion.  Some  medical  educators 
are  active,  interested  participants  in  the  af- 
fairs of  our  profession.  Unfortunately,  how- 
ever, too  many  medical  teachers  have  a seri- 
ous lack  of  knowledge  concerning  the  objec- 
tives, motivations  and  accomplishments  of 
the  American  Medical  Association.  In  my 
opinion,  one  of  our  top  priorities  should  go 
to  the  task  of  educating  the  educators,  and 
bringing  about  closer  rapport  between  ac- 
tively practicing  physicians  and  medical  fac- 
ulties. 

“4.  On  all  levels  — national,  state  and 
local  — let’s  tell  our  positive  story  to  serv- 
ice organizations,  civic  groups  and  the  gen- 
eral public.  In  short,  let’s  bury  — once  and 
for  all  — the  false  old  fable  that  the  A.M.A. 
tries  in  any  way  to  restrict  the  supply  of 
physicians.” 

Second,  in  regard  to  membership : “In 

connection  with  A.M.A.  membership,  I want 
to  stress  two  points  in  very  brief  fashion. 

“First,  I think  there  is  definite  need  for 
improving  the  association’s  relations  and 
communications  with  its  members.  Much 
work  'has  been  done  along  these  lines  in  re- 
cent years,  but  I feel  that  we  should  expand 
and  strengthen  it.  While  it  is  necessary  to 
establish  a favorable  image  of  the  A.M.A.  in 
the  minds  of  the  general  public,  it  is  equally 
important  to  establish  an  even  stronger 
image  in  the  minds  of  our  own  members. 

“Second,  although  A.M.A.  membership 
has  been  increasing  steadily  every  year,  we 
should  direct  closer  attention  to  the  thou- 
sands of  physicians  who  are  not  now  mem- 
bers of  the  association.  In  some  states  the 
numbers  of  such  physicians  seem  to  be  dis- 
proportionate. I urge  all  state  and  county 
societies  to  study  their  membership  require- 
ments. Their  objective,  I think,  should  be 
to  eliminate  anj^  eligibility  rules  which  may 
prevent  otherwise-qualified  physicians  from 
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joining  county  and  state  societies  and  the 
American  Medical  Association.” 

The  Goldberger  Award  in  nutrition  was 
presented  to  Dr.  Richard  Vilter  of  the  Uni- 
versity of  Cincinnati.  The  Boy  Scouts  of 
America,  celebrating  its  Golden  Jubilee,  pre- 
sented the  A.M.A.  with  a citation  in  appre- 
ciation of  the  medical  profession’s  help  and 
support. 

During  the  first  day  the  supplementary  re- 
ports of  the  various  committees  of  the 
A.M.A.,  which  had  not  been  printed  in  the 
handbook,  were  read  and  assigned  to  house 
committees  for  study  and  action.  There  were 
also  fifty-one  resolutions  introduced  and 
read  on  the  floor  of  the  house  and  assigned 
to  committees  for  hearings  and  discussion. 
The  time  and  location  of  all  committee  meet- 
ings were  posted  and  were  held  on  the  sec- 
ond day  during  a recess  of  the  house.  Am- 
ple oppoidunity  for  discussion  was  given  all 
interested  M.D.’s  whether  delegates  or  not. 

It  would  be  impractical  to  discus  all  those 
resolutions  but  the  following  are  the  more 
important  actions  taken: 

Health  Care  for  the  Aged 

After  considering  a variety  of  reports, 
resolutions  and  comments  on  the  subject  of 
Health  Care  for  the  Aged,  the  House  of 
Delegates  adopted  the  following  statement 
as  official  policy  of  the  American  Medical 
Association : 

“Personal  medical  care  is  primarily  the 
responsibility  of  the  individual.  When  he  is 
unable  to  provide  this  care  for  himself,  the 
responsibility  should  properly  pass  to  his 
family,  the  community,  the  county,  the 
state,  and  only  when  all  these  fail,  to  the 
federal  government,  and  then  only  in  con- 
junction with  the  other  levels  of  government, 
in  the  above  order.  The  determination  of 
medical  need  should  be  made  by  a physician 
and  the  determination  of  eligibility  should 
be  made  at  the  local  level  with  local  admin- 
istration and  control.  The  principle  of  free- 
dom of  choice  should  be  preserved.  The  use 
of  tax  funds  under  the  above  conditions  to 
pay  for  such  care,  whether  through  the  pur- 
chase of  health  insurance  or  by  direct  pay- 
ment, provided  local  option  is  assured,  is  in- 
hei’ent  in  this  concept  and  is  not  inconsistent 
with  previous  actions  of  the  House  of  Dele- 
gates of  the  American  Medical  Association.” 

The  House  also  urged  the  Board  of  Trust- 


ees “to  initiate  a nonpartisan  open  assembly 
to  which  all  interested  representative  groups 
are  invited  for  the  purpose  of  developing  the 
specifics  of  a sound  approach  to  the  health 
service  and  facilities  needed  by  the  aged, 
and  that  thereafter  the  American  Medical 
Association  present  its  findings  and  positive 
principles  to  the  people.” 

The  House  approved  a revised  statement 
on  the  “Scope,  Objectives  and  Functions  of 
Occupational  Health  Programs”  which  was 
originally  adopted  in  June,  1957,  and  also  ac- 
cepted a suggestion  that  the  A.M.A.  Council 
of  Occupational  Health  undertake  a project 
to  study  and  encourage  the  employment  of 
the  physically  handicapped. 

Report  of  Action  of  House  of  Delegates, 
A.M.A.,  Regarding  the  National 
Foundation 

The  House  took  two  actions  involving  rela- 
tions between  the  medical  profession  and  the 
National  Foundation.  It  adopted  a state- 
ment of  policies  for  the  guidance  of  state 
medical  associations  and  recommended  that 
they  be  adopted  by  all  component  medical  so- 
cieties. These  policies  cover  such  subjects 
as  membership  of  medical  advisory  commit- 
tees at  the  chapter  level,  the  function  of 
these  committees,  and  basic  principles^  con- 
cerning financial  assistance  for  medical 
care,  payment  for  physician’s  services  and 
physician’s  responsibilities  for  constructive 
leadership  in  medical  advisory  activities. 

In  another  action  the  House  directed  the 
Board  of  Trustees  to  authorize  further  con- 
ferences with  leaders  in  the  National  Foun- 
dation on  the  problem  of  poliomyelitis  as  it 
relates  to  the  betterment  of  public  health  and 
to  consider  further  joint  action  toward  the 
eradication  of  polio.  The  House  commended 
the  National  Foundation  for  its  outstanding 
service  in  the  attack  against  polio,  but  point- 
ed out  that  much  work  remains  to  be  done 
in  public  education,  vaccination,  continuing- 
assistance  for  polio  victims,  and  continued 
research. 

Miscellaneous  Actions 

In  dealing  with  reports  and  resolutions  on 
a wide  variety  of  other  subjects,  the  House 
also : 

— Strongly  reaffirmed  its  support  of  the 
Blue  Shield  Concept  in  voluntary  health  in- 
surance and  approved  specific  recommenda- 
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tions  concerning  A. M. A. -Blue  Shield  rela- 
tionships ; 

— Approved  a contingent  appointment  of 
not  more  than  six  months  for  Foreign  Medi- 
cal School  Graduates  who  have  been  accepted 
for  the  September,  1960,  qualification  exam- 
ination ; 

— Agi-eed  that  the  American  IMedical  As- 
sociation should  sponsor  a Second  National 
Congress  on  Prepaid  Health  Insurance; 

— Approved  a Board  of  Trustees’  request 
to  the  Postmaster  General  for  a stamp  com- 
memorating the  Mayo  Brothers; 

— Decided  that  the  establishment  of  a 
home  for  Aged  and  Retired  Physicians  is  not 
warranted  at  this  time; 

— Approved  the  establishment  of  a new 
“Scientific  Achievement  Award”  to  be  given 
to  a non-physician  scientist  on  special  occa- 
sions for  outstanding  work ; 

— Approved  the  followdng  schedule  for  fu- 
ture Annual  Meetings:  Atlantic  City,  1963; 
San  Francisco,  1964,  and  New  York  City, 
1965; 

— Approved  the  objectives  of  the  A.M.A. 
Commission  on  the  Cost  of  Medical  Care 
established  by  the  Board  of  Trustees  and 
headed  by  Dr.  Louis  M.  Orr,  immediate  past 
president  of  the  association; 

— Urged  individual  members  of  the  asso- 
ciation to  take  a greater  interest  and  more 
active  part  in  Public  Affairs  on  all  levels; 

— Reaffirmed  its  opposition  to  compulsoiy 
inclusion  of  physicians  under  Title  II  of  the 
Social  Secur'ity  Act  and  recommended  imme- 
diate action  by  all  A.kl.A.  members  who 
agi-ee  with  that  position ; 

— Called  for  a review  of  existing  and  pro- 
posed legislation  pertaining  to  Food  and  Col- 
or Additives,  with  the  objective  of  support- 
ing appropriate  measures  which  are  in  the 
public  interest; 

— Urged  reform  of  the  Federal  Tax  Struc- 
ture so  as  to  return  to  the  states  and  their 
political  subdivisions,  their  traditional  reve- 
nue sources; 

— Asked  state  and  county  medical  societies 
to  make  greater  use  of  A.IM.A.  Recruitment 
Materials  in  presenting  medicine’s  story  to 
the  nation’s  high  schools; 

— Requested  the  Board  of  Trustees  to  ini- 


tiate a study  of  present  policy  regarding  the 
required  content  and  method  of  preparing 
Hospital  Records; 

— Commended  the  Department  of  Defense 
and  the  Air  Force  for  establishing  and  oper- 
ating the  Aeromedical  Transport  Service  and 
urged  that  it  be  maintained  at  optimum  effi- 
ciency ; 

— Directed  the  Board  of  Trustees  to  de- 
velop Group  Annuity  and  Group  Disability 
insurance  progi'ams  for  association  mem- 
bers ; and 

— Expressed  grave  concern  over  the  in- 
discriminate use  of  Contact  Lenses. 

I will  give  a specific  report  on  the  four 
resolutions  which  were  introduced  by  the 
Nebraska  delegation  as  ordered  by  the  House 
of  Delegates  of  the  Nebraska  State  Medical 
Association. 

Resolution  No.  11  — An  Annuity  Type 
Prepaid  Health  Insurance  P r o g r a m for 
Senior  Citizens.  This  resolution  w a s re- 
ferred to  the  committee  on  insurance  and 
medical  service  and  was  discussed  at  length, 
including  a vei*y  able  discussion  by  Dr. 
Schenken  of  Omaha.  The  reference  commit- 
tee gave  this  report,  and  I quote  — “Your 
Reference  Committee  carefully  considered 
Resolution  No.  11.  It  is  the  consensus  of 
your  reference  committee  that  the  concept 
expressed  in  resolve  A with  reference  to 
annuity  type  prepaid  health  insurance  for 
senior  citizens  can  be  supported.  However, 
the  accomplishment  should  rest  in  the  hands 
of  commercial  carriers.  Resolve  B,  is  cov- 
ered in  other  resolutions.  Resolves  C,  D, 
E,  and  F are  not  germane  to  the  subject 
of  the  resolution  as  introduced. 

“In  view  of  this,  the  reference  committee 
believes  no  action  should  be  taken  on  resolu- 
tion No.  11.” 

Resolution  No.  17  on  Population  Control 
was  referred  to  the  Committee  on  Hygiene, 
Public  Health,  and  Industrial  Health  and 
their  report  was  as  follows ; “Resolution  No. 
17  on  population  control  is  a proposal  to 
condemn  abortions  and  sterilization  for  con- 
trol of  population.  While  your  committee 
is  ‘against  sin,’  there  are  certain  embarras- 
sing difficulties  in  the  substance  of  this 
resolution.  There  are  existing  laws,  we  are 
informed,  in  certain  states  legalizing  steril- 
ization of  the  insane.  Furthermore,  criti- 
cism of  the  policy  or  practices  of  other  na- 
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tions  does  not  seem  a province  of  the 
A.M.A.”  Your  committee  recommends  re- 
jection of  this  report. 

Resolutions  No.  18  and  19  on  Forand  Type 
Legislation  and  on  Political  Medicine  were 
referred  to  the  Committee  on  Legislation  and 
Public  Relations.  They  were  considered 
along  with  Resohitions  No.  1 and  33  since 
all  covered  a similar  subject.  The  report  of 
the  committee  was  as  follows:  “Resolu- 

tion No.  1 introduced  bv  the  Tennessee  dele- 
gation proposed  that  the  A.M.A.  endorse  a 
national  program  for  the  care  of  the  na- 
tion’s indigent  elderly  sick  patterned  after 
the  Tennessee  Indigent  Hospitalization  Pro- 
gram. This  program  attracted  much  favor- 
able comment  in  the  hearings  of  the  refer- 
ence committee  particularly  because  of  the 
emphasis  on  local  administration  and  con- 
trol. The  reference  committee  feels  that  this 
program  is  representative  of  what  can  be 
accomplished  at  the  state  and  local  level.” 

Resolutions  No.  18  and  19,  introduced  by 
William  C.  Kenner,  M.D.,  Delegate,  Nebras- 
ka Medical  Association,  restates  the  princi- 
ples previously  acted  upon  by  this  house 
many  times  in  opposition  to  Forand-type 
legislation  and  political  medicine. 

Resolution  No.  33,  introduced  by  the  Ken- 
tucky delegation,  commending  the  officers, 
trustees  and  staff  of  the  American  Medical 
Association  for  their  vigorous  leadership 
against  Forand-type  legislation  was  favor- 
ably received.  However,  since  this  report 
has  incompassed  endorsement  for  the  entire 
activities  for  the  health  care  of  the  aged  as 
outlined  above,  no  specific  action  is  recom- 
mended on  Resolutions  No.  1,  18,  19,  and 
33.  The  Supplementary  Report  of  the  Board 
of  Trustees  with  its  most  comprehensive  re- 
view of  salient  facts  concerning  current  ef- 
forts to  improve  health  care  of  the  aged  was 
most  impressive  and  the  reference  commit- 
tee suggests  that  this  information  be  widely 
disseminated  to  the  members  of  the  medical 
profession  and  to  the  general  public.” 

I would  strongly  urge  all  members  of  our 
organization  to  obtain  and  read  the  Sup- 
plementary Report  of  the  Board  of  Trustees 
for  a late  “Recapitulation  of  the  status  of 
plans  for  the  health  care  of  the  aged.”  It 
is  a very  clear  summary  of  the  present  stat- 
us of  the  A.M.A.’s  investigation  and  attitude 
on  this  subject. 

The  following  officers  were  elected:  Dr. 


Leonard  W.  Larson  of  Bismarck,  North  Da- 
kota, former  chairman  of  the  A.M.A.  Board 
of  Trustees  and  of  the  A.M.A.  Commission 
on  Medical  Care  Plans,  was  named  presi- 
dent-elect by  unanimous  vote.  Dr.  William 
Costello  of  Dover,  New  Jersey,  Vice  Presi- 
dent. Dr.  Norman  A.  Welch  of  Boston, 
Massachusetts,  re-elected  Speaker  of  the 
House,  and  Dr.  Milford  O.  Rouse  of  Dallas, 
Texas,  was  re-elected  as  Vice  Speaker. 

The  Midwinter  Clinical  Session  of  the 
A.M.A.  will  be  held  in  Washington,  D.C., 
November  28th  through  December  1,  1960. 

I would  like  to  re-emphasize  Dr.  Joe  Mc- 
Carthy’s suggestion  made  at  the  April,  1959 
meeting  of  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association.  He 
suggested  that  all  resolutions  to  be  intro- 
duced before  the  House  of  Delegates  be  for- 
warded to  the  Executive  Secretary’s  office 
two  weeks  previous  to  the  meeting  so  that 
copies  could  be  forwarded  to  the  various 
delegates  for  study  previous  to  the  meeting. 

His  other  suggestion  that  any  resolution 
which  included  a “resolve”  that  the  dele- 
gates of  the  Nebraska  State  Medical  Associa- 
tion introduce  the  resolution  at  the  next 
meeting  of  the  House  of  Delegates  of  the 
A.M.A.  be  also  forwarded  to  the  Nebraska 
delegates  and  alternates  to  the  A.M.A.  so 
that  they  would  have  an  opportunity  to  ad- 
vise members  of  the  N.S.M.A.  House  of 
Delegates  as  to  whether  or  not  they  thought 
it  was  worthwhile  to  introduce  the  particular 
resolution  during  the  A.M.A.  session.  It 
would  also  allow  them  to  help  in  organizing 
the  format  of  the  resolutions.  It  may  be  of 
interest  that  when  the  resolutions  are  read 
before  the  House  of  Delegates,  the  Speaker 
urges  the  delegates  to  read  only  the  title  and 
the  “Resolves.”  If  a delegate  wishes,  he  may 
ask  permission  of  the  Speaker  to  read  the 
“Whereases”  but,  as  a general  rule,  to  ex- 
pedite the  proceedings  of  the  House,  only  the 
title  and  the  “Resolves”  are  read  and  the 
“Resolves”  should  contain  the  important  sub- 
ject matter  of  the  resolution.  It  must,  how- 
ever, be  emphasized  that  each  member  of 
the  House  of  Delegates  is  given  a complete 
copy  of  each  resolution  and  that  it  is  read 
completely  at  the  meeting  of  the  reference 
committee  prior  to  its  discussion. 

Respectfully,  submitted, 

WILLIAM  C.  KENNER,  M.D., 

Alternate  Delegate. 
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Catalogue  of  Rare  Books  in  A.C.S. 
Library  Is  Published 

The  Cntaloane  of  the  H.  Winnett  Orr  His- 
torical Collection  and  Other  Rare  Books  in 
the  Lihrarn  of  the  American  College  of  Sur- 
geons is  off  the  press!  The  colophon  does 
not  include  the  phrase  “praise  be  to  Allah” 
but  that  is  the  sentiment  of  both  editors  and 
printers.  The  volume  has  been  long  in  the 
making.  Dr.  Orr  himself  woi’ked  upon  the 
manuscript  for  many  years  and  in  1943  and 
1945  issued  preliminary  catalogues.  Since 
the  publication  of  the  latter,  many  valuable 
volumes  have  been  added  to  the  collection. 
The  editors  have  spent  the  better  part  of 
two  years  checking  the  listings,  compiling 
biographical  data,  editing  Dr.  Orr’s  cogent 
comments,  and  preparing  copy  for  the  print- 
er. The  printers  have  been  most  helpful  in 
following  in  careful  detail,  though  possibly 
with  raised  eyebrows,  the  odd  old  Latin, 
French,  German,  and  English  spellings 
which  make  the  typesetting  difficult,  but  the 
presentation  authentic.  Eighteen  full-page 
illustrations  and  reproductions  of  three 
charming  woodcut  borders  add  to  the  beauty 
of  a publication  intended  to  meet  the  stand- 
ards of  the  bibliophile  as  well  as  the  needs 
of  medical  students  and  reference  workers 
in  search  of  brief  biographical  data. 

For  more  than  25  years  Dr.  Orr,  of  Lin- 
cln,  Nebraska,  had  in  mind  the  presentation 
of  a historical  collection  to  the  Library  of 
the  American  College  of  Surgeons  and,  even 
when  he  was  in  active  practice,  spent  many 
hours  inspecting  the  shelves  of  book  dealers 
and  studying  the  volumes  found  there.  His 
correspondence  contains  frequent  mention 
of  special  “finds”  located  in  New  Orleans, 
Los  Angeles,  Paris,  London,  or  some  other 
book  center  while  en  route  to  or  from  a 
meeting.  He  had  possibly  five  outstanding- 
interests  : the  early  history  of  medicine,  gen- 
eral surgery,  orthopedic  surgery,  military 
medicine,  and  listerism.  However,  he  had 
so  many  additional  and  possible  broader  in- 
terests that,  in  compiling  the  catalogue,  it 
was  decided  to  list  the  books  under  the  fol- 
lowing four  main  headings:  (1)  rare  books 
and  classics;  (2)  the  healing  arts;  (3)  life 
and  literature;  and  (4)  general  reference. 

The  section  devoted  to  life  and  literature 
is  especially  rich  in  biographical  material, 
both  individual  and  collective.  Travel  and 
exploration  and  general  history  are  well  rep- 
resented. Dr.  Mary  McKibbon-Harper,  a 


One  of  the  treasures  of  the  Orr  collection  is  Les  Oeuvres 
d’Ambroise  Pare  (2nd  ed.;  Paris;  Gabriel  Buon,  1579), 
from  which  this  woodcut  illustrating  use  of  a door  for  shoul- 
der reduction  is  reproduced.  Bound  in  brown  roan,  this 
icio^-page  book  contains  many  fine  woodcuts  ■ depicting 
anatomy,  surgery,  instruments  and  “several  monsters.”  At 
the  end  of  the  volume  arc  repeated  all  of  its  drawings,  an 
innovation  meant  to  please  Henry  III,  king  of  France,  to 
whom  Pare  was  advisor  and  chief  surgeon.  7 he  book  also 
includes  sonnets  by  Ronsard  and  others. 

friend  and  classmate  at  the  University  of 
Michigan  Medical  School,  assisted  him  by 
presenting  her  entire  Dickens  library  and 
other  volumes  in  the  field  of  literature  as 
well  as  many  books  in  the  extensive  collec- 
tion about  women  and  their  place  in  history. 
One  amusing  title  is  Women  Are  Here  to 
Stay.  Even  this  modern  book  by  Agnes 
Rogers  justifies  its  place  in  the  collection. 
Outstanding  in  the  reference  division  is  De- 
zeimeris’  Dictionnaire  Historique  de  la 
Medecine  Ancienne  et  Modeime  ...  in  four 
volumes.  This  was  Dr.  Orr’s  favorite  bio- 
graphical reference  work. 
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Dr.  Orr’s  annotations  concerning  the  very 
early  writings  reflect  his  knowledge  of  the 
evaluations  of  Garrison,  Baas,  and  Osier. 
However,  he  weighed  their  comments  against 
each  other  and  against  the  original  publica- 
tion. He  was  a great  admirer  of  Lister  and 
his  principles  and  constantly  searched  for 
contemporaneous  and  later  comments  con- 
cerning him  which  would  show  the  growth 
of  those  principles  in  popularity  and  influ- 
ence. His  knowledge  of  orthopedic  men  and 
their  contributions  came  first  through  his 
friend  and  teacher,  John  Ridlon,  and  later, 
as  a result  of  world-wide  but  direct  contacts 
with  members  of  the  branch  of  the  medical 
profession.  His  comments  are  cogent  and 
worthy  of  preservation.  He  loved  to  lecture 
on  the  history  of  general  and  orthopedic  sur- 
gery and  to  display  the  choice  volumes  of  his 
collection  to  his  orthopedic  colleagues.  It 
was  his  desire  that  insofar  as  possible  his 
books  might  become  as  familiar  to  his  friends 
as  to  himself  — and  it  is  in  that  spirit  that 
the  present  catalogue  has  been  prepared. 
The  catalogue  is  issued  with  an  invitation 
to  all  who  are  interested  in  the  history  of 
medicine  to  come  to  the  College  Library  and 
inspect  the  collection.  The  more  recent  pub- 
lications may  be  borrowed.  The  opportunity 
to  study  rare  volumes  awaits  those  who  have 
time  to  visit  College  headquarters. 

The  book  is  dedicated  to  Dr.  Michael  L. 
Mason,  chairman  of  the  Committee  on  the 
Library  and  long-time  student  of  medical 
history.  It  contains  224  pages  and  lists 
2,289  items.  The  volume  is  bound  in  a rich 
maroon  Waverly  “T”  pattern  cloth  which 
makes  it  attractive  and  establishes  it  as  a 
durable  bedside  asset  for  anyone  given  to 
midnight  browsing. 

(Reprinted  by  permission  from  the  Bulletin  of  the 
American  Colleg-e  of  Surgeons,  July- August,  1960). 


Medicare  in  Operation 

When  a physician  is  filling  out  a Medicare 
claim-form  it  is  necessary  that  all  items  be 
completed  before  it  is  submitted  to  the  Medi- 
care Office.  When  all  items  are  completed 
correctly  it  helps  to  speed  up  the  processing 
of  the  claim  and  saves  returning  it  to  the 
physician’s  office  for  further  information. 

Following  is  a breakdown  of  the  items 
which  appear  on  the  claim-form : 

No.  1 — the  patient’s  name,  should  be 
placed  with  the  last  name  first 


and  should  be  spelled  correctly 
and  plainly  printed  or  typed. 

No.  2 — is  to  be  the  patient’s  correct  age 
at  the  time  the  services  are  ren- 
dered. 

No.  3 — the  address  of  the  patient  (street 
number,  city  and  state). 

No.  4 — if  the  patient  and  the  service 
member  are  residing  together  it 
should  be  checked  “no.”  If  the 
patient  and  the  service  member 
are  residing  apart,  because  of 
duty  station  in  another  state,  be- 
ing overseas,  or  in  a base  which 
is  in  the  same  state  but  too  far 
for  him  to  come  home  each  day, 
“yes”  should  be  checked.  When 
“no”  is  checked,  in  Item  No.  4,  a 
Medicare  Permit  should  be  at- 
tached to  the  claim  form. 

No.  5 — the  relationship  of  the  patient  to 
the  service  member. 

No.  6 — the  medical  authorization  card 
number,  DD  Form  1173,  is  the 
identification  card  of  the  service 
member’s  dependent. 

No.  7 — the  medical  authorization  expira- 
tion date  is  found  on  the  -same 
card  as  Item  No.  6,  DD  Form 
1173. 

No.  8 — is  to  be  completed  in  the  case 
where  a dependent  is  over  21  and 
the  reason  for  his  dependency 
should  be  listed,  such  as,  attend- 
ing school,  mental  health,  or 
physical  health. 

No.  9 — the  service  member’s  name,  should 
be  typed  or  plainly  printed  with 
the  last  name  first. 

No.  10 — the  branch  of  service  should  b« 
checked. 

No.  11 — the  service  member’s  rank  o'- 
grade. 

No.  12 — the  service  member’s  number. 

No.  13 — the  official  duty  station  of  thf^ 
service  member  should  include  the 
name  of  the  base  and  the  state. 

No.  14 — the  signature  of  the  service  mem- 
ber or  spouse  should  always  be  on 
the  first  half  of  this  item,  how- 
ever, when  the  claim  is  for  ma- 
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ternity,  both  parts  of  Item  No.  14 
should  be  signed. 

Xo.  15 — should  be  completed  as  to  if  the 
patient  was  hospitalized  and  the 
classification  of  the  physician 
who  rendered  the  seiwices. 

X-Q  10, — the  name  of  the  physician  who 
rendered  the  care,  his  street  ad- 
dress, city  and  state. 

No.  17 — should  show  the  period  of  care 
covered  by  the  claim  form. 

X’o.  18 — the  dates  of  the  services  rendered. 

No.  19 — the  da  vs  in  the  hospital,  if  any. 

the  numbei'  of  hospital  visits,  and 
the  number  of  office  calls,  if  any, 
which  are  included  in  the  period 
of  care  covered  by  the  claim  form. 

X^o.  20 — should  list  the  complete  diagnosis. 

No.  21 — is  not  to  be  completed. 

No.  22 — a listing,  including  the  dates,  of 
all  the  services  rendered  which 
are  to  be  covered  by  the  claim 
form. 

No.  23 — is  not  to  be  completed. 

No.  24 — should  have  the  physician’s 
charges.  If  more  than  one  seiwice 
was  rendered  the  charges  can  be 
listed  separately  for  each  serv- 
ice, or  they  may  be  added  into  one 
lump  sum. 

No.  25 — the  total  charges  listed  on  the 
claim  form. 

No.  26 — should  be  left  blank  unless  pay- 
ment or  partial  payment  was 
made  by  the  service  member  for 
care  which  appears  on  the  claim 
form. 

No.  27 — may  be  left  blank. 

No.  28 — the  date  the  claim  form  was  com- 
pleted. 

No.  29 — is  the  physician’s  certification, 
and  has  two  parts.  Both  parts 
should  be  completed  as  explained. 
This  item  should  be  read  careful- 
ly and  the  correct  squares 
checked. 

No.  30 — should  not  be  completed. 

No.  31 — is  to  be  signed  by  the  attending 
physician  if  the  physician  com- 


pleting the  claim  form  is  a con- 
sultant or  assistant  surgeon. 

A.M.A.  REGIONAL  POLITICAL 
ACTION  CONFERENCE 

The  Council  on  Legislative  Activities  of 
the  A.M.A.  sponsored  a two-dav  regional 
meeting  at  Salt  Lake  City,  July  29-30,  1960. 
Fifty  doctors  from  sixteen  western  states 
were  in  attendance.  Among  those  in  attend- 
ance were  Nebraska’s  President,  Fritz  Teal, 
and  Secretary  John  McGreer. 

In  his  Avelcoming  address,  the  Honorable 
George  D.  Clyde,  Governor  of  Utah,  ex- 
pressed the  opinion  that  socialized  medicine 
is  not  needed  to  provide  adequate  and  im- 
proved medical  health  service  and  that  the 
doctors  are  doing  a good  job. 

One  of  the  main  speakers  was  Doctor  Vin- 
cent Askey,  President  of  the  American  Med- 
ical Association.  The  weight  of  his  dis- 
course bore  on  two  points,  namely,  the  ne- 
cessity that  physicians  take  cognizance  of 
their  status  as  citizens,  and  the  status  of 
legislation  aimed  at  providing  medical  and 
hospial  care  for  the  65-and-over  group  of 
citizens.  As  a citizen,  the  doctor  must  know 
what  is  happening  in  government  from  the 
local  to  the  national  levels;  he  must  make 
his  opinions  known  to  the  representatives  he 
has  helped  elect. 

In  discussing  the  issue  of  medical  care  for 
the  aged.  Doctor  Askey  first  spelled  out  the 
fallacies  and  dangers  of  Forand-type  bills, 
then  dwelt  at  some  length  on  the  reasons 
the  A.M.A.  presently  favors  Title  Six  of  the 
Mills  Bill.  These  reasons  are  as  follows; 

“1.  It  is  designed  to  help  those  who  real- 
ly need  help.  It  does  not  make  the  mistake 
of  treating  all  our  I51/2  million  older  people 
as  hardship  cases,  which  they  are  not.  By 
providing  aid  to  those  who  need  it,  it  pre- 
serves the  right  of  the  non-needy  to  take 
care  of  themselves. 

“2.  By  limiting  its  efforts  to  the  near- 
needy  minority,  the  Mills  Bill  allows  the  ma- 
jority to  continue  its  use  of  the  voluntary 
method  — private  health  insurance  and  prep- 
payment  plans.  The  measure  is  in  no  sense 
compulsory. 

“3.  The  Mills  Bill  makes  the  states  pri- 
marily responsible  for  administration  of  the 
program  — not  the  Federal  Government. 
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This  is  as  it  should  be.  The  American  Med- 
ical Association  is  convinced  that  the  health 
care  costs  of  the  needy  and  the  near-needy 
can  best  be  determined  locally,  can  best  be 
met  locally,  and  cannot  either  be  determined 
or  met  through  mechanisms  operating  out 
of  Washington,  D.C.” 


ANNUAL  INTERPROFESSIONAL 
AIRBORNE  MEETING 

Physicians,  dentists  and  pharmacists  are 
invited  to  set  aside  each  man’s  choice  of  date : 
the  evening  of  October  1 at  Omaha ; October 
2 at  Alliance;  or  Oc- 
tober 3 in  Lincoln, 
for  quite  an  unusual 
evening. 

The  speaker  for 
the  Interprofessional 
Airborne  Meeting  at 
each  of  the  three  lo- 
cations will  be  Dr. 

Joachim  P.  Kuettner, 
the  scientist  who  di- 
rects Project  Mer- 
cury at  Huntsville, 

Alabama.  This  proj- 
ect covers  the  ballistic  flight  phase  of  the 
man-in-space  program. 

Pharmacy  Airborne,  initiated  in  1954  by 
the  pharamists  as  an  area  meeting  vehicle, 
expanded  to  an  interprofessional  trio  of  meet- 
ings in  1959,  and  this  year  is  being  developed 
to  include  the  three  health  professions. 

Dr.  Kuettner  will  speak  at  each  of  three 
meetings,  the  kick-off  dinner  being  at  Hotel 
Paxton  in  Omaha ; Cocktail  hour,  6-7 ; din- 
ner at  7 :00  on  Saturday  evening,  October  1. 
Men  are  invited  to  bring  their  wives,  and 
professional  ladies  are  welcome  to  bring 
their  husbands.  Although  his  talk  could  be 
highly  technical  and  scientific.  Dr.  Kuettner 
indicates  he  will  speak  in  lay  terms. 

Dr.  Kuettner,  an  associate  of  Dr.  Wernher 
von  Braun,  and  recommended  to  the  Nebras- 
ka health  professions  by  the  latter,  will  fly 
from  Omaha  to  Alliance  on  the  morning  of 
October  2,  along  with  interested  delegations 
from  the  Nebraska  State  Medical  Associa- 
tion, the  Nebraska  Dental  Association  and 
the  Nebraska  Pharmaceutical  Association. 

An  interprofessional  Golf  Tournament  is 
being  arranged  in  Alliance  for  Sunday  after- 


noon, as  it  is  the  annual  autumn  event  in 
Western  Nebraska.  Dinner  and  the  eve- 
ning program  will  be  at  the  Elks  Club. 

Monday  morning,  the  flight  will  continue 
to  Lincoln  where  the  passengers  and  Dr. 
Kuettner  will  meet  that  evening  with  prac- 
titioners of  the  three  professions  at  a stag 
dinner  at  Hotel  Cornhusker. 

Born  in  Breslau,  Germany,  in  1909,  Dr. 
Kuettner  received  his  doctorate  in  law  at 
the  age  of  21  at  University  of  Breslau,  and 
his  doctorate  in  physics  at  the  University  of 
Hamburg  in  1939. 

During  World  War  II,  Dr.  Kuettner  flight- 
tested  advanced  airplanes  (including  the 
manned  V-1  version)  in  the  German  Aircraft 
Industry. 

He  came  to  the  United  States  in  Decem- 
ber, 1948,  and  joined  the  Air  Force  Cam- 
bridge Research  Center.  He  was  in  charge 
of  geophysical  flight  research  using  high- 
altitude  sailplanes  and  jet  aircraft.  At  the 
same  time,  he  was  Scientific  Director  of  the 
Mt.  Washington  Observatory. 

In  1958,  Dr.  Kuettner  joined  the  Army 
Ballistic  Missile  Agency,  now  National 
Aeronautics  and  Space  Administration’s 
Marshall  Space  Flight  Center  at  Huntsville, 
Alabama. 

He  has  flown  sailplanes  to  altitudes  of 
over  43,000  feet,  establishing  several  inter- 
national records. 

The  man  comes  well  equipped  to  bring  Ne- 
braska’s professional  men  a brief  picture  of 
a project  so  advanced  as  to  sound  like  a 
fairytale  compared  to  a very  few  years  ago. 

Invitation  letters  and  reservation  fonns 
will  reach  members  of  the  trio  of  professions 
in  mid-September.  In  the  meantime,  reserve 
the  evening  of  choice.  Husbands  and  wives 
are  invited  to  Omaha  and  Alliance,  Lincoln 
is  stag. 


Specific  Principles  Embodied  in  the  Term 
“Blue  Shield  Concept” — 

In  the  course  of  its  report  on  the  relation- 
ship between  Blue  Shield  Plans  and  the 
American  Medical  Association,  adopted  at 
the  1960-session  of  the  House  of  Delegates 
of  the  A.M.A.,  the  Council  on  Medical  Serv- 
ice made  a declaration  of  “Specific  Prin- 
ciples’’ embodied  in  the  term  “Blue  Shield 
Concept.”  These  principles  are  as  follows : 


Dr.  J.  P.  Kuettner 
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“1.  Acceptance  of  leadership  by  the 
medical  profession  in  sponsoring  or 
approving  mechanisms  for  assisting 
the  public  in  meeting  medical  care 
costs. 

“2.  The  use  of  the  prepayment  mecha- 
nism in  spreading  the  cost  of  health 
care  on  a rating  basis  to  make  it  pos- 
sible for  plans  to  assist  people  to 
meet  the  costs  of  health  care. 

“3.  Physician  participation  to  make  it 
feasible  for  plans  to  provide  con- 
tinued leadership  in  experimentation 
in  the  improvement  and  expansion 
of  benefits  to  subscribers. 

“4.  jNIedical  society  representation  in  de- 
termination of  policy  to  prevent  in- 
terference with  the  right  of  the 
physician  in  exercising  professional 
judgment  in  rendering  medical  care 
and  to  assure  that  the  scope  of  bene- 
fits and  benefit  allowances  of  the 
plan  are  fair  to  both  patient  and 
physician. 

“5.  ]\Iedical  society  cooperation  in  pre- 
venting abuses  of  the  patient,  physi- 
cian or  plan. 

“6.  Freedom  of  choice  of  physician  for 
each  patient.” 

The  Council  also  urged  physicians  and 
component  and  constituent  medical  societies 
to  consider  endorsement  and  identified  Blue 
Shield  Plans,  organized  and  operated  to  im- 
plement these  principles,  as  “.  . . a proper 
economic  arm  of  the  medical  profession.” 

The  Administration’s  Medical  Care  Bill  As 
Viewed  by  Vice  President  Nixon — 

On  June  23,  1960,  Vice  President  Nixon 
wrote  a letter  to  the  Nebraska  State  Medical 
Association  expressing  his  appreciation  for 
the  communication  we  had  sent  him  express- 
ing our  views  on  medical  care  of  the  aged. 
With  this  letter  came  a copy  of  Mr.  Nixon’s 
statement  issued  on  May  8th,  concerning  the 
Administration’s  Medical  Care  program. 
That  statement  follows : 

The  Administration  Medical  Care  Bill  de- 
serves the  support  of  all  Americans  who  rec- 
ognize the  need  for  better  medical  care  for 
the  aged  and  who  want  to  meet  that  need 
without  adopting  a program  which  would 
open  the  door  for  socialized  medicine,  as 
would  the  Forand  Bill. 


It  is  superior  to  the  Forand  Bill  in  these 
respects : 

1.  The  Administration  Bill  provides  cov- 
erage for  twelve  and  a half  million 
people  over  65  who  do  not  have  the 
resources  or  the  opportunity  to  obtain 
adequate  health  insurance  coverage. 

The  Forand  Bill  provides  no  cover- 
age v'hatever  for  four  million  aged 
people  who  are  not  covered  bj^  social 
security.  Over  two  million  of  these 
four  million  have  incomes  of  less  than 
$1,000.00  a year.  This  important 
group  of  two  million  is  covered  by  the 
Administration  Bill. 

2.  Under  the  Administration  Bill  those 
who  are  eligible  for  the  program  have 
complete  freedom  of  choice  as  to 
whether  they  desire  to  participate  in 
it  or  to  provide  for  their  own  protec- 
tion on  an  individual  basis. 

The  Forand  Bill  compels  all  those 
on  social  security  to  participate  in  the 
program  regardless  of  whether  they 
need  it  or  want  it. 

3.  The  Administration  Bill  provides  for 
the  use  of  virtually  all  medical  facili- 
ties and  services,  including  medical, 
nursing  and  other  health  services,  in 
the  patients’  own  homes,  thereby  serv- 
ing the  need  of  the  patient  most  effec- 
tively and  economically. 

The  Forand  Bill  would  put  a still 
heavier  load  on  already  overburdened 
hospitals  and  skilled  nursing  homes, 
since  its  benefits  are  available  only  in 
institutions.  In  effect,  in  order  to  get 
the  benefits  of  the  program,  those  par- 
ticipating would  be  forced  to  go  to 
hospitals  and  nursing  homes,  even 
when  they  did  not  desire  to  do  so. 

4.  The  Administration  Bill  preserves  the 
opportunity  for  private  insurers  to 
continue  to  expand  their  insurance 
coverage  for  the  aged.  The  Forand 
Bill  would  inevitably  curtail  the  op- 
portunity for  continued  growth  in  the 
coverage  and  adequacy  of  voluntary 
health  insurance  and  would  set  up  ir- 
resistible pressures  for  establishing  a 
compulsory  health  insurance  program 
for  all  people  regardless  of  age  — a 
development  which  inevitably  would 
lead  to  the  socializing  of  the  medical 
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profession.  Importantly,  the  Admin- 
istration program  avoids  that  threat 
because  of  its  basic  voluntary  nature. 

5.  The  Administration  program  provides 
a comprehensive  ten-point  benefit  pro- 
gram which  would  substantially  meet 
the  costs  of  long  term  or  other  expen- 
sive illness.  The  Forand  Bill  provides 
only  a three-point  benefit  program 
limited  to  the  first  dollar  costs  in- 
volved in  institutional  care  and  sur- 
gery. In  a nut-shell,  the  Administra- 
tion Bill  offers  the  best  protection 
against  the  costs  of  catastrophic  ill- 
ness. 

The  difference  between  the  Administra- 
tion’s program  and  the  Forand  Bill  goes  to 
the  fundamental  nature  of  our  free  society. 
The  Forand  Bill  and  similar  plans  would  set 
up  a great  state  program  which  inevitably 
would  head  in  the  direction  of  herding  the 
ill  and  elderly  into  institutions  whether  they 
desired  this  or  not.  Such  a state  program 
would  threaten  the  high  standards  of  Amer- 
ican medicine. 

The  Administration  program  recognizes 
the  medical  problems  of  the  elderly  but  pre- 
serves our  basic  American  principle  — a 
freedom  of  choice.  This  would  permit  elder- 
ly citizens  who  need  medical  care  to  accept 
institutional  treatment  if  they  desired  and 
would  also  enable  them  to  stay  home  — a 
choice  which  many  of  them  undoubtedly 
would  take  — and  still  receive  the  medical 
care  which  they  need  in  the  advanced  years 
of  life. 

Blues  Chosen  by  Large  Percentage  of 
Civil  Service  Employees — 

Blue  Cross-Blue  Shield  led  all  other  organ- 
izations in  the  enrollment  of  federal  workers 
who  became  eligible  for  coverage  under  the 
Federal  Employee  Health  Benefits  legisla- 
tion enacted  last  year,  it  was  reported  in 
Chicago  recently  by  the  national  Blue  Cross 
and  Blue  Shield  associations.  A spokesman 
for  the  Blue  Cross  and  Blue  Shield  national 
offices  said  that  more  than  55  per  cent  of 
the  estimated  1,695,000  federal  workers  who 
selected  health  benefits  coverage  from  among 
the  38  programs  available  chose  to  enroll  in 
Blue  Cross-Blue  Shield. 

Nearly  complete  tabulations  of  the  dis- 
tribution of  enrollment  between  the  various 
programs  which  were  released  by  the  Civil 
Service  Commission  in  late  July  indicated 


that  enrollment  in  Blue  Cross-Blue  Shield 
was  more  than  twice  as  large  as  enrollment 
in  the  government-wide  indemnity  benefits 
program  provided  through  the  Aetna  Life 
Insurance  Company  which  enrolled  about 
150,000  government  workers  compared  to 
the  Blue  Cross-Blue  Shield  enrollment  of 
935,000.  All  other  programs,  including 
those  offered  by  government  employee  and 
group  health  organizations,  accounted  for 
but  19  per  cent  of  the  total  enrollment,  or 
approximately  325,000  enrollees. 

In  discussing  the  preliminary  enrollment 
totals  announced  by  the  Civil  Service  Com- 
mission, representatives  of  the  Blue  Cross 
Association  and  the  National  Association  of 
Blue  Shield  Plans  said  that  the  selection  of 
Blue  Cross-Blue  Shield  by  nearly  a million 
federal  employees  represented  “an  over- 
whelming vote  of  confidence  in  these  com- 
munity oriented  organizations’’  and  made  the 
programs  offered  by  the  “Blue  Plans”  the 
“coverage  of  choice”  among  employees  of 
the  Federal  Government. 

The  Blue  Cross  and  Blue  Shield  spokes- 
men also  called  attention  to  the  fact  that  a 
breakdown  of  enrollment  totals  showed  that 
government  employees  chose  the  high  level — 
higher  cost  benefits  program  in  preference 
to  the  low  benefit  — lower  cost  option  of- 
fered by  Blue  Cross-Blue  Shield  in  a "ratio 
of  about  four  to  one.  The  high  level  benefit 
programs  offered  by  other  organizations 
were  similarly  preferred  to  the  low  cost  — 
low  level  coverage  these  spokesmen  said,  in- 
dicating that  federal  workers  share  with  the 
public  at  large  a desire  to  have  a compre- 
hensive degree  of  coverage  in  preference  to 
that  of  minimal  standards  and  that  people 
are  prepared  to  pay  the  additional  price  for 
broader  forms  of  protection. 

Medicine  in  the  News 

From  the  Neligh  News  (Date  June  30th) — 

Last  week  the  house  of  representatives 
passed  a bill  calling  for  medical  aid  for  aged. 

Now  taxpayers  can  expect  a big  increase 
in  their  Social  Security  payments.  Everyone 
will  be  required  to  pay  the  fiddler,  not  just 
the  businessman. 

This  in  our  book  is  the  first  step  toward 
socialized  medicine  and  believe  us,  we  are 
against  it. 

The  prize  remark  on  the  subject  was  made 
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last  week  when  an  individual  made  the  state- 
ment that  someone  should  have  shot  Town- 
send when  he  found  the  two  ladies  digging 
for  food  in  the  garbage  cans. 

From  the  Franklin  Sentinel — 

Between  the  potatoes,  the  beef  and  the 
hypodermic  needle,  people  in  Franklin  have 
never  had  it  so  good. 

The  Doctors  Doering  and  Thomas,  men 
dedicated  to  solving  the  ills  of  the  human 
race,  seem  equally  determined  to  feed  at 
least  a part  of  it. 

Dr.  Doering  bought  over  2,000  pounds  of 
seed  potatoes  in  iSIay,  and,  with  a crew  of 
helpers,  cut  them  up  and  planted  a six  acre 
field  with  them.  Now  they  are  ready  to  be 
de-bugged  and  cultivated.  Soon  Franklin 
residents  will  enjoy  them  on  their  dinner 
tables. 

Dr.  Thomas  is  the  proud  owner  of  13 
heifers  and  was  hopefully  anticipating  13 
little  calves  about  the  time  Dr.  Doering  was 
cutting  up  his  potatoes. 

And  so,  Franklin’s  “medics”  provide  sev- 
eral elements  for  health  and  well-being ; car- 
bohydrates, protein  and  antibiotics. 

From  the  Omaha  World-Herald — 

Two  honors  have  been  accorded  Dr.  Vic- 
tor E.  Levine,  Omaha,  former  chairman  of 
the  Department  of  Biochemistry  at  the 
Creighton  University  School  of  Medicine. 

He  has  been  invited  to  be  an  officer  of 
the  board  and  associate  regent  examiner  for 
chemistry  by  the  American  Board  of  Bio- 
Analysts. 

He  will  also  have  his  portrait  added  to  the 
collection  of  the  National  Libraiy  of  Medi- 
cine in  Washington. 

According  to  Samuel  Lazerow,  assistant  li- 
brarian, Dr.  Levin’s  portrait  will  be  in  a col- 
lection of  photographs  and  prints  of  “out- 
standing medical  men  of  the  past  four  hun- 
dred years. 

The  collection  is  being  enlarged  by  an  ad- 
dition of  contemporaries  “who  have  made 
significant  contributions  to  medical  sci- 
ences,” Mr.  Lazerow  said. 

From  the  Beaver  City  Times-Trihune — 

A Harlan  county  man  who  grew  up  in  the 


quiet  atmosphere  of  Stamford,  now  finds 
himself  in  the  strife-torn  African  republic. 

Dr.  Clifford  Weare  is  a medical  mission- 
ary, stationed  at  Wema  where  he  is  in 
charge  of  the  hospital  in  the  Republic  of  the 
Congo. 

Dr.  Weare  is  a 1943-graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine.  He 
served  with  the  Navy  during  the  war  and 
then  entered  private  practice  with  his  broth- 
er with  whom  he  practiced  for  ten  years  be- 
fore entering  mission  work.  Dr.  Weare  has 
been  at  Wema  for  the  past  two  years. 


Human  Interest  Tales 

Dr.  Alfredo  Figaredo,  Puerto  Rico,  has 
joined  the  staff  at  the  Norfolk  State  Hos- 
pital. 

Drs.  Dean  A.  McGee  and  Wm.  B.  Long, 
Lexington,  have  closed  their  part-time  office 
in  Overton. 

Dr.  H.  F.  Elias,  Beatrice,  attended  the 
Rocky  IMountain  Cancer  Conference  in  Den- 
ver, in  July. 

Dr.  Stanley  Serbousek,  Spokane,  Washing- 
ton, has  joined  the  staff  of  the  Slagle  Clinic 
in  Alliance. 

Dr.  Earl  F.  Leininger,  McCook,  is  con- 
valescing at  home  following  surgery  in  a 
Denver  hospital. 

Dr.  Harlan  Jorgensen,  Omaha,  has  joined 
Dr.  Robert  L.  Heins  of  Falls  City  in  the 
practice  of  medicine. 

Dr.  C.  R.  Brott,  Beatrice,  attended  the 
July  meeting  of  the  Rocky  jMountain  Cancer 
Conference  in  Denver. 

Dr.  John  H.  Brush,  Omaha,  was  a guest 
speaker  at  the  Northwest  Proctologic  So- 
ciety in  Seattle  in  June. 

Dr.  L.  H.  Cowan,  Lewellen,  has  closed  his 
office  in  this  city  and  has  moved  to  Ogallala 
where  he  has  resumed  practice. 

Dr.  James  E.  Bridges,  Omaha,  has  recent- 
ly moved  to  Fremont  where  he  is  associated 
with  Dr.  Joseph  R.  Simmons. 

Dr.  John  C.  Denker,  Omaha,  recently 
opened  his  office  for  the  practice  of  medicine 
at  ^"alley.  Dr.  Denker  is  a native  of  \^alley. 

Dr.  Michael  Sorrell,  Omaha,  moved  his 
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family  to  Tecumseh,  in  July,  where  he  is 
now  associated  with  Dr.  John  C.  Schutz. 

Dr.  and  Mrs.  C.  R.  Williams,  Syracuse, 
were  hosts  to  the  members  of  the  Otoe  Coun- 
ty Medical  Society  at  their  June  meeting. 

Dr.  Jim  Carson  and  family  of  Omaha  are 
new  residents  of  Osceola  where  Dr.  Carson 
is  now  associated  with  Dr.  John  L.  Blodig. 

Dr.  H.  H.  Brinkman,  Omaha,  recently  re- 
ported a burglary  in  his  office.  An  undeter- 
mined amount  of  cash  was  taken  from  a 
safe. 

Dr.  Duane  Mabeus,  a 1959  graduate  of 
Creighton  University  School  of  Medicine,  is 
now  doing  hospital  work  in  Bangkok,  Thai- 
land. 

Dr.  M.  D.  Mathews,  Omaha,  has  moved 
his  family  to  St.  Paul,  Nebraska,  where  he 
has  opened  his  office  for  the  practice  of 
medicine. 

Dr.  Clarence  A.  Stratman,  Omaha,  has 
joined  Drs.  A.  W.  Abts  and  Joseph  F.  Borg- 
hoff  of  Omaha  in  the  practice  of  medicine,  at 
Elkhorn,  Nebraska. 

Dr.  Tom  Calvert,  Lexington,  has  left  this 
city  to  become  associated  with  Dr.  R.  E. 
Kopp  of  Plainview.  Dr.  Calvert  practiced  in 
Lexington  for  a year. 

Dr.  Speed  R.  Rathbun,  Crawford,  was  re- 
cently initiated  as  an  honorary  member  of 
Beta  Beta  Beta  National  Honor  Fraternity 
at  a regular  meeting  of  the  society. 

Dr.  James  R.  Allan,  Hartington,  has  an- 
nounced that  he  will  leave  this  city  and  move 
to  Excelsior  Springs,  Missouri,  where  he 
will  be  associated  with  a new  hospital. 

Dr.  Donald  D.  McLean,  Lincoln,  has  been 
named  director  of  the  Lincoln  and  Lancaster 
County  Child  Guidance  Center.  He  has  been 
medical  director  of  the  center  since  1959. 

Dr.  Robert  Faust  and  family  are  residing 
in  Atkinson  temporarily  where  Dr.  Faust 
is  associated  with  Dr.  James  E.  Ramsay 
while  waiting  his  call  for  military  service. 

Dr.  and  Mrs.  A.  L.  Smith,  Sr.,  Lincoln, 
visited  Europe  in  August.  While  abroad.  Dr. 
Smith  presented  two  talks  on  angina  pec- 
toris, one  in  Vienna  and  one  in  Basel,  Swit- 
zerland. 

Dr.  William  A.  Schmidt,  Omaha,  has  re- 
signed as  clinical  director  of  the  Children’s 


Therapy  Center  to  accept  a position  at  the 
Charles  S.  Wilson  Memorial  Hospital  in 
Johnson  City,  New  York. 

Dr.  R.  Paul  Hoff  and  family  have  moved 
from  Spokane,  Washington,  to  Seward 
where  Dr.  Hoff  is  associated  with  Drs. 
James  W.  Carr,  Richard  M.  Pitsch  and  V. 
Robert  Watson. 

The  members  of  the  newly  completed 
Kearney  Clinic  moved  into  their  new  build- 
ing in  July.  The  new  building  has  a total 
of  30  rooms  for  medical  use.  Dr.  B.  M. 
Stevenson  is  the  newest  member  to  join  the 
clinic. 

The  University  of  Nebraska  Board  of  Re- 
gents has  appointed  Dr.  Merrill  T.  Eaton, 
formerly  with  the  University  of  Kansas 
Medical  Center,  as  clinical  director  of  adult 
out-patient  services  at  the  Nebraska  Psychi- 
atric Institute. 

Harlan  Johnson,  M.D.,  a graduate  of  the 
University  of  Nebraska  College  of  Medicine, 
recently  began  a practice  in  Falls  City,  Ne- 
braska. He  will  be  located  at  1910  Chase 
in  the  Heins  Building  and  will  be  associated 
with  Robert  L.  Heins,  M.D. 

Drs.  Paul  Bancroft  and  Warren  Engel- 
hard, Lincoln,  have  received  a grant  of 
$2,804  from  the  American  Society  of  ’ En- 
gineers for  research  in  intestinal  viruses  in 
drinking  water  in  an  effort  to  find  a more 
simple  method  of  testing  for  viruses. 

Dr.  J.  C.  Maly,  Fullerton,  will  attend  the 
University  of  Pennsylvania  medical  school 
beginning  in  September  for  a year’s  post- 
graduate course  in  surgery.  Dr.  John  J. 
Connolly,  Omaha,  recently  joined  Dr.  Maly 
in  the  practice  of  medicine,  and  following  his 
course  in  surgery.  Dr.  Maly  will  return  to 
Fullerton  to  continue  his  practice. 


Announcements 

Nebraska  Division  American  Cancer  Society 
Calls  Attention  To — 

The  Fourth  National  Cancer  Conference 
which  will  be  held  September  13-15,  1960, 
at  the  University  of  Minnesota,  Minneapolis, 
Minn.  Sponsored  by  the  American  Cancer 
Society  and  the  National  Cancer  Institute, 
the  Conference  will  summarize  recent  de- 
velopments in  cancer  research  and  clinical 
cancer. 

Presented  once  every  four  years,  the  gen- 
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eral  theme  of  the  1960  three-day  session  is, 
“Changing  Concepts  Concerning  Cancer.” 
Each  morning  will  be  devoted  to  a major 
address,  followed  by  a general  session.  Three 
simultaneous  site  panels  are  scheduled  for 
each  afternoon. 

The  Conference  agenda  is  as  follows : 

— September  13.  Address:  Dr.  IVIichael  B. 
Shimkin,  Bethesda,  IMd.,  on  Conference 
theme,  “Changing  Concepts  Concerning  Can- 
cer.” General  Session:  Etiolog>%  by  Dr. 
Howard  B.  Andervont.  Panel:  Dr.  Edward 
F.  Lewison  (Breast) ; Dr.  Alton  B.  Oshsner 
(Lung)  ; Dr.  Joe  V.  Meigs  (Female  Genital 
Tract). 

— September  14.  Address:  “Frontiers  in 
Biology  and  Cancer  Research,”  Dr.  George 
W.  Beadle,  Pasadena,  Calif.  General  Ses- 
sion: Dr.  Warren  H.  Cole,  “Pathogenesis 
and  Spread.”  Panel:  Dr.  Reed  M.  Nesbit 
(Male  Genitourinary  Tract) ; Dr.  I.  S.  Rav- 
din  (Cancer  of  the  Gastrointestinal  Tract) ; 
Dr.  Sidney  Farber  (Leukemias  and  Lym- 
phomas). 

— September  15.  Address:  “Care  of  the 
Advanced  Cancer  Patient,”  Dr.  Herman  E. 
Hilleboe,  Albany,  N.Y.  General  Session : 
“Cancer  Therapy,”  Dr.  Owen  H.  Wangen- 
steen. Panel:  Dr.  T.  B.  Fitzpatrick  (Can- 
cer of  the  Skin)  ; Dr.  William  S.  MacComb 
(Cancer  of  the  Head  and  Neck) ; Dr.  John 
R.  Heller  (Cancer  Control-. 

A summary  panel  at  the  conclusion  of  the 
Conference  will  be  conducted  bj’  Dr.  Eugene 
Pendergrass. 

In  addition,  a tour  of  the  Mayo  Clinic  in 
Rochster,  Minn.,  on  Monday,  September  12, 
and  a tour  of  the  University  of  Minnesota 
School  of  Medicine  on  Friday,  September  16, 
have  been  arranged. 

Advance  registration  is  urged.  Programs, 
reservation  cards  and  registration  cards  can 
be  obtained  from  the  Nebraska  Division  of 
the  American  Cancer  Society  at  4201  Dodge 
Street,  Omaha  31,  Nebraska. 

Fourth  National  Cancer  Conference 
fleets  September  13-1.5,  1960 — 

Program  arrangements  are  completed  and 
announcements  being  distributed  for  the 
Fourth  National  Cancer  Conference  in  Min- 
neapolis (University  of  Minnesota)  in  Sep- 
tember. The  A.C.S.  and  N.C.I.  join  forces 
every  four  years  for  a national  conference 


that  brings  together  outstanding  clinicians 
and  investigators  for  discussion  and  ap- 
praisal of  the  progress  made  in  the  diag- 
nosis and  treatment  of  cancer. 

The  theme  of  this  3 - day  meeting  is 
Changing  Concepts  Concerning  Cancer.  In 
addition  to  general  sessions  (mornings),  and 
panel  discussions  (afternoons),  there  will  be 
one  evening  panel  discussion  (Sept.  14) 
which  is  intended  for  both  professional  and 
lay  audiences. 

It  is  expected  that  this  conference  will  at- 
tract a larger  attendance  than  any  of  the 
three  previous  ones.  The  excellent  facilities 
of  the  University  and  its  foremost  Medical 
Center  provide  an  appropriate  setting  for 
this  kind  of  gathering. 


Postgraduate  Medical  Seminar  Cruise — 

Duke  University  Medical  School  is  spon- 
soring a postgraduate  Medical  Seminar 
Cruise  to  the  West  Indies  this  fall  aboard  the 
new  Kungsholm,  Sweden’s  largest  trans-At- 
lantic liner  and  cruise  ship.  The  luxury  ship 
will  sail  from  New  York  on  November  9, 
visit  the  Virgin  Islands  and  San  Juan,  Puer- 
to Rico,  and  return  to  New  York  on  Novem- 
ber 18. 

Shipboard  lectures  in  medicine,  pediatrics, 
and  surgery  will  be  given  by  professors  in 
these  subjects  from  Duke  University.  The 
instructional  program  will  provide  twenty 
hours  credit  towards  postgraduate  require- 
ments of  the  A.C.G.P.,  but  will  be  also  of 
interest  and  value  to  the  specialist. 

Additional  information  and  program  may 
be  obtained  by  writing  W.  IM.  Nicholson, 
M.D.,  Assistant  Dean  for  Post  Graduate 
Medical  Education,  Duke  University  Medical 
Center,  Durham,  South  Carolina. 

Medical  Continuation  Courses  To  Be  Presented 
At  the  Center  for  Continuation  Study, 

University  of  Minnesota — 

October  3-5,  1960 — Obstetrics  for  General 
Physicians 

October  20-22,  1960  — Dermatology  for 
General  Physicians 

October  31-November  4,  1960 — Radiologj' 
for  Specialists  (Therapy) 

November  7-9,  1960  — Physical  Medicine 
for  Specialists 
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November  16-18,  1960  — Ophthalmology 
for  General  Physicians  (Refraction). 

December  1-3,  1960 — Orthopedic  Surgery 
for  Orthopedic  Surgeons  and  General 
Physicians 

January  3-7,  1961  — Introduction  to  Elec- 
trocardiography for  General  Physicians 

January  26-28,  1961  — Otolaryngology  for 
Specialists 

For  further  information  concerning  the 
above  courses,  write  to  the  Director,  Depart- 
ment of  Continuation  Medical  Education, 
1342  Mayo  Memorial,  Univei’sity  of  Minne- 
sota, Minneapolis  14,  Minnesota. 


World  Congress  on  Psychiatry — 

The  Third  World  Congress  of  Psychiatry, 
June  4-10,  1961,  Montreal,  Canada,  is  being 
held  at  the  invitation  of  McGill  University 
and  under  the  auspices  of  the  Canadian  Psy- 
chiatric Association.  Meeting  on  the  Amer- 
ican Continent  for  the  first  time,  the  Con- 
gress is  expected  to  attract  some  3,000  dele- 
gates from  62  nations.  Representatives  will 
come  from  psychiatiy  and  such  allied  fields 
as  general  medical  practice,  psychology,  bio- 
chemistry, nursing,  sociology,  anthropology, 
social  work,  and  pharmacology". 

Copies  of  the  Second  Announcement, 
which  carry  information  regarding  program 
and  registration,  may  be  obtained  by  writ- 
ing the  General  Secretary,  III  World  Con- 
gress of  Psychiatry,  1025  Pine  Avenue  West, 
Montreal  2,  P.Q.,  Canada. 


News  and  Views 

The  Doctor  As  a Citizen — 

The  July  issue  of  The  P.R.  Doctor  is  a 
“Special  Citizenship  Issue.”  The  physician 
is  urged  to  take  an  active  part  in  politics 
staying,  of  course,  within  the  bounds  of  the 
Code  of  Ethics.  The  medical  societies  are 
more  strictly  circumscribed  in  political  ac- 
tivities than  the  individual,  largely  from  the 
legal  point  of  view,  yet  there  are  many 
things  the  county  society  may  do  that  are 
legal  and  ethical.  The  medical  society  may 
safely  mimic  other  groups  such  as  Kiwanis, 
the  American  Farm  Bureau  Federation,  the 
American  Heritage  Foundation,  and  the  Na- 
tional Chamber  of  Commerce.  The  society 
can  join  hands  with  other  local  groups  in 
study  and  investigation  and  in  working  out 


plans  for  preserving  our  free,  private  enter- 
prise system  of  government  and  of  life. 

For  the  individual  physician,  the  follow- 
ing “basics”  of  citizenship  are  suggested : 

— The  doctor’s  primary  duty  as  a citizen 
is  to  be  the  guide  and  source  of  authority  in 
all  health  matters  relating  to  his  community. 
This  is  an  all-year-round  civic  responsibility, 
which  his  training  and  experience  have 
qualified  him  to  handle  better  than  any  oth- 
er person  in  the  community. 

— The  doctor  should  openly  identify  him- 
self with  the  party  of  his  choice,  and  vote 
regularly  at  all  elections. 

— The  doctor  should  make  an  investment 
in  democracy  by  contributing  liberally  fi- 
nancially to  the  party  of  his  choice. 

— The  doctor  should  encourage  patients 
and  others  with  whom  he  comes  in  contact 
to  register  and  vote  in  all  elections. 

— The  doctor  should  keep  informed  on 
candidates  and  issues,  and  let  others  know 
where  he  stands  politically. 

— The  doctor  can  help  candidates  of  his 
choice  by  such  means  as  displaying  cam- 
paign literature  in  his  waiting  room. 

— The  doctor  should  devote  as  much  time 
as  his  profesional  duties  permit  to  working 
for  good  government  and  for  the  political 
party  of  his  choice. 

Hepatitis  More  Prevalent — 

We  note  from  the  Nebraska  Morbidity  Re- 
port dated  June  30,  1960,  that  hepatitis  has 
increased  in  frequency  more  than  threefold, 
in  Nebraska.  For  the  six  months  ending 
June  30,  144  cases  were  reported,  whereas 
for  the  same  period  in  1959,  there  were  45 
cases,  and  in  1958,  44  cases.  During  June, 
the  largest  number  were  reported  from 
Douglas  County  (11)  and  the  second  largest, 
from  Wayne  (5). 

For  the  same  six-month  period  in  1958, 
there  were  66  cases  of  tuberculosis  reported, 
while  in  1960,  the  number  increased  to  106. 

The  End  of  “Hadacol” — 

An  almost  unobserved  statement  by  Fed- 
eral referee  to  the  creditors  of  the  bankrupt 
Le  Blanc  Corporation  indicates  the  end  of 
a widely  promoted  product. 

“Hadacol”  was  first  launched  in  1938  as 
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a wonder  diet  supplement  containing  proper- 
ties of  old-time  Indian  remedies.  In  rural 
southern  areas,  the  product  was  later  taken 
o\’er  bv  Senator  Le  Blanc  of  Louisiana  who 
applied  promotion  techniques  that  zoomed  its 
sales  to  unbelievable  figures.  Famous  stars 
of  the  entertainment  world,  network  radio 
and  even  television  ai'e  reported  to  have  pro- 
duced lush  profits  for  the  Senator. 

The  product  has  been  described  as  an  al- 
coholic concoction  of  vile  odor  and  content 
whose  phenomenal  sales  reflect  upon  the  ig- 
norance of  the  patent  medicine  buyer  as  well 
as  the  avarice  of  some  advertising  media. 

The  corporation  was  sold  for  more  than 
eight  million  dollars  in  1951,  and  bankruptcy 
proceedings  began  shortly  thereafter.  In 
1954,  the  firm  was  declared  bankrupt  but  its 
complicated  affairs  have  taken  more  than  6 
years  to  unravel. 

Stati.s<tics  on  the  Aged  Differ — 

The  utilization  of  short-term  general  hos- 
pitals by  persons  65  years  of  age  and  over 
when  studied  by  different  methods  may  pro- 
duce conflicting  data.  Depending  upon  the 
method  used  for  measurement,  the  aged  may 
be  shown  to  be  using  either  two,  three  or 
even  four  tim.es  as  much  hospital  care  as 
used  by  those  below  age  65. 

As  described  in  the  Wisconsin  Medical 
Journal,  these  differing  statistics  result  from 
the  use  of  one  of  the  four  main  methods  of 
determining  hospital  utilization.  These 
methods  include  a survey  of  the  population, 
a study  of  patient  admissions  or  discharges 
from  the  hospital,  a patient  inhospital  cen- 
sus study  or  studies  based  on  insurance 
claims  paid. 

To  make  the  data  more  reliable  statistics 
must  be  based  upon  principles  of  sound  so- 
cial science  research.  If  reliable  information 
is  to  i-esult,  the  aged  person  should  speak 
for  himself. 

Another  principle  is  to  use  a representa- 
tive sample  group.  In  this  respect  informa- 
tion gathei’ed  from  3,000  aged  persons  may 
be  as  accurate  as  that  provided  by  a study 
of  3,000,000  individuals.  It  is  also  impor- 
tant that  the  interviewer  or  research  work- 
er have  a uniform  training,  and  that  inter- 
view information  be  obtained  under  exactly 
similar  conditions. 

It  is  also  important  to  put  the  least  amount 


of  strain  upon  people’s  memories.  The  aver- 
age person  cannot  always  accurately  recall 
the  extent  of  illness  during  a previous  pe- 
riod of  time  and  should  not  be  expected  to 
provide  highly  technical  information. 

In  practice,  the  data  should  be  collected 
over  a sufficient  period  of  time,  and  the 
methods  chosen  must  depend  on  the  ques- 
tions to  be  answered  by  the  resulting  sta- 
tistics. As  an  example,  the  methods  for  so- 
cial science  research  may  be  different  if  the 
information  is  to  evaluate  the  teaching  fa- 
cilities of  a hospital  as  compared  to  a search 
for  data  for  an  indigent  care  program. 

In  the  planning  of  studies  on  hospital 
utilization,  it  is  important  to  accurately  de- 
fine what  is  meant  by  a hospital.  The 
definition  may  or  may  not  include  facilities 
for  mental  disease  and  may  or  may  not  in- 
clude data  based  upon  utilization  of  nursing 
or  convalescent  homes. 

Hospital  Disaster  Plans — 

Victims  of  a disaster  turn  immediately  to 
the  hospital  as  the  focal  point  of  medical 
care.  It  is  the  intent  as  well  as  the  obliga- 
tion of  the  medical  profession  to  give  sound 
scientific  medical  care  to  those  injured  by  a 
disaster.  In  meeting  these  objectives,  each 
hospital  should  have  a sound  disaster  plan. 

In  the  absence  of  a disaster  plan,  experi- 
ence, as  reported  in  the  Pennsylvania  Med- 
ical Journal,  the  best  effort  may  be  ineffec- 
tive. After  the  physician’s  work  is  com- 
pleted, it  may  be  concluded  that  although 
everyone  worked  hard  and  did  his  best,  the 
results  may  have  been  less  than  ideal.  An 
emergency  situation  should  not  be  an  ex- 
cuse for  a lessening  of  the  quality  of  medical 
care.  The  best  medical  care  for  the  victims 
of  a disaster  can  be  insured  if  the  hospital 
staff  will,  as  far  as  possible,  plan  in  ad- 
vance the  standard  procedures  that  will  most 
effectively  provide  good  care  for  a large 
number  of  patients  in  a short  time. 

The  hospital  plans  must  be  sufficiently 
comprehensive  to  cover  the  widest  possible 
conditions  likely  to  be  encountered,  but  must 
be  flexible  so  as  to  meet  local  situations  and 
conditions. 

To  be  practical,  the  plans  must  be  built 
around  the  capabilities  and  potentials  of 
local  people  who  can  be  expected  to  par- 
ticipate in  the  care  of  disaster  victims.  To 
be  effective,  these  plans  must  be  written  in 
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simple  and  clear  language  that  is  easily 
understood.  The  plans  must  also  be  coor- 
dinated with  other  community  agencies, 
such  as  civil  defense,  police,  fire,  and  utili- 
ties, if  the  hospital  and  its  plan  are  to  effec- 
tively function. 

The  Cost  of  Health  in  1960 — 

The  “average”  person  will  spend  about 
$105  in  1960  to  treat  disease,  to  avoid  dis- 
ease and  to  restore  fitness.  This  will  be 
about  $10  more  per  person  than  it  was  in 
1958  and  $5  more  than  in  1959.  Part  of  the 
rise  will  be  due  to  increasing  public  demand 
for  more  and  better  medical  care.  Part  will 
result  from  the  higher  costs  of  providing 
this  care. 

These  estimates  of  the  1960  health  spend- 
ing pattern  were  made  by  the  Health  Insur- 
ance Institute  and  really  indicate  no  dra- 
matic change  in  the  economics  of  health 
during  this  current  year.  Although  the  costs 
will  be  somewhat  higher,  the  higher  costs 
will  be  compensated  in  more  value  received. 
The  added  costs  in  dollars  will  be  substan- 
tially offset  by  rising  incomes  as  the  na- 
tion’s gross  national  product  increases.  Con- 
sequently, total  personal  expenditures  for 
health  will  comprise  approximately  six  per 
cent  of  total  outlay  for  all  personal  needs. 

About  two  families  in  five  will  have  at 
least  one  of  their  members  hospitalized  dur- 
ing the  year.  One  family  in  six  will  spend 
$500  or  more  on  health  care  services.  One 
in  five  will  spend  under  $50.  Of  the  $105 
spent  by  the  “average”  man,  woman,  or 
child,  $34  will  be  spent  for  hospital  services, 
$26  for  physician’s  services,  $28  for  medi- 
cines and  appliances,  about  $11  for  dentist’s 
services  and  slightly  over  $5  for  all  other 
medical  care. 

The  estimated  six  billion  dollars  expected 
to  be  spent  for  hospital  services  in  1960  will 
be  an  amount  greater  than  that  for  any 
other  single  part  of  modern  medical  care. 
Health  insurance  benefits  are  expected  to  pay 
more  than  half  of  this  total  hospital  bill. 

The  Woman's  Auxiliary 

AUXILIARY  PRESIDENT  STRESSES 
PERSONAL  CITIZENSHIP 

Doctors  and  their  wives  “must  answer  the 
call  of  courageous  citizenship”  to  preserve 
and  enhance  American  medicine’s  great 


heritage.  In  her  inaugural  message  as  the 
president  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  Mrs.  William 
Mackersie,  Detroit,  Mich.,  stressed  more  ac- 
tive personal  citizenship  as  a major  goal  for 
Auxiliary  members  during  the  year  ahead. 

Other  top  priority  projects  outlined  by 
Mrs.  Mackersie  include  recruitment  for 
health  careers,  positive  legislation  action  and 
fund-raising  for  the  nation’s  medical  schools. 

Mrs.  Mackersie  succeeds  Mrs.  Frank  Gas- 
tineau,  Indianapolis,  Indiana.  The  new 
president-elect  is  Mrs.  Harlan  English,  Dan- 
ville, Illinois. 

Other  Auxiliary  officers  installed  at  the 
37th  annual  convention  in  Miami  Beach  are: 
Mrs.  William  G.  Thuss,  Alabama,  first  vice 
president;  regional  vice  presidents  — Mrs. 
Hannibal  Hamlin,  Rhode  Island,  eastern; 
Mrs.  C.  Rodney  Stoltz,  South  Dakota,  north 
central;  Mrs.  W.  W.  Hubbard,  Tennessee, 
southern;  Mrs.  Hiram  D.  Cochran,  Arizona, 
western;  Mrs.  Charles  L.  Goodhand,  West 
Virginia,  treasurer;  Mrs.  T.  A.  Poska,  Cali- 
fornia, constitutional  secretary;  directors — 
Mrs.  David  C.  Boyer,  Colorado;  Mrs.  Robert 
D.  Croom,  Jr.,  North  Carolina;  Mrs.  Richard 
C.  Bellamy,  Texas. 

At  a luncheon  honoring  national  past 
presidents,  the  Auxiliary  presented  a check 
for  $170,230  to  the  American  Medical  Edu- 
cation Foundation.  For  the  first  time,  the 
“Ethel  Gastineau  Trophy”  was  awarded  to 
the  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association  for  outstanding 
efforts  on  behalf  of  the  A.M.E.F.  This  tro- 
phy was  presented  last  fall  to  Mrs.  Gasti- 
neau for  her  continuing  work  with  A.M.E.F. 
and  established  by  her  as  a travelling  trophy 
to  be  awarded  annually. 

A.M.E.F.  awards  of  merit  were  presented 
to  the  auxiliaries  of  the  following  state  medi- 
cal societies:  Hawaii,  Alaska,  Nevada,  New 
Hampshire,  Indiana,  Tennessee,  Wyoming, 
Arizona,  Ohio  and  Alabama.  The  national 
Auxiliary,  Mrs.  Gastineau  and  Mrs.  Karl  F. 
Ritter,  Lima,  Ohio,  also  received  merit 
awards. 

The  convention  in  brief : 

— Dr.  Edward  L.  Bortz,  Philadelphia,  for- 
mer A.M.A.  president,  said,  “The  time  has 
come  to  draw  up  a blueprint  on  how  to  live 
to  be  100  by  taking  advantage  of  the  health 
information  we  have  today.” 
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— Dr.  Louis  Orr,  then  A.M.A.  presi- 

dent, urged  members  to  a greater  awareness 
of  the  need  for  medical  knowledge,  supplies 
and  equipment  by  underdeveloped  nations 
throughout  the  world. 

— A water  safety  demonstration  by  the 
local  Red  Cross  pointed  up  the  importance 
of  safe  practices  while  swimming,  boating, 
and  skin  and  scuba  diving  as  a kick-off  to 
the  Auxiliary’s  new  safety  program  called 
“SWAT”  — Safe  Water  Activities  Train- 
ing. 

Other  business  sessions  were  devoted  to 
state  and  national  reports,  an  outstanding- 
film  program,  round  table  discussions  and 
speeches  by  A.IM.A.  staff  personnel  and  med- 
ical leaders. 

Registration  for  the  four-day  meeting  to- 
talled 2,202. 


fKnow  Your 

Blue  Shield  Plan 

Blue  Shield  and  the  Longer  View — 

Like  a somewhat  wayward  child.  Blue 
Shield  often  plays  the  role  of  favorite  whip- 
ping boy  for  the  doctors  who  created  it. 
Wherever  several  physicians  are  gathered  to- 
gether — in  staff  room,  committee  meeting 
or  on  the  second  tee  — someone  is  certain 
to  take  out  after  the  local  Blue  Shield  Plan. 

WTien  the  definitive  history  of  prepajunent 
is  written,  perhaps  one  may  trace  a falling 
rate  of  divorce  among  American  physicians 
who  have  worked  out  so  many  of  their  frus- 
trations, not  on  their  wives,  but  on  their 
Blue  Shield  Plans. 

Some  Blue  Shield  administrators  confess 
to  a wry  satisfaction  in  all  this  — recogniz- 
ing that  a parent  is  always  fussier  with  his 
own  offspring  than  with  a child  for  whom 
he  has  no  emotional  affinity. 

Blue  Shield  is  a vast  community  umbrella 
designed  to  ward  off  the  rain  of  medical 
adversity  which  falleth  alike  upon  the  just 
and  the  unjust.  It  serves  the  need  of  the 
average  man  as  best  it  may,  but  it  sometimes 
falls  a little  short  of  the  special  needs  or 
wishes  of  the  individual  patient  and  his  doc- 
tor. 

In  these  parlous  times,  when  the  Forand 
philosophy  seems  to  have  so  thoroughly  in- 


fected the  politicians  of  both  parties,  Ameri- 
can medicine  has  reasons  more  apparent 
than  ever  before  to  honor  those  medical  pio- 
neers who  built  Blue  Shield,  and  to  support 
the  civic  and  professional  leaders  who  today 
are  working  so  hard  to  make  Blue  Shield  an 
ever  more  effective  instrument. 

None  can  doubt  that  without  the  reality 
of  a strong  and  growing  Blue  Shield  move- 
ment during  the  1950’s,  America  would  long 
since  have  had  universal  compulsory  health 
insurance.  And  few  today  would  dispute  the 
proposition  that  if  American  medicine  es- 
capes the  thralldom  of  state  medicine  during 
the  go’s,  it  will  have  the  voluntary  prepay- 
ment movement  — chiefly  Blue  Shield  — to 
thank  for  its  good  fortune. 

Let’s  all  keep  a closer  eye  on  Blue  Shield 

— not  merely  to  discern  the  motes  in  its  eyes 

— but  to  encourage  it  to  do  the  best  job  it 
can  do  for  us  and  for  the  American  people. 


TUBERCULOSIS  ABSTRACTS 

MANAGEMENT  OF  PREGNANCY 
COMPLICATED  BY  TUBERCULOSIS 

The  general  practitioner  should  be  alert  to 
the  possibility  that  tuberculosis  may  be  present 
in  a pregnant  patient.  Good  results  for  both 
mother  and  child  may  be  anticipated  if  there  is 
careful  prenatal  and  postnatal  care  and  ade- 
quate treatment  of  the  tuberculosis  whenever 
it  is  active. 

Current  therapy  for  tuberculosis  has  led  to  treat- 
ment of  fewer  patients  in  tuberculosis  hospitals 
and  more  as  “outpatients”or  on  “home  care.”  Thus, 
the  management  of  the  tubei’culous  patient,  which 
previously  was  almost  exclusively  the  domain  of 
the  phthisiologist,  has  now  in  part  become  the  re- 
sponsibility of  the  general  practitioner. 

The  magnitude  of  the  problem  of  pregnancy  and 
tuberculosis  is  attested  by  the  following  statistics. 
Although  tuberculosis  has  declined  as  a cause  of 
death,  one  case  is  reported  every  six  minutes.  Tu- 
berculosis is  the  leading  cause  of  death  from  in- 
fectious diseases.  Furthermore,  of  the  approximate- 
ly four  million  births  a year  in  the  United  States, 
at  least  40,000  occur  in  women  with  tuberculosis. 
The  general  practitioner  should  take  an  active  part 
in  the  management  of  the  pregnant  patient  with 
tuberculosis,  just  as  he  does  in  the  patient  with 
diabetes  or  heart  disease. 

INCIDENCE 

The  reported  incidence  of  tuberculosis  complicat- 
ing pregnancy  depends  in  large  part  on  the  efforts 
made  to  diagnose  it.  At  The  New  York  Lying-In 
Hospital  from  1933  to  1945,  incidence  ranged  from 
0.4  to  0.7  per  cent.  With  the  establishment  of 
routine  chest  X rays  of  all  antepartum  patients  in 
June,  1945,  the  incidence  rose  to  1.5  to  2.0  per  cent. 
Objection  has  recently  been  raised  to  the  canying 
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out  of  routine  diagnostic  chest  X rays.  The  ques- 
tion may  be  asked:  Are  the  dangers  of  omitting  a 

chest  X ray  in  this  woman  greater  than  the  risks 
of  taking  it?  If  the  patient  gives  a positive  reac- 
tion to  tuberculin,  the  answer  is  yes.  However, 
until  the  tuberculin  test  becomes  routine  for  all 
antepailum  patients  in  each  pregnancy,  routine 
chest  X rays  with  proper  precautions  should  be  per- 
fomied. 

DIAGNOSIS  OF  TUBERCULOSIS 

The  degree  to  which  the  general  practitioner  con- 
siders tuberculosis  as  a possible  cause  of  symp- 
toms largely  determines  how  quickly  the  disease 
is  diagnosed.  Since  pulmonary  tuberculosis  is  mini- 
mal in  its  early  stages,  progression  and  advanced 
disease  may  be  avoided  by  early,  adequate  treat- 
ment. Not  infrequently  the  pregnant  patient  com- 
plains of  tiredness,  fatigue,  vague  chest  pains  — 
symptoms  that  may  occur  in  pregnancy  but  which 
are  also  present  in  tuberculosis.  The  tendency  to 
ascribe  these  symptoms  to  the  pregnancy  without 
further  investigation  may  be  disastrous  to  the  pa- 
tient. 

MEDICAL  TREATMENT  OF  PULMONARY 
TUBERCULOSIS 

The  practitioner  may  be  called  upon  to  treat  two 
types  of  pregnant  patients  with  tuberculosis.  The 
first  is  the  patient  known  to  have  tuberculosis  be- 
fore the  onset  of  pregnancy.  The  second  is  the  pa- 
tient in  whom  tuberculosis  is  first  discovered  dur- 
ing pregnancy.  In  either  type  the  disease  may  be 
active  or  inactive.  The  patient  known  to  have  had 
tuberculosis  before  conception  — tuberculosis  that 
is  inactive  during  gestation  — does  not  require  ad- 
ditional medical  treatment.  The  patient  known  to 
have  active  disease  at  conception  is  continued  on 
the  same  course  of  therapy  as  if  she  were  not  preg- 
nant. This  includes  modified  bed  rest,  either  at 
home  or  in  the  hospital,  and  antimicrobial  drugs. 
Our  present  preference  is  for  isoniazid  plus  either 
streptomycin  or  PAS.  Antimicrobial  therapy  is 
continued  throughout  the  entire  prenancy  and  for  at 
least  six  months  postpartum. 

The  majority  of  patients  whose  tuberculosis  is 
first  discovered  during  pregnancy  will  be  found  to 
have  inactive  disease.  These  patients  are  man- 
aged in  the  same  manner  as  those  known,  to  have 
inactive  tuberculosis  before  the  onset  of  pregnancy. 

Active  tuberculosis  will  be  discovered  in  some 
patients  during  pregnancy.  We  advise  that  these 
patients  be  hospitalized.  If  the  disease  is  minimal, 
isoniazid  and  streptomycin  or  PAS  may  be  em- 
ployed. Some  advise  isoniazid  alone  in  this  type 
of  case. 

The  duration  of  hospitalization  depends  on  sev- 
eral factors  including  response  to  chemotherapy  and 
conversion  of  the  sputum  as  well  as  on  clinical  and 
radiographic  evidence  of  improvement.  Other  fac- 
tors such  as  conditions  at  home,  the  presence  of 
small  children,  and  the  education  of  the  patient  in 
TB  control,  may  determine  whether  to  continue  hos- 
pitalization until  after  deliveiy.  Bed  rest  is  no 
longer  considered  adequate  therapy  for  tuberculosis. 
Furthermore,  modified  rather  than  complete  bed 
rest  is  now  advocated,  and  this  is  combined  with 
specific  drug  therapy. 

Antimicrobial  drugs  are  used  in  all  patients  with 
active  tuberculosis.  The  regimens  and  doses  have 
been,  fairly  well  established.  Treatment  should  be 


long-term  and  continuous,  and  to  insure  this  the 
family  physician  must  play  an  active  role. 

OBSTETRIC  MANAGEMENT 

In  addition  to  medical  treatment  for  the  tuber- 
culosis, the  patient  should  have  daily  periods  of 
rest.  The  diet  should  be  supplemented  with  iron 
preparations  and  vitamins. 

If  the  pregnancy  and  labor  are  to  cause  any 
progression  of  pulmonary  tuberculosis,  usually  such 
changes  will  occur  within  three  months  of  delivery. 
The  results  for  our  pi-egnant  patients  with  tuber- 
culosis compare  favorably  with  a similar  nonpreg- 
nant group  of  patients  with  tuberculosis. 

Infants  born  of  tuberculous  mothers  are  normal 
in  every  respect.  BCG  vaccination  is  advised  with- 
in the  first  48  hours  after  birth  for  all  these  in- 
fants. Since  BCG  vaccination  does  not  afford  pro- 
tection for  six  to  eight  weeks,  the  physician  must 
be  certain  that  no  individual  with  infectious  tuber- 
culosis is  at  home  when  the  infant  is  discharged 
from  the  hospital. 

Following  delivery  the  patient  with  inactive  tu- 
berculosis is  ambulated  slowly  and  kept  in  the  hos- 
pital for  approximately  ten  days.  Women  with 
active  tuberculosis  are  transferred  to  a medical 
wai’d  or  to  a tuberculosis  hospital  for  further  ther- 
apy. We  do  not  permit  tuberculous  patients  to 
breast  feed  their  infants.  Exacerbations  of  pul- 
monary tuberculosis  may  occur,  because  tuberculous 
mothers  undertake  household  duties  and  the  total 
care  of  the  infant  too  quickly  after  returning  home. 
Before  assuming  full  activity,  sputum  or  gastric 
analysis  should  be  repeated  and  an  examination 
of  the  postpartum  chest  X ray  should  reveal  no 
evidence  of  activity. 

Clinical  observation  and  statistical  analyses  have 
convinced  us  that  therapeutic  abortion  does  not  im- 
prove the  prognosis  of  the  pi-egnant  patient  who 
has  tuberculosis. 

— George  Schaeffer,  M.D.,  GP,  October,  1959. 


RECOMMENDATIONS  OF  THE  ARDEN 
HOUSE  CONFERENCE  ON 
TUBERCULOSIS 

The  United  States  Public  Health  Service  and 
the  National  Tuberculosis  Association  asked  a 
group  of  national  leaders  in  public  health  and 
tuberculosis  control  to  meet  at  Arden  House 
in  order  to  define  the  major  gaps  in  present 
practices  in  tuberculosis  control  and  to  suggest 
needed  action. 

The  major  recommendation  of  the  Conference  is 
a program  for  the  wide-spread  application  of  chemo- 
therapy as  a public  health  measure  for  the  elimina- 
tion of  tuberculosis  in  the  United  States: 

Goal:  To  sterilize  that  important  part  of  the 

reservoir  of  tubercle  bacilli  that  presently  exists 
throughout  the  country  in  persons  currently  suf- 
fering from  active  tuberculous  disease,  whether 
presently  known  or  unknown  to  public  health  au- 
thorities, and  in  selected  persons  who  previously 
have  had  active  disease  and  were  inadequately 
treated. 

Technique:  Mobilize  all  resources  for  a wide- 

spread application  of  the  scientifically  demonstrat- 
ed and  medically  accepted  procedures  of  adequate 
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chemotherapy.  These  include  the  proper  dosap:e 
of  appropriate  dnigs  or  combination  of  dnigs  given 
continuously  over  an  adequate  period  of  time  — pro- 
cedures that  are  known  to  destroy  tubercle  bacilli  ;n 
the  human  body,  render  the  patient’s  disease  non- 
communicable  to  others,  and  minimize  the  possibility 
of  reactivation. 

The  unique  aspect  of  this  recommendation  lies 
in  its  emphasis  on  such  chemotherapy  primarily  as 
a public  health  tuberculosis  control  measure  (as 
well  as  for  the  benefit  of  the  individual  patient) 
with  all  of  the  connotations  of  community  mobiliza- 
tion and  control  by  public  health  authorities  that 
this  new  concept  implies.  This  recommendation  ob- 
viously implies  as  well  an  adequate  case-detection 
program. 

In  addition,  the  Conference  considered  some  of 
the  deficiencies  of  current  tuberculosis  control  pro- 
grams. With  regard  to  strengthening  these  pro- 
grams it  made  the  following  recommendations 
without  designating  priorities: 

1.  Assumption  by  state  and  local  public  health 
authoi-ities  of  their  responsibility  for  ensuring  ade- 
quate treatment  and  rehabilitation  of  all  patients 
with  tuberculosis.  Regardless  of  the  place  of 
treatment  of  the  patient,  the  attending  physician 
should  have  available  to  him  expert  consultation  in 
the  fields  of  both  the  medical  sciences  and  the  so- 
cial services,  which  should  be  integrated  in  such  a 
manner  as  to  provide  continuity  of  care  until  the 
patient  is  restored  to  maximum  possible  produc- 
tivity. 

2.  Concentration  of  the  tuberculosis  control  pro- 
gram on  those  segments  of  the  population  with  the 
greatest  tuberculosis  problem.  This  would  include 
re-examination  of  tuberculosis  control  grants  to 
states  by  the  Federal  government  in  recognition  of 
the  fact  that  there  are  strongholds  of  tuberculosis 
in  the  countiy  that  are  in  need  of  extra  resources. 

3.  Establishment  of  intermediate  goals,  enroute 
to  the  elimination  of  tuberculosis,  together  with 
corresponding  suggested  program  priorities  and 
performance  standards,  in  accordance  with  a sug- 
gested outline  to  be  prepared  by  the  U.S.  Public 
Health  Service  in  cooperation  with  the  National 
Tuberculosis  Association.  In  formulating  such 
goals  and  standards  the  state  health  department 
should  consult  with  its  state  tuberculosis  associa- 
tion to  develop  a unified  joint  program  of  tuber- 
culosis control  for  that  state,  taking  into  consider- 
ation the  needs,  extent  of  the  problem,  and  re- 
sources of  the  various  areas  within  the  state.  These 
state  program  blueprints  should  be  made  available 
to  the  U.S.  Public  Health  Service  and  the  National 
Tuberculosis  Association  to  assist  them  in  main- 
taining realistic  national  goals  and  standards. 

All  such  goals,  program  priorities,  and  perform- 
ance standards  should  be  reviewed  and  revised 
periodically  to  take  cognizance  of  changing  condi- 
tions and  new  knowledge. 

4.  Periodic  evaluation  on  a state-wide  basis  of 
tuberculosis  detection  programs,  with  adjustment 
of  such  programs  accordingly,  so  as  to  obtain  maxi- 
mum results  from  the  funds  available.  The  U.S. 
Public  Health  Seiwice  should  provide  assistance 
in  such  a study  to  any  state  that  does  not  have  the 
resources  to  conduct  its  own.  The  U.S.  Public 
Health  Seiwice  in  cooperation  with  the  National 


Tuberculosis  Association  should  formulate  and  make 
available  a guide  for  the  conduct  of  such  state- 
wide evaluation  of  tuberculosis  detection  programs. 

5.  Periodic  review  by  the  U.S.  Public  Health 
Seiwice  of  reporting  practices  within  the  various 
states  in  order  to  promote  greater  unifoi-mity  and 
to  pennit  intei-pretation  of  comparable  case  report 
data. 

6.  Systematic  local  investigation  of  tuberculosis 
cases  first  reported  by  death  certificate  to  be  con- 
ducted by  appropriate  representatives  of  the  local 
medical  community. 

7.  Provision  of  laboratory  seiwices  conveniently 
available  to  all  physicians  diagnosing  and  treating 
tuberculous  patients.  These  services  should  meet 
certain  minimum  standards,  such  as: 

(a)  provision  for  the  detection  by  culture  and 
the  identification  of  Mycobacterium  tuberculosis  and 
other  strains  of  mycobacteria;  and 

(b)  provision  for  performing  tests  of  bacterial 
susceptibility  to  the  antimicrobial  agents  most  com- 
monly used  in  the  treatment  of  tuberculosis. 

The  Conference  also  recommended  that  there  be 
regularly  recurring  evaluation  of  the  adequacy  and 
accuracy  of  such  laboratory  services. 

8.  Use  of  BCG  according  to  the  recommendations 
made  by  the  Ad  Hoc  Advisoiy  Committee  on  BCG 
to  the  Surgeon  General  of  the  U.S.  Public  Health 
Service  (American  Review  of  Tuberculosis  and 
Pulmonary  Diseases,  Vol.  76,  No.  5,  November 
1957)  and  by  the  American  Trudeau  Society  (Ibid., 
Vol.  78,  No.  1,  July  1958).  The  Conference  further 
recommended  that  there  be  established  improved 
standards  for  the  evaluation  of  activity  of  BCG 
vaccines. 

9.  Intensification  of  research  with  regard  to  the 
social,  psychological,  and  cultural  factors  that  af- 
fect: 

(a)  acceptance  of  case  detection  and  treatment, 
together  with  continuation  of  treatment; 

(b)  differential  susceptibility  of  the  individual 
to  tuberculosis;  and 

(c) ' nature  and  results  of  treatment  programs. 

This  research  would  attempt  to  clarify  what  the 
social  components  are  in  the  etiology  of  tuberculosis 
and  in  the  program  of  tuberculosis  control.  The 
latter,  in  turn,  would  be  concerned  with  the  cultural 
and  other  social  aspects  of  the  population  involved 
in  the  particular  control  program  under  considera- 
tion and  with  the  social  aspects  of  the  manner  in 
which  the  program  is  conducted  (for  example,  how 
it  deals  with  the  so-called  “recalcitrant”  patient). 

10.  Intensification  of  research  for  a simple  and 
accurate  tuberculin  test  that  can  be  applied  and 
read  by  nonmedical  personnel. 

11.  Recognition  of  the  importance  and  potential 
significance  of  the  current  isoniazid  prophylaxis 
field  study  of  the  Tuberculosis  Program  of  the  U.S. 
Public  Health  Service.  The  Conference  recommend- 
ed that  adequate  appropriations  be  continued  by 
Congress  for  support  until  completion  of  this  study, 
which  may  provide  a significant  shortcut  to  elimina- 
tion of  tuberculosis  in  this  countiy. 
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ORGANIZATIONS.  STATE 


Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  Noi-th  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Maiwin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Ti’eas. 

University  of  Nebraska  Hospital 
Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebi’aska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Foundation 

Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 

Carl  Mai-xer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 
F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rog:ers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Ml'.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christophei'son,  Secy. 
1801  Hinman  Ave. 

Evansto7i,  Illinois 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicag-o  11,  Illinois 


American  College  of  Obstetricians  & Gynecology 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 


American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 


American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  Noith  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Intenial  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  Califoi'nia 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  Nox’th  Lake  Shoi'e  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal 

DOCTORS  AND  THE  PRESS 

News  reporters  assigned  to  science  writ- 
ing — so-called  science  writers  — will  con- 
tinue to  write  stories  about  medical  sub- 
jects, and  these  stories  will  be  printed  in 
newspapers  and  magazines.  These  news 
items  are  going  to  inform  the  public  more 
and  more  about  medicine  and  other  sciences. 
Some  stories  are  sure  to  cast  reflections  up- 
on doctors,  either  laudatory  or  the  opposite. 
Some  writers  are  going  to  hew  carefully  to 
truth  without  exaggeration,  letting  the  chips 
fall  where  they  may;  others  are  going  to 
slant  their  presentations  in  such  a way  as 
to  mislead  the  readers  and  irritate  the  doc- 
tors. The  way  these  articles  are  written 
must  depend  upon  the  viewpoint  of  the 
writer,  his  background  of  knowledge,  his 
insight  into  his  subject,  his  skill  in  present- 
ing his  information,  the  pressures  of  dead- 
lines, the  peculiarities  of  his  editor,  and 
many  other  influences. 

This  relatively  new  trend  has  its  good  and 
its  bad  aspects.  Doctors  must  study  the 
situation,  try  to  understand  its  reasons,  and 
attempt  to  mould  the  movement  so  as  to 
avoid  the  evils  and  nourish  the  good  points. 
We  must  try  to  make  science  writing  pro- 
duce maximum  benefits  to  the  public,  the 
doctor,  and  the  reporter,  while  minimizing 
evil  “side  effects.” 

What  is  a science  writer?  It  has  been 
said  that  science  writers  regard  themselves 
as  reporters  representing  the  public  and 
thus  entitled  to  report  what  is  happening  in 
science  and  medicine.  In  the  words  of  one 
of  them : “We  are  not  science  writers,  al- 
though that  is  our  specialty  at  the  moment. 
We  are  newspaper  reporters.  We  are  try- 
ing to  cover  for  the  public  what  is  happen- 
ing in  the  field  of  activity  we  are  assigned 
to  cover. 

Reporters  have  a Code  of  Ethics  compar- 
able in  some  ways  with  that  of  physicians. 
It  has  been  said  that  their  Code  usually  can 
be  bent  to  meet  a present  situation,  but  per- 
haps the  same  has  been  said  about  doctors. 
Reporters  do  believe  they  are  part  of  the 

October,  1960 


Established  1916  by  The  Nebraska  State  Medical  Association 

45  Norfolk,  Nebraska,  October,  1960  No.  10 


public  which  they  represent  in  gathering 
news  and  that  they  should  produce  what  the 
public  has  indicated  it  wants  — and  the 
public  wants  news  about  science  and  medi- 
cine. Reporters  say  they  do  not  think  any 
special  class  — lawyers,  police,  physicians, 
or  others,  should  be  shown  any  special  favor 
in  presenting  the  news,  therefore  some 
stories  are  going  to  hurt  somebody,  al- 
though they  adhere  to  the  line  of  truthful- 
ness. 

Why  has  medicine  so  suddenly  burst  into 
the  limelight  as  newsworthy?  Up  until  a 
few  years  ago,  the  drama  of  medical  prac- 
tice was  the  man  rather  than  the  method. 
Traveling  on  horseback,  or  by  “horse  and 
buggy,”  or  even  on  foot,  with  a bagfull  of 
pills,  setting  broken  bones,  probing  for 
bullets,  had  a storybook  effect.  The  man — 
the  doctor — was  glorified  in  story  and  pic- 
ture, largely  because  of  his  courage  and  de- 
votion. Have  you  ever  wondered  why  “The 
Doctor”  is  shown  sitting  by  the  child’s  bed 
by  the  light  of  a kerosene  lamp.  Probably 
that  was  the  best  he  could  do.  If  he  could 
not  save  the  child’s  life  he  could  show  his 
devotion  to  duty  and  remain  to  comfort  the 
parents. 

Suddenly  the  scene  changed.  There  burst 
upon  the  profession  and  the  world  what  may 
be  called  the  antibiotic  era.  We  were  given 
the  sulfas,  the  antibiotics,  cortisone,  and  a 
host  of  lesser  but  effective  drugs.  Research 
took  a new  lease  on  life  and  grew  from  in- 
fancy to  rugged  adulthood.  Surgeons,  with 
new  tools,  new  ideas,  and  courage  advanced 
from  lifesaving  procedures  to  thoracic,  car- 
diac, vascular,  and  brain  surgery.  Medical 
education  began  to  mature.  With  all  this 
and  much  more,  the  field  became  extremely 
newsworthy.  The  writer  and  the  artist 
moved  from  eulogies  to  the  man  to  elucida- 
tion, for  the  public,  of  methods  and  things. 

The  public  loved  its  family  doctor  and 
still  grieves  at  his  passing,  but  now  it  has 
become  interested  in  dramatic  action,  tech- 
niques, drugs,  and  appliances.  This  natural 
interest  doubtless  has  been  nurtured  by  ex- 
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posure  to  medical  stories  in  the  various  news 
media,  but  the  people  recognize  that  “times 
are  changing”  in  medicine,  and  the  result  is 
a natural  desire  to  know  more  about  it.  Doc- 
tors have  been  reticent  about  telling  medi- 
cine’s story,  but  reticence  is  not  the  most  ob- 
vious characteristic  of  the  newspaper  re- 
porter. He  began  to  tell  medical  stories  and 
the  people  liked  them.  It  is  too  early  to  .ad- 
judicate between  the  good  and  evil  results 
of  this  storytelling.  As  reporters  and  doc- 
tors learn  more  about  presenting  the  medical 
picture  to  the  public,  it  is  probable  that  the 
net  result  will  be  good. 

Most  doctors  have  been  hesitant  about 
talking  or  writing  to  the  public  concerning 
the  achievements  of  medical  science.  The 
reasons  for  their  reticence  are  many,  and  no 
attempt  will  be  made  to  enumerate  or 
analyze  them.  One  result  has  been  that  sci- 
ence writers  have  barged  ahead  without 
guidance,  help,  or  the  restraining  influence 
of  the  doctors.  The  gulf  that  lay  between 
reporters  and  doctors  has  grown  wider  and 
deeper  as  resentment  has  increased  on  each 
side. 

Let  us  return  for  a moment  to  our  open- 
ing thought;  Science  writers  are  going  to 
continue  to  write  about  medicine ; the  public 
is  going  to  like  it  and  call  for  more.  It  is 
possible  to  reduce  the  evil  and  expand  the 
good  that  may  result  from  this  situation. 
No  one  but  the  doctor  will  be  able  to  help 
science  writers  do  a maximum  of  good  with 
a minimum  of  evil  in  this  effort.  If  this  be 
true,  doctors  are  duty  bound  to  furnish  this 
help.  Our  natural  inclination  to  dislike  this 
particular  method  of  informing  the  public 
must  be  subdued,  and  ways  and  means  of 
cooperation  must  be  worked  out.  We  must 
find  out  how  to  make  confederates  rather 
than  enemies  of  science  writers.  To  such 
an  end  we  have  considerable  precedent. 

The  Josiah  Macy,  Jr.  Foundation  began 
a study  which,  when  completed,  resulted  in 
the  publication  in  1957,  of  a booklet  en- 
titled When  Doctors  Meet  Reporters.^  The 
method  of  study  consisted  of  bringing  to- 
gether prominent  reporters  and  physicians 
for  a series  of  dinners  at  which  informal 
discussions  took  place.  The  discussions  re- 
volved about  the  many  problems  facing  the 
writers  and  the  doctors.  The  efforts  were 
directed  at  establishing  a mutual  under- 
standing of  each  other’s  points  of  view  and 


determining  areas  in  which  there  could  be 
agreement  and  mutual  help.  Whereas  the 
earlier  meetings  were  pretty  stormy  affairs 
and  agreement  seemed  remote,  there  came 
a time  when,  with  increased  understanding 
and  with  consistent  willingness  to  be  mu- 
tually helpful,  much  was  accomplished  to- 
ward the  desired  goal. 

The  “Cleveland  Code”  is  mentioned  sev- 
eral times  in  the  book,  and  quoted  in  full  in 
its  appendix.  It  deals  with  the  problem 
under  discussion  and  is  thought  to  represent 
a nearly  perfect  system.  The  reporters  and 
doctors  of  Cleveland  arrived  at  their  Code 
by  the  same  method  used  by  the  Foundation. 
In  1957,  there  were  at  least  two  other  codes 
in  operation,  one  in  New  York  City  and  the 
other  in  Colorado. 

It  is  urgently  suggested  that  similar  ef- 
forts and  agi-eements  be  initiated  through- 
out the  United  States,  efforts  to  get  to- 
gether, study  the  problems  on  each  side,  and 
arrive  at  an  understanding  and  agreement 
on  methods  of  procedure.  If  ever  this  comes 
about,  everyone  concerned,  writer,  doctor, 
and  public,  will  be  enormously  benefitted. 
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Doctor  Netter  Signs  New  Contract  With  CIBA — 

The  world’s  foremost  medical  artist.  Dr. 
Frank  H.  Netter,  has  signed  a new  ten-year 
contract  with  CIBA  Pharmaceutical  Prod- 
ucts, Inc.,  T.  F.  Davies  Haines,  president  of 
the  company  recently  announced. 

The  new  contract  trtll  assure  the  comple- 
tion of  a twenty-year  Netter  project  of 
painting  20,000  color  illustrations  of  every 
significant  part  of  the  body  and  diseases 
that  affect  it. 

Associated  with  CIBA  for  fourteen  years. 
Dr.  Netter  is  currently  working  on  the  third 
of  the  nine-volume  series,  which  is  called 
“The  CIBA  Collection  of  Medical  Illustra- 
tions.” Over  200,000  copies  already  have 
been  sold.  CIBA  charges  only  the  actual 
cost  of  publishing  the  books  — from  $7  to 
$13  each.  They  seiwe  as  valuable  reference 
works  for  physicians  and  medical  students 
all  over  the  world. 


492 


Nebraska  S.  M.  J. 


PRESENT  DAY  CONCEPTS 


This  paper  deals  with  one  of  the  most  im- 
portant diseases  of  childhood,  rheumatic  fever. 
While  the  author  writes  at  some  length  about 
pathogenesis,  diagnosis  and  therapy,  his  re- 
marks turn  largely  to  present  concepts  of  path- 
ogenesis, because,  as  he  soys,  "To  understand 
rheumatic  fever  is  to  understand  the  biology  of 
the  streptococcus."  Any  discussion  of  the  strep- 
tococcus is  bound  to  reveal  the  battery  of  tests 
that  may  help  the  clinician  arrive  at  a definite 
diagnosis.  On  this  point,  however,  the  author 
states  that  there  is  no  test  which,  taken  alone, 
completely  confirms  the  diagnosis  of  rheumatic 
fever,  and  that  "clinical  evaluation  of  a patient 
remains  the  most  important  factor"  in  arriving 
at  the  diagnosis. 

EDITOR 

Much  has  been  written  about 
rheumatic  fever  ever  since 
Sydenham’s  contribution  on  the 
subject  in  1676;  but  unfortunately,  contro- 
versial aspects  of  the  disease  have  not  yet 
been  resolved.  The  pathogenesis  is  still  im- 
perfectly understood;  the  diagnostic  criter- 
ia are  at  times  confusing;  and  the  thera- 
peutic regimens  are  still  varied. 

Rheumatic  fever  is  one  of  the  important 
diseases  of  childhood,  and  physicians  often 
are  faced  with  a consideration  of  this  dis- 
ease in  differential  diagnosis.  The  important 
implications  of  such  a diagnosis  cannot  be 
stressed  too  strongly.  The  immediate  im- 
pact and  future  effects  upon  the  patient  and 
his  family  should  be  obvious,  and  it  should 
be  the  responsibility  of  the  physician  to  ap- 
proach this  disease  with  a great  deal  of 
caution. 

Let  us  examine  the  present  day  concepts 
of  pathogenesis,  diagnosis,  and  therapy  and 
see  what  has  been  learned  in  three  centuries. 

Pathogenesis 

The  association  between  infections  with 
the  group  A beta  hemolytic  streptococcus 
and  rheumatic  fever  is  accepted  by  most 
physicians,  although  the  mechanism  in- 
volved in  the  relationship  remains  elusive. 
The  hypothesis  that  the  streptococcus  is  inti- 
mately associated  with  the  development  of 
rheumatic  fever  is  based  upon  the  following 
observations : 
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1.  A number  of  studies  have  reasonably 
established  that  about  3 per  cent  of 
individuals  who  have  a streptococcal 
infection  develop  rheumatic  fever  as 
a nonsuppurative  complication. ^ 

2.  It  has  been  demonstrated  that  vir- 
tually 100  per  cent  of  children  with 
rheumatic  fever  have  significant  ele- 
vations of  serum  streptococcal  anti- 
bodies pointing  to  a recent  strep- 
tococcal infection.2-3 

3.  It  has  been  shown  by  Rammelkamp 
and  others  that  treatment  of  strep- 
tococcal infection  will  reduce  the  in- 
cidence of  rheumatic  f ever.^-  ® 

4.  Good  evidence  has  been  accumulated 
for  the  past  twenty  years  which 
shows  that  sulfonamide  and  penicil- 
lin prophylaxis  will  prevent  second 
attacks  in  individuals  who  hav-e  had 
rheumatic  fever.’^-i^ 

To  understand  rheumatic  fever  is  to  un- 
derstand the  biology  of  the  streptococcus. 
Lancefield,  McCarty,  and  others  have  con- 
tributed much  to  our  store  of  knowledge 
about  the  somatic  and  extracellular  products 
of  the  streptococcus,  and  a brief  review  of 
this  is  warranted. 

The  group  A beta  hemolytic  streptococ- 
cus has  been  found  to  have  a number  of 
antigens  which  are  located  near  the  surface 
of  the  cell  as  well  as  a number  of  extra- 
cellular antigenic  products. 

The  group  specific  carbohydrate  which  is 
a major  component  of  the  cell  wall  is  anti- 
genic and  has  made  it  possible  to  divide  the 
beta  hemolytic  streptococcus  organisms  into 
13  groups.i2  (Fig.  1). 

The  next  most  important  antigen  is  the 
M protein  which  is  closely  adherent  to  the 
cell  wall  and  is  type  specific.  Laboratory 
tests  have  been  developed  which  enable  in- 
vestigators to  divide  the  group  A organisms 
into  some  45  types.  This  antigen  also  ap- 
pears to  be  associated  with  the  virulence 
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CELLULAR  COMPONENTS  OF 


GROUP  A STREPTOCOCCI 


of  the  organism  and  results  in  type  specific 
immunity  in  man.  The  antibody  titer  in  the 
serum  rises  slowly,  reaching  a maximum  2 
to  3 months  after  a streptococcal  infection. 
The  duration  of  the  immunity  is  not  known, 
but  Lancefield  has  shown  that  it  may  per- 
sist for  as  long  as  twenty  years.^® 

Studies  have  revealed  that  all  types  of 
group  A are  rheumatogenic.  It  is  apparent 


that  immunity  from  a specific  type  of  group 
A streptococcus  does  not  protect  the  rheu- 
matic patient  from  repeated  streptococcal 
infections  by  other  types ; therefore,  prophy- 
lactic measures  are  necessary  to  prevent 
rheumatic  recurrences. 

At  the  present  time,  determination  of  the 
M antibodies  has  been  used  only  for  research 
purposes,  and  the  T antigen  and  R antigen 


EXTRACELLULAR  PRODUCTS  OF  GROUPA 
STREPTOCOCCI 
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have  not  been  found  to  be  clinically  sig- 
nificant. This  is  in  sharp  contrast,  how- 
ever, to  the  clinical  help  derived  from  studies 
of  the  antigenic  response  to  some  of  the  ex- 
tracellular products  of  the  group  A strep- 
tococcus. 

Ten  extracellular  products  which  are  anti- 
genic have  been  studied.!^  (Fig.  2).  Some 
of  these  are  unimportant  to  this  discussion, 
but  the  streptolysin  0,  streptokinase,  and 
hyaluronidase  are  clinically  important. 

Streptolysin  0 is  an  enzyme  which  is  elab- 
orated by  almost  all  strains  of  the  group  A 
streptococcus  although  in  vaiying  amounts. 
It  is  antigenic,  and  the  antibody  response 
starts  2 weeks  after  the  infection,  reaches  a 
maximum  in  3 to  5 weeks,  and  then  drops 
over  the  next  1 to  2 months  to  nondiagnostic 
levels.  Quantitative  determination  of  the 
antistreptolysin  titer  is  obtained  by  a hemag- 
glutination test. 

Streptokinase  is  an  enzyme  which  is  pro- 
duced by  group  A and  group  C streptococci. 
It  is  active  in  the  transformation  of  plas- 
minogen to  plasmin  which  dissolves  a fibrin 
clot.  This  enzyme  is  antigenic  in  man,  and 
streptococcal  infections  result  in  the  forma- 
tion of  an  antibody  (antistreptokinase) 
which  inactivates  streptokinase.  Serial  en- 
zyme levels  reveal  an  antibody  response  simi- 
lar to  the  ASO  titers. 

Hyaluronidase  is  produced  by  all  types  of 
group  A but  to  the  greatest  degree  by  types 
4 and  22.  Measurement  of  the  antibody  re- 
sponse (antihyaluronidase  level)  is  found  by 
the  interference  of  antihyaluronidase  in  the 
polymerized  hyaluronic  acid  by  hyaluron- 
idase. 

When  antistreptolysin,  antistreptokinase, 
and  antihyaluronidase  titers  are  determined 
in  rheumatic  fever,  it  is  found  that  at  least 
one  of  the  antibody  responses  is  present  in 
about  95  per  cent  of  the  cases. ^ If  the  anti- 
genic response  to  diphosphopyridene  nucleo- 
tidase (DPNase),  one  of  the  most  recently 
discovered  enzymes,  is  measured  along  with 
the  above,  100  per  cent  of  rheumatic  patients 
will  have  a positive  test  in  at  least  one.-"* 
These  data  strengthen  the  hypothesis  that 
streptococcal  infections  are  associated  with 
acute  rheumatic  fever. 

Diagnosis 

The  diagnosis  of  rheumatic  fever  may  be 
very  apparent,  but  in  certain  instances  the 


diagnosis  may  be  uncertain  even  with  all 
of  the  laboratory  aids.  The  clinical  evalu- 
ation of  a patient  remains  the  most  im- 
portant factor. 

Sixty-six  patients  hospitalized  at  St.  Louis 
Children’s  Hospital  who  fulfilled  the  criteria 
of  Jones  were  reviewed. Complaints  of 
joint  pains  (83%),  anorexia  (55%),  and  fa- 
tigue (49%)  were  most  common  (fig.  3). 
Pallor,  headache,  abdominal  pain,  epistaxis, 
dyspnea  or  orthopnea,  precordial  pain, 
chorea,  and  skin  manifestations  were  less 
frequent  symptoms.  Evidence  of  carditis 
(89%)  and  fever  (83%)  were  the  most 
prominent  physical  findings.  Clinical  evi- 
dence of  arthritis  was  found  in  only  67  per 
cent  of  the  patients  at  time  of  admittance 
to  the  hospital.  Dyspnea  or  orthopnea 
(11%)  or  pneumonic  signs  (6%)  were  found 
less  frequently  but  were  present  in  the  more 
gravely  ill  patients  (fig.  4).  Laboratory  ex- 
amination was  frequently  helpful. 

Laboratory  procedures  can  be  divided  into 
3 categories.  Each  is  to  clarify  one  of  the 
following : 

1.  Evidenec  of  carditis. 

2.  Evidence  of  inflammatory  reaction. 

3.  Evidence  of  a recent  streptococcal  in- 
fection. 

The  presence  of  carditis  may  be  substan- 
tiated by  roentgenographic  or  fluoroscopic 
evidence  of  cardiomegaly.  This  is  more 
meaningful  when  repeat-studies  show  either 
regression  or  progression  of  the  cardiac  sil- 
houette. Electrocardiographic  findings  of  a 
prolonged  AV  conduction  time  (PR  inter- 
val), or  changes  in  the  repolarization  of  the 
ventricles  (flattened  or  inverted  T waves) 
are  good  evidence  for  carditis  only  when 
a return  to  or  toward  noiTnal  is  demon- 
strated by  serial  tracings.  The  serial  changes 
characteristic  of  pericarditis  may  also  be 
seen  if  repeat-electrocardiograms  are  ob- 
tained. 

Laboratoiy  evidence  of  an  inflammatory 
reaction  can  be  detected  by  the  determina- 
tion of  some  of  the  acute  phase  reactants. 
In  1930,  Tillett  found  that  serum  from  pa- 
tients with  pneumonia  or  other  infectious 
disease  formed  precipitates  when  the  somatic 
C polysaccharide  from  pneumonocci  was 
added. It  has  been  demonstrated  that  the 
serum  constituent  is  a protein  which  has 
been  labelled  as  the  C-Reactive  protein.  Fur- 
ther studies  have  indicated  that  this  pro- 
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Figure  3 — (Goldring,  D.:  Miss.  Valley  Med.  Journal  80:120,  1958). 


FREQUENCY  OF  INITIAL  PHYSICAL  FINDI.NOS  IN  s6  CONSECUTIVE  CASES  OF  ACUTE  RHEUNATIC  FEVER 
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Figure  4 — (Goldring.  D. : Miss.  Valley  Med.  Journal  80:120,  1958). 


tein  is  found  in  the  serum  during  an  acute 
inflammatory  illness  but  is  not  found  in 
normal  serum. 

During  an  acute  episode  of  rheumatic  fe- 
ver, the  C-Reactive  protein  is  increased.  The 
quantitative  change  in  the  C-Reactive  pro- 
tein reflects  roughly  the  degree  of  rheumat- 
ic activity.  A positive  test,  however,  does 
not  prove  the  diagmosis  of  rheumatic  fever 
since  it  is  also  positive  during  numerous 
acute  infections,  inflammatory  diseases  and 
tumors.i^  It  can  be  used  as  a rough  indica- 
tor of  rheumatic  activity  as  long  as  the  pa- 
tient is  not  receiving  steroids. 

The  erythrocyte  sedimentation  rate  yields 
essentially  the  same  information  as  the 


C-Reactive  protein  determination.  It  is 
not  as  sensitive  a test,  and  the  degree  of 
alteration  from  normal  does  not  correlate 
as  well  with  the  severity  of  the  disease. 

Many  other  acute  phase  reactants  are 
being  studied.  These  fall  into  four  groups: 
mucoids,  mucoproteins,  glycoproteins,  and 
protein  bound  carbohydrate  containing  glu- 
curonic acid  and  sulfur.  Further  investiga- 
tion must  be  carried  out  before  determina- 
tion of  these  substances  will  be  useful. 

Laboratory  evidence  of  recent  A hemolytic 
streptococcal  infection  is  obtained  from  two 
types  of  tests:  (1)  throat  culture;  (2)  de- 

tennination  of  antibody  titers  to  products  of 
the  streptococcus. 
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Throat  cultures  should  be  obtained  rou- 
tinely in  patients  suspected  of  having  acute 
rheumatic  fever  even  though  positive  cul- 
tures are  found  in  only  50  to  60  per  cent  of 
patients.  A positive  culture  establishes  the 
streptococcal  exposure  and  also  indicates 
that  parenteral  penicillin  therapy  should  be 
instituted  to  eradicate  the  infection  or  car- 
rier state. 

The  most  frequently  performed  antibody 
test  is  the  ASO  titer.  As  discussed  earlier, 
the  antistreptolysin  titer  rises  to  a maximum 
level  in  3 to  5 weeks  following  a streptococ- 
cal infection.  A rising  titer  means  that  the 
patient  has  had  a recent  streptococcal  in- 
fection, and  a titer  above  250  units/cc.  is 
thought  to  be  significant. 

Serological  evidence  will  be  positive  in  ap- 
proximately 80  per  cent  of  cases  if  only  the 
ASO  titer  is  determined.  If  antihyaluron- 
idase  and  antistreptokinase  determinations 
are  made,  better  correlation  is  obtained. 

It  should  be  stressed  that  the  laboratory 
tests  discussed  are  not  diagnostic.  They 
merely  demonstrate  evidence  of  carditis,  evi- 
dence of  an  acute  inflammatory  process,  or 
evidence  of  a recent  group  A hemolytic 
streptococcal  infection.  No  diagnostic  test 
for  rheumatic  fever  and  rheumatic  activity 
has  been  developed  at  this  time. 

Treatment 

A discussion  of  rheumatic  fever  would  not 
be  complete  without  some  discussion  of  ther- 
apy. The  following  5 categories  are  most 
important : 

1.  Eradication  of  any  exisiting  strep- 
tococcal infection  with  adequate  par- 
enteral penicillin. 

2.  Put  the  patient  at  rest  in  bed  during 
the  acute  phase  of  illness.  Indica- 
tions are  that  ambulation  can  be  pre- 
scribed at  an  earlier  time  than  usual- 
ly advised  in  the  past.  One  should 
avoid  too  strenuous  or  too  prolonged 
restriction. 

3.  Treat  cardiac  failure  with  digoxin 

0.033  mg./kg.  body  weight  up  to  a 
total  dose  of  1.6  mg.  The  digitaliz- 
ing dose  can  be  given  V2.  % or 

in  three  equal  doses  6 to  8 hours 
apart.  The  maintenance  dose  of 
digoxin  is  calculated  as  20  per  cent 
of  the  digitalizing  dose  in  two  equal 
doses  at  intervals  of  12  hours.  Oxy- 


gen, diuretics,  and  morphine  should 
also  be  used  as  indicated. 

4.  Relieve  symptoms  by  adequate  use 
of  aspirin,  the  cortisone  group  of 
hormones,  and  ACTH.  In  the  patient 
with  acute  rheumatic  fever,  where 
the  diagnosis  is  clear,  we  recommend 
4 mg./kg.  of  meticortin  per  day  for 
10  to  12  days.  In  the  rheumatic 
suspect  or  the  patient  with  acute 
rheumatic  fever  without  evidence  of 
carditis,  we  recommend  1 gr./lb.  of 
aspirin  up  to  60  gr./24  hrs.,  divided 
into  4 doses. 

5.  Prevent  recurrent  streptococcal  in- 
fections with  continuous  oral  or 
parenteral  penicillin  therapy. 

References 

1.  Rammelkamp,  C.  H.,  Jr.;  Denny,  F.  W.,  and 
Wannamaker,  L.  W.;  Studies  on  the  Epidemiology 
of  Rheumatic  Fever  in  the  Armed  Services.  In: 
Rheumatic  Fever.  Edited  by  Lewis  Thomas,  Univ. 
of  Minnesota  Press,  Minneapolis,  1952. 

2.  StolleiTnan,  G.  H.;  Lewis,  A.  J.;  Schultz,  I., 
and  Taranta,  A.:  Relationship  of  Immune  Response 
to  Group  A Streptococci  to  the  Course  of  Acute, 
Chronic,  and  Recurrent  Rheumatic  Fever,  Am.  J. 
Med.  20:163,  1956. 

3.  Bernhard,  G.  C.,  and  Stollennan,  G.  H.:  Serum 
Inhibitation  of  Streptococcal  Dyshasphapyridine 
Nucleotidase  in  Uncomplicated  Streptococcal  Phar- 
yngitis and  in  Rheumatic  Fever,  J.  Clin.  Investiga- 
tion 38:1942,  1959. 

4.  Massel,  B.  F.;  Sturgis,  G.  P.;  Knobloch,  J.  R.; 

Streeper,  R.  B.;  Hall,  T.  N.,  and  Norcross,  P. : Pre- 

vention of  Rheumatic  Fever  by  Prompt  Penicillin 
Therapy  of  Hemolytic  Streptoccic  Respiratory  In- 
fection, J.A.M.A.  146:1469,  1951. 

5.  Denny,  F.  W.;  Wannamaker,  L.;  Brink,  W.  R.; 

Rammelkamp,  C.  H.,  Jr.,  and  Custer,  E.  A.:  Pre- 

vention of  Rheumatic  Fever.  Treatment  of  the  Pre- 
ceding Streptococcic  Infection,  J.A.M.A.  143:151, 

1950. 

6.  Wannamaker,  L.  W.;  Rammelkamp,  C.  H., 

Jr.;  Denny,  F.  W.;  Brink,  W.  P.;  Houser,  H.  S.; 
Hahn,  E.  0.,  and  Dingle,  J.  H.:  Prophylaxis  of 

Acute  Rheumatic  Fever  by  Treatment  of  the  Pre- 
ceding Streptococcal  Infection  With  Various 
Amounts  of  Depot  Penicillin,  Am.  J.  Med.  10:573, 

1951. 

7.  Burke,  P.  J.:  Penicillin  Prophylaxis  in  Acute 

Rheumatism,  Lancet  1:255,  1947. 

8.  Hafer,  J.  W.:  Oral  Penicillin  for  Children 
With  Rheumatic  Fever,  J.  Pediatrics  35:135,  1949. 

9.  Stollerman,  G.  H.,  and  Rusoff,  J.  H.:  Pro- 

phylaxis Against  Group  A Streptococcal  Infections 
in  Rheumatic  Fever  Patients  With  New  Respository 
Penicillin,  J.A.M.A.  150:1571,  1952. 

10.  Baldwin,  J.  S. : Sulfadiazine  Prophylaxis  in 

Children  and  Adolescents  With  Inactive  Rheumatic 
Fever,  Pediatrics  30:284,  1947. 

11.  Rubbo,  S.  D.;  Holmes,  M.  C.,  and  Stokes, 

H.  L. : Prophylactic  Sulfanilamide  in  Rheumatic 

Fevei-.  Review  of  584  Cases,  Lancet  2:31,  1949. 

12.  Lancefield,  R.  C. : A Serological  Differentia- 


October,  1960 


497 


tion  of  Human  and  Other  Groups  of  Hemolytic 
Streptococci,  J.  Experimental  Med.  57 :571,  1933. 

13.  Lancefield,  R.  C.:  Persistence  of  Type- 

Specific  Antibodies  in  Man  Following  Infection  With 
Group  A Streptococci,  J.  Experimental  Med  110: 
273,  1959. 

14.  McCarty,  M.:  The  Hemolytic  Streptococci 

in  Bacterial  and  Mycotic  Infection  of  Man,  Rene  J. 
Dubos,  Ed.,  J.  B.  Lippincott  Co.,  Phila.,  3 edit., 
1958. 


15.  Goldring,  D.:  Rheumatic  Fever,  Mississippi 

Valley  Med.  J.  80:120,  1958. 

16.  Tillet,  W.  S.,  and  Francis,  T.,  Jr.:  Serological 
Reactions  in  Pneumonia  With  a Nonprotein  Somatic 
Fraction  of  Pneumococcus,  J.  Experimental  Med.  52: 
561,  1930. 

17.  Good,  R.  A.:  Acute  Phase  Reactions  in  Rheu- 
matic Fever,  edit.  Thomas,  L.,  Univ.  of  Minn.  Press, 
Minneapolis,  1952. 


“Under  the  British  system  (of  medical  practice),  a doctor  may 
draw  a salary  as  a civil  servant  or  receive  from  the  government  a 
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back  to  $2.38  each  for  a maximum  of  3,500  patients.  The  physicians 
say  that  the  average  general  practitioner  has  about  2,100  national 
health  patients.  He  gets  from  the  government  $6,221  for  treating 
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TREATMENT  of 

Leg  Cramps* 


Fifty  per  cent  of  all  people  be- 
tween 15  and  80  years  of  age 
have  painful  legs  or  feet,  or 
experience  leg  cramps  or  paraesthesias  of 
the  lower  extremities  at  some  time  in  their 
lives. 

The  etiological  factors  fall  into  two  cate- 
gories : 

I.  Actual  leg  cramps,  usually  accompa- 
nied by  muscle  spasm  occur  in : 

1.  Occlusive  arterial  disease. 

2.  Varicose  veins. 

3.  Pregnancy. 

4.  Static  foot  deformities. 

5.  Arachnidism  (Black-widow  spider 
bite). 

6.  Excessive  salt  loss. 

7.  Hypocalcemia  of  hypoparathyi’oid 
tetany. 

8.  Nocturnal  leg  cramps  of  uncertain 
etiology. 

JI.  Leg  cramps  and  paraesthesia  caused 
by  peripheral  neuritis  but  not  neces- 
sarily accompanied  by  muscle  spasm 
may  occur  in: 

1.  Untreated  diabetes. 

2.  Macrocytic  anemia. 

3.  Vitamin  B deficiency. 

4.  Lead  and  arsenic  poisoning. 

5.  Protrusion  of  a lumbar  interver- 
tebral disc. 

Many  oral  vasodilators  have  been  recom- 
mended during  the  past  few  years  in  the 
treatment  of  intennittent  claudication.  The 
only  one  that  I have  found  to  give  an  appre- 
ciable clinical  effect,  orally,  is  Cyclospas- 
mol.(^)  This  drug  has  been  used  in  Europe 
and  other  countries  since  1953  and  more  re- 
cently in  the  United  States.^-s.  4 

The  following  case  history  illustrates  what 
I mean  by  an  appreciable  clinical  effect. 

A.F.T.,  switchman,  age  64,  had  been 
under  treatment  for  over  a year,  suffer- 
ing from  arteriosclerosis  obliterans 
with  resulting  intermittent  claudication 

•Presented  before  Omaha  Mid-West  Clinical  Society  27th 
Annual  Session,  November,  1969. 
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of  such  severity  that  he  was  unable  to 
walk  over  a half  block  as  well  as  unable 
to  work  as  a switchman. 

This  patient  had  discontinued  smok- 
ing for  over  a year  and  during  that  time 
had  tried  many  of  the  well  known  oral 
vasodilators  with  no  effect.  He  was 
given  Cyclospasmol,'^)  100  mg.  four 
times  daily.  At  the  end  of  10  days  he 
was  able  to  walk  five  blocks  or  run  two 
blocks  before  claudication  set  in.  He 
has  returned  to  his  regular  occupation 
as  a switchman.  This  man  was  fortun- 
ate that  he  had  a good  collateral  circu- 
lation in  the  skeletal  muscles.  If  there 
is  a lack  of  adequate  collateral  circula- 
tion, neither  oral  medication  nor  sympa- 
thectomy will  be  of  any  benefit. 

In  pregnancy,  hypocalcemia  may  appear 
between  the  24th  and  36th  weeks.  About  50 
per  cent  of  pregnant  women  are  affected. 
The  history  is  that  of  a severe  contraction  of 
the  muscles  of  the  calves  that  awakens  the 
patient.  The  symptoms  may  range  from  a 
mild  contraction  of  the  muscle  to  extreme 
spasm  which  may  give  rise  to  agonizing 
pain. 

Page  and  Page,  in  January  1953,®  de- 
scribed a new  treatment,  which  is  said  by 
local  obstetricians,  to  be  very  effective. 
Page  and  Page  maintain  that  large  quanti- 
ties of  milk  or  dicalcium  phosphate  cause  a 
predisposition  to  muscular  tetany.  The 
consumption  of  milk  causes  a fall  of  diffus- 
ible calcium  and  a rise  of  inorganic  phos- 
phorus concentrations  in  the  blood. 

Treatment  consists  of : 

1.  Reducing  the  intake  of  milk. 

2.  Adding  small  quantities  of  aluminum 
hydroxide  gel  to  the  diet  to  remove 
some  of  the  dietary  phosphorus  from 
the  intestinal  tract. 

3.  Use  of  calcium  salts  free  from  phos- 
phorus. 

This  procedure  relieves  leg  cramps  by 
causing  a rise  in  ionized  calcium  concentra- 
tion in  the  blood. 

Of  124  patients  treated  by  this  method, 
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76  obtained  complete  relief,  30  wei-e  im- 
proved, and  14  were  unimproved. 

In  severe  cases,  intramuscular  injections 
of  calcium  gluconate  may  be  given  for  tem- 
porary relief. 

Static  foot  deformity  appeared  to  be  the 
most  frequent  single  predisposing  factor  in 
the  occurrence  of  nocturnal  cramps  in  young 
soldiers,  as  reported  by  Nicholson.®  Twen- 
ty-six per  cent  failed  to  obtain  relief  by  the 
use  of  quinine  but  obtained  relief  after  cor- 
rection of  anterior  and  longitudinal  arch 
strain,  and  of  a faulty  weight-bearing  line. 

After  a black-widow  bite,  very  severe  mus- 
cular cramps  ensue  within  15  to  20  minutes. 
Five  per  cent  of  those  bitten  die.  The  venom 
is  neurotoxic.  For  immediate  relief,  10  cc. 
of  a 10  per  cent  solution  of  calcium  gluco- 
nate is  injected  slowly  intravenously,  and 
repeated  as  necessary  to  control  muscle  pain. 
Specific  antivenom  distributed  by  Sharpe 
and  Dohme  in  2.5  cc.  ampules  should  be  given 
intravenously,  immediately  and  repeated  as 
recommended. 

Leg  cramps  due  to  salt  deficiency,  occur- 
ing  after  excessive  perspiration  associated 
with  excessive  water  intake,  or  in  diarrhea, 
or  in  excessive  diuresis  in  cases  of  heart 
failure,  are  relieved  by  the  use  of  salt  either 
orally  or  intravenously."^ 

The  hypocalcemia  in  hypoparathyroid  tet- 
any is  relieved  by  slow  intravenous  injec- 
tion of  2 grams  of  calcium  gluconate.  For 
more  permanent  relief,  300  units  of  parathy- 
roid hormone  is  given  intramuscularly  every 
12  hours  as  well  as  oral  administration  of 
dihydrotachysterol,  2.5  to  12.5  mg.  daily,  un- 
til tetany  is  relieved. 

Nocturnal  cramps  of  uncertain  etiolog>% 
in  apparently  healthy  patients,  are  best 
treated  by  quinine  sulphate,  0.3  gm.  at  bed- 
time. After  a few  nights  of  this  therapy 
75  per  cent  of  these  patients  will  obtain 
permanent  relief.  This  treatment  was  first 
described  by  Moss  and  Herrmann  in  1940.* 
IMany  patients  in  this  group  who  do  not  re- 
spond to  quinine  will  get  complete  relief 
from  diphenhydramine  hydrochloride  (Bena- 
dryl<R'),  50  mg.  at  bedtime,  as  first  suggest- 
ed by  Meyer  Naide  in  1950.®  Benadryl  has 
some  advantages  in  certain  groups  of  pa- 
tients, such  as  pregnant  women  who  do  not 
respond  to  other  treatment  and  cannot  take 
quinine. 

Often,  one  of  the  first  signs  indicative  of 
incipient  diabetes  mellitus  consists  of  cramps 


in  the  calves  of  the  legs,  caused  by  a periph- 
eral neuritis.  This  is  known  as  Unschuld’s 
sign. 

As  in  other  forms  of  peripheral  neuritis, 
the  patient  may  complain  of  numbness, 
tingling,  burning,  a dull  throbbing  pain 
worse  at  night,  or  even  sharp,  stabbing, 
shooting  pains,  depending  on  the  severity  of 
the  neuritis.  Temporary  relief  may  be  ob- 
tained in  about  70  per  cent  of  these  patients 
by  taking  quinine  sulphate^®  until  Vitamin 
B deficiency  can  be  corrected  and  the  dia- 
betes brought  under  control. 

Malnutrition,  food  deficiencies,  chronic  al- 
coholism and  tabes  dorsalis  may  develop  a 
bilateral  peripheral  neuritis.  These  are  best 
treated  by  administration  of  thiamine  chlo- 
ride and  treatment  of  the  primary  cause  in 
each  case. 

Neuritis  due  to  low  back  pathosis  and 
muscle  spasm,  also  sciatica  due  to  protrusion 
of  a lumbar  disc,  can  be  given  partial  and 
temporary  relief  by  administration  of  me- 
phenesin  (Tolserol,*^'  Squibb)  0.5  gm.  four 
times  daily,  until  more  definitive  treatment 
can  be  instituted. 

Conclusion 

Leg  cramps  and  painful  legs  and  feet  may 
be  caused  by  a variety  of  etiological  factors. 
It  is  important  that  these  be  determined  if 
the  proper  treatment  is  to  be  given. 
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Pediatric  Urology* 


Doctor  Hess  discusses  most  of  the  urologic 
problems  of  childhood,  putting  special  stress  on 
those  present  at  birth  or  arising  soon  thereafter. 
He  begins  by  consideration  of  careful  determina- 
tion of  sex,  which  is  very  important  when  pseu- 
dohermaphroditism is  present,  and  mentions  the 
many  congenital  defects  that  require  early  recog- 
nition and  correction  in  order  to  avoid  imme- 
diate or  remote  ill  effects  on  the  health  of  the 
individual.  He  dwells  at  some  length  on  tumors 
of  the  kidney  and  testis.  Throughout,  he  empha- 
sizes careful  examination  by  the  attending  physi- 
cian and  resort  to  expert  urologic  opinion  when- 
ever in  doubt. 

EDITOR 


UROLOGICAL  problems  in  chil- 
dren are  vitally  important  for 
the  simple  reason  that  they 
often  go  undiagnosed  until  adult  life.  Many 
of  the  conditions  that  we  see  in  the  older 
patient  might  not  have  developed  had  the 
patient  received  proper  diagnostic  and  ther- 
apeutic care  as  a youngster.  Many  urolog- 
ical conditions  are  the  result  of  congenital 
defects  and,  when  one  understands  the  em- 
bryological  development  of  the  genito-ur- 
inary  tract,  the  wonder  is  that  more  con- 
genital malformations  do  not  occur. 

The  birth  of  a child  demands  careful 
observation  of  the  external  genitalia  and  an 
immediate  search  for  obvious  anomalies.  The 
true  hei’maphrodite  is  rare  but  the  pseudo- 
hermaphrodite is  relatively  common  and 
everj^  infant  that  is  born  should  be  care- 
fully examined  to  determine  its  sex.  Exstro- 
phies of  the  bladder,  undescended  testes, 
hernias,  hydroceles  and,  in  male  babies,  var- 
ious degrees  of  hypospadia  must  be  ascer- 
tained at  an  early  age. 

Many  an  adult  might  be  saved  a bad 
psychosomatic  reaction  if,  for  instance,  the 
accoucheur  had  told  the  parents  that  he  was 
unable  to  determine  the  sex  at  birth.  We 
have  seen,  over  a lifetime,  many  persons 
raised  as  women  — pseudohermaphrodites 
— who  were  pure  males  and  needed  plastic 
surgery  to  restore  them  to  their  true  sex 
and  a normal  life.  Many  of  these  people 
have  never  been  told  the  truth  by  the  family, 
if  they  knew  the  truth,  nor  by  the  physician 
who  probably  made  an  insufficient  exam- 
ination in  an  effort  to  find  the  truth.  Many 
of  the  congenital  anomalies  of  the  external 
genitalia  are  easily  diagnosed  by  inspection 
and  palpation.  The  physician’s  responsib- 
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ility  is  to  tell  the  family  the  truth  about 
the  sex  of  the  infant  and,  if  he  is  unable 
to  ascertain  this,  to  ask  for  immediate  com- 
petent, urological  consultation. 

Irregular  or  unusual  urinary  disturb- 
ances should  call  for  the  expert  services 
of  an  urologist.  For  here  again  congenital 
valves  at  the  bladder  neck  are  not  uncom- 
mon and  hydronephrosis  and  congenital  an- 
omalies of  the  kidneys  and  ureters  are  rath- 
er usual.  Many  of  these  conditions  suspect- 
ed, diagnosed,  and  corrected  at  an  early  age 
will  add  years  of  mental  as  well  as  physical 
comfort  to  the  patient  and  insure  a longer 
useful  adult  life.  However,  it  must  be  re- 
membered that  most  of  these  anomalies  are 
reasonably  easy  to  diagnose,  and  the  treat- 
ment is  a must  if  renal  parenchyma  is  not 
to  be  unduly  sacrificed. 

In  infants,  acute  pyelitis  (pyelonephritis) 
is  a rather  common  condition,  and  it  is  my 
opinion  that  many  a renal  calculus  discov- 
ered in  adult  life  has  had  its  beginnings  in 
infancy  or  before  puberty. 

Let  us  then  look  at  so-called  acute  pyelitis 
for  a few  moments.  Personally,  I believe 
this  diagnosis  is  a misnomer.  The  proper 
designation  is  acute  pyelonephritis.  We  have 
a baby  with  a high  fever  and  a tender 
abdomen,  but  there  is  no  way  of  eliciting  a 
history  of  the  infant’s  suffering.  Exper- 
ience is  the  valuable  asset  to  the  pediatrician 
or  the  physician  called  to  see  one  of  these 
children.  The  wet  diaper  may  give  some 
clues,  but  it  is  almost  impossible  to  get  a 
specimen  of  urine  except  via  catheterization ; 
if  a specimen  is  obtained  it  may  reveal  no 
abnormalities,  because  the  urine  may  be 
coming  from  the  noninfected  kidney.  The 
ureter  from  the  infected  kidney  may  be 
blocked  so  that  its  urine  does  not  reach 
the  bladder.  The  differential  diagnosis  is 
important. 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  April  27,  1960. 
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;Many  a baby  has  been  operated  upon  for 
acute  appendicitis  or  other  intraabdominal 
lesion  when  the  diagnosis  is  a simple  acute 
pyelitis  (pyelonephidtis).  We  must  use  our 
powers  of  observation  (this  we  so  often  fail 
to  do).  The  baby  with  acute  appendicitis 
is  sick.  The  face  is  drawn  and  its  starts 
to  lose  weight  fast  while  the  baby  with  an 
acute  pyelitis  (pyelonephritis)  with  an  ele- 
vated temperature  of  from  104°  to  105°  F. 
plus,  lies  in  the  bed  fat  and  sassy  and  often 
doesn’t  even  look  sick,  ^^ery  often  the 
diagnosis  is  as  simple  as  this  observation. 
Of  course,  verification  of  one’s  suspicion 
must  be  attained  by  careful  examination 
and  often  by  having  a competent  urological 
consultation. 

Many  children  are  the  victims  of  unilat- 
eral and  bilateral  congenital  hydronephrosis, 
solitary  kidneys,  tumors,  double  kidneys, 
double  ureters  Avith  one  ureter  opening  in  an 
abnormal  location,  and  so  forth.  In  these 
patients  the  urinary  tract  is  particularly 
prone  to  infection,  although  many  of  them 
seem  to  escape  infection  until  after  instru- 
mentation. This  is  one  of  the  reasons  why 
instrumentation  must  be  done  with  partic- 
ular care  in  the  hope  that  infection  will  not 
be  added  to  an  already  handicapped  urinary 
tract. 

Eveiy  effort  must  be  made  to  conseiwe 
renal  parenchyma.  I have  seen  many  cases 
of  huge  unilateral  hydronephrosis  operated 
upon  by  pediatric  and  general  surgeons  who 
have  opened  the  abdomen  without  any  at- 
tempt to  make  a diagnosis  other  than  tumor. 
Such  a procedure  is  to  the  detriment  of  the 
little  patient.  These  cases  of  masses  in  a 
child’s  abdomen  call  for  meticulous  diag- 
nostic study  and,  in  my  humble  opinion, 
are  problems  not  for  the  pediatric  or  gen- 
eral surgeon  but  for  the  skilled  urological 
specialist.  This  is  particularly  true  in  tho.se 
patients  who  have  large,  atonic  bladders 
with  bilateral  hydroureters  and  hydrone- 
phi-oses  when  the  cause  is  at  the  bladder 
neck.  Here,  the  surgery  must  be  directed 
to  the  point  of  obstruction  if  any  renal 
parenchjTna  is  to  be  preserved.  I might  add 
that  this  diagnosis  must  be  made  early  in 
life  because  it  does  not  take  long  for  the 
obstructive  lesions  to  completely  destroy 
renal  functioning  tissue. 

Tumors  of  the  kidney  are  not  rare  in 
children,  but  one  must  be  sure  that  there 
is  a fellow  kidney  — that  the  patient  is  not 


handicapped  by  the  possession  of  a single 
kidney.  This  is  not  too  rare  an  anomaly. 
I recall  a friend  of  mine,  one  of  the  leading 
executives  in  the  country,  who  was  well  into 
middle  age  before  a wise  urologist  discov- 
ered that  he  possessed  a single  functioning 
renal  mass.  He  might  have  lost  his  life 
had  that  single  kidney  been  subjected  to 
some  surgical  procedure  that  might  have 
been  handled  more  conservatively.  I have 
known  not  one  but  several  instances  where 
solitary  kidneys  have  been  removed  with  the 
usual  result,  death.  This  could  not  have 
happened  if  the  patient  had  had  a thorough 
urological  work-up  by  a competent  urologist. 
I have  very  little  sjunpathy  for  the  pediatric 
surgeon  or  the  general  surgeon  who  operates 
on  these  patients  without  this  type  of  con- 
sultation. Tumors  of  the  kidney  can  and  do 
occur  in  these  solitary  organs.  Clear  celled 
carcinomas  also  occur  in  horseshoe  kidneys 
and  other  anomalous  renal  masses.  These 
cases  almost  defy  surgical  intervention,  al- 
though my  friend  Vermooten  will  often  do 
a partial  resection  of  these  renal  tumors  hop- 
ing to  get  a good  result.  Two  of  the  com- 
monest tumors  in  children  are  the  Wilm’s 
tumor  and  sarcoma.  Once  a diagnosis  of 
Wilm’s  tumor  has  been  made,  the  average 
man  throws  up  his  hands  and  is  defeated. 
This  need  not  be  so,  although  it  must  be 
admitted  that  the  prognosis  is  bad  with  such 
a diagnosis;  yet  I have  seen  a number  of 
children  survive  without  recurrence  for 
years  following  nephrectomy  for  this  dis- 
ease. Two  cases  come  immediately  to  mind. 
One,  an  infant  of  9 months  had  a nephrec- 
tomy for  Wilm’s  tumor  performed  by  an 
old  friend.  Dr.  Peacock  of  Seattle,  many 
years  ago.  The  family  moved  to  Erie  and 
Dr.  Peacock  referred  the  baby  to  us  for  fol- 
low-up obseiwation.  The  child  is  now  over 
10  years  old,  has  developed  normally,  and 
has  never  had  a recurrence  or  any  involve- 
ment of  the  remaining  kidney. 

The  most  remarkable  case  of  this  disease, 
however,  is  one  we  reported  some  time  ago. 
Here  is  a remarkable  story : 

A one-year-old  boy  was  first  seen  on 
1/11  49  with  the  diagnosis  of  probable 
bilateral  Wilm’s  tumor.  The  asjmiet- 
rical  abdomen  showed  a huge  bulging 
mass  on  the  left  side  which  extended 
from  the  costal  cage  to  the  level  of  the 
anterior-superior  spine  and  to  the  mid- 
line. There  Avas  evidence  of  a mass  in 
the  right  kidney.  X-ray  therapy  Avas 
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started  over  the  left  renal  area  on 
1 ^13/49  and  on  1/20/49,  the  tumor  was 
apparently  decreased  to  less  than  half 
its  original  size. 

The  smaller  mass  in  the  right  kidney 
was  explored  on  1/28/49  and  the  lower 
pole  tumor  was  biopsed.  Diagnosis, 
Wilm’s  tumor.  The  parents  were  ex- 
tremely reluctant  to  consent  to  further 
X-ray  therapy  and  signed  a hospital  re- 
lease on  2/10/49.  We  did  not  see  the 
patient  again  until  2/13/53,  following 
emergency  surgery  on  what  was  sup- 
posed to  be  acute  appendicitis.  The  sur- 
geon noted  a large  right  kidney  and 
after  consultation  with  the  radiologist, 
the  right  kidney  area  was  treated  by 
X-ray  and  on  6/2/53,  the  child  was  re- 
admitted because  the  mother  noticed  the 
“lump”  on  the  right  side  increasing 
very  rapidly  in  size.  The  left  kidney 
which  had  received  the  X-ray  therapy 
on  the  first  admission  seemed  to  be  rea- 
sonably normal  in  size  and  no  mass 
could  be  felt.  On  6/3/53,  a right 
nephrectomy  was  performed  which  was, 
morphologicaly,  a Wilm’s  tumor,  and 
he  was  released  on  6/10/53. 

The  patient  is  still  alive  today,  in  1960, 
and  while  we  still  believe  that  there  may  be 
quiescent  and  viable  tumor  cells  remaining 
in  the  left  kidney  and  the  case  cannot  be 
considered  a cure,  our  case  of  bilateral 
Wilm’s  tumor  is  unique  in  several  respects: 
We  have  been  unable  to  find  a single  case 
of  bilateral  Wilm’s  tumor  that  has  survived 
one  year;  this  patient  has  survived  over 
eleven  years  since  the  initial  diagnosis  and 
over  seven  years  since  the  nephrectomy;  he 
is  in  the  age  group  of  one  year  or  younger; 
and  lastly,  the  longer  period  of  survival  fol- 
lowed a therapeutic  course  of  X ray. 

While  preparing  this  paper  I have  heard 
of  another  very  remarkable  patient  who  sur- 
vived operation  for  a Wilm’s  tumor.  A 
young  girl  had  a nephrectomy  for  Wilm’s 
tumor  14  years  ago.  She  has  been  healthy 
ever  since.  She  is  now  married  and  is  preg- 
nant. Her  mother  called  to  find  out  if  the 
pregnancy  might  stir  up  the  old  trouble  in 
the  remaining  kidney.  I ducked  a positive 
answer  but  did  say  that  if  she  had  lived  14 
years  without  recurrence  and  had  been  a 
healthy  child  with  nonnal  growth,  I saw  no 
reason  why  she  should  not  be  allowed  to  fin- 
ish her  pregnancy  normally  and  that  recur- 


rence was  only  a remote  possibility.  I men- 
tion these  three  extreme  cases  only  to  em- 
phasize the  fact  that  Wilm’s  tumors,  even 
though  grossly  malignant,  are  not  always  fa- 
tal. There  is  always  the  hope  that  the  mir- 
acle may  happen  so  the  physician  must  take 
chances  and  must  never  be  wholly  pessi- 
mistic even  though  the  prognosis  is  con- 
sidered poor. 

Then  we  have  the  sarcoma  group.  Fortun- 
ately, these  are  rare.  We  have  seen  a fev/ 
cases  of  round  cell  sarcomas  in  the  perirenal 
area  as  we  have  seen  all  sorts  of  unusual 
sarcomas  involving  the  bladder,  prostate  and 
penis.  One  of  the  most  unusual  cases  was 
reported  by  us  in  the  literature  in  1938.  This 
was  a neurofibrosarcoma  of  the  sympathetic 
nervous  system.  It  involved  the  bladder, 
prostate  and  penis.  Another  was  a large 
pericystic  sarcoma  that  pushed  the  bladder 
over  to  one  corner  of  the  pelvis,  while  the 
tumor  proi)er  occupied  the  entire  pelvis  com- 
pressing not  only  the  bladder  but  the  rec- 
tum. These  bizzare  growths  as  a rule  cause 
no  early  symptoms  that  are  suggestive,  and 
their  growth  is  unnoticed  until  found  by  ac- 
cident. The  treatment,  of  course,  is  unsat- 
isfactory. The  attending  physician  once 
having  diagnosed  the  case  or  being  sus- 
picious that  he  may  be  dealing  with  a prob- 
lem of  this  character,  is  at  once  placed  in  an 
uncomfortable  situation.  He  is  obliged  to 
advise  the  family  whether  or  not  surgery 
should  be  attempted  and  concerning  X-ray 
therapy.  The  specialist,  on  the  other  hand, 
is  always  hopefully  playing  for  the  miracle, 
but  I must  admit  that  I have  never  seen 
one  of  these  sarcomas  cured  either  by  sur- 
gery or  the  X ray.  Often  the  small  round 
cell  sarcoma  will  almost  completely  disap- 
pear after  X-ray  therapy,  but  they  all  seem 
to  recur  in  about  a year  and  to  grow  faster 
than  before.  These  patients  usually  suc- 
cumb very  shortly  after  the  tumor  resumes 
growth.  Most  of  the  other  sarcomas  are 
X ray  resistant  and,  if  operated  upon,  are 
seldom  completely  removable. 

Tumors  of  the  testes  in  young  people  are 
relatively  common.  A few  are  benign, — 
most  are  malignant.  Most  of  the  seminomas 
and  carcinomas  of  the  testes  occur  before 
the  age  of  40.  Many  of  them  start  at,  or 
shortly  after,  puberty.  Every  testicular  mass 
should  be  suspected  of  being  malignant  until 
proven  benign ! There  is  a simple  diagnostic 
test  for  tumor  that  is  extremely  applicable. 
If  the  testes  is  taken  in  the  examiner’s  hand 
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it  gives  the  impression  of  being  “heavy.” 
This  is  so  marked  as  compared  with  the 
weight  of  other  testicular  or  scrotal  lesions 
as  to  be  almost  diagnostic.  Once  the  diag- 
nosis has  been  made  comes  the  decision  for 
therapy.  Do  we  recommend,  as  the  family 
physician,  the  complete  acceptance  of  the 
urologist’s  opinion  as  to  the  proper  therapy, 
or  do  we  consult  with  him  as  to  the  best 
advice  to  give  the  patient  and  the  family? 
If  we  are  smart  we  will  talk  over  both  the 
diagnosis  and  treatment  and  come  to  a com- 
mon decision.  There  are,  of  course,  two  very 
definite  procedures  — surgery  and  X ray. 
There  are  two  surgical  procedures  to  be 
considered : one  is  the  radical  removal  of 
the  testes  and  the  lymphatics  up  to  the  re- 
gion of  the  renal  artery;  the  other  is  the 
simple  excision  of  the  testes  and  cord  up  to 
the  internal  ring.  After  either  procedure 
X-ray  therapy  should  be  used.  Some  men 
use  the  X-ray  therapy  prior  to  surgery, 
others  supplement  the  treatment  with  X ray 
after  the  surgery.  In  the  benign  tumors, 
simple  orchiectomy  is  sufficient.  The  radi- 
cal operation  is  a difficult,  time-consuming 
procedure,  and  the  results  are  very  little 
better  than  simple  excision  combined  with 
X ray.  Lewis’  report  shows  less  than  a 1 
per  cent  difference  in  the  mortality  rate 
of  the  two  procedures.  The  best  results  are 
obtained  in  the  seminomas,  although  the 
prognosis  is  always  very,  very  guarded  in 
any  malignant  testicular  tumor.  Personally, 
the  simple  procedure  of  simple  orchiectomy 
with  X-ray  therapy  seems  to  me  in  most 
instances  to  be  the  procedure  of  choice, 
although  I will  not  find  too  much  fault  with 
the  urologist  who  advocates  the  radical  pro- 
cedure. 

Undescended  testes  are  quite  common  at 
birth.  As  a rule  the  testes  do  come  down 
into  the  scrotum  before  the  3rd  or  4th  year 
of  life,  and,  as  a rule,  there  is  little  or  noth- 
ing to  worry  about.  However,  after  the 
sixth  year  the  undescended  testis,  if  it  is 
in  the  inguinal  canal,  should  be  brought 
down  into  the  scrotum  by  some  surgical  pi*o- 
cedure.  As  a rule,  intraabdominal  testes 
should  not  be  disturbed.  The  old  theory 
that  an  intraabdominal  testis  is  apt  to  be- 
come cancerous  is,  I believe,  a fallacious 
one.  I personally  have  seen  many  patients 
with  one  or  both  testes  still  in  the  abdomen 
in  adult  life  and  I have  yet  to  see  my  first 
testicular  malignancy  in  one  of  these  cases. 

I have  seen  a case  of  epididymitis  in  an  in- 


traabdominal testis  diagnosed  preoperatively 
as  acute  appendicitis.  There  is  no  reason 
why  an  intraabdominal  organ  cannot  be  the 
seat  of  pathological  change,  and  the  attend- 
ing physician  should  never  fail  to  ascertain 
the  presence  or  the  absence  of  a gonad  in 
the  scrotum  or  in  the  groin.  The  patient’s 
parents  should  always  be  infoiTned  that  there 
is  usually  a patent  peritoneal  pouch  and 
that,  although  no  hernia  seems  to  exist  or 
can  be  demonstrated,  the  operation  bringing 
the  testis  do^^m  should  always  be  accompan- 
ied by  a herniorraphy.  It  is  important  to 
tell  the  family  that  atrophy  of  the  testicle 
can  take  place  even  though  the  operative 
procedure  be  most  meticulously  performed. 
The  pediatrician  and  the  family  physician 
are  equally  responsible  with  the  operator  in 
those  cases  where  it  comes  to  a discussion 
of  the  results  and  possible  complications  of 
this  type  of  plastic  surgery. 

Hydroceles  must  be  diagnosed  early.  They 
may  be  tapped  early  and  sometimes  do  not 
recur,  but  often  they  must  be  surgically 
treated  for  permanent  results.  In  small  in- 
fants one  must  be  sure  there  is  no  gut  in 
the  scrotum  if  a hydrocele  is  to  be  treated 
conservatively.  Where  there  is  a connection 
between  the  abdominal  cavity  and  the  tunica 
vaginalis  due  to  a patency  in  the  peritoneum, 
especial  care  must  be  exercised  that  the 
swollen  hydrocele  that  exists  in  the  erect 
posture  does  not  disappear  when  the  child  is 
in  the  recumbent  position.  Careful  examin- 
ation of  the  scrotum  and  its  contents  will 
usually  be  a highly  rewarding  experience. 

In  male  babies,  circumcision  is  almost  a 
must.  However,  if  there  is  any  degree  of 
hypospadius,  circumcision  should  not  be  per- 
formed because  this  excess  skin  may  later  be 
of  great  value  in  the  reconstruction  work 
that  may  be  made  necessary  in  the  repair 
of  this  congenital  anomaly. 

When  the  baby  is  circumcised,  be  sure  the 
external  urinary  meatus  is  adequate  and  do 
not  hesitate  to  do  a meatotomy  at  the  time 
of  circumcision.  Many  a male  baby  has  been 
a serious  problem  to  the  attending  physician 
when  the  cause  of  all  the  difficulty  may 
have  been  only  a tight  or  pin  point  external 
meatus.  The  correction  is  a simple  proced- 
ure at  any  time  but  very  simple  at  the  time 
of  circumcision.  Whenever  a male  baby 
cries  on  urination,  has  frequency,  a little 
urethral  discharge,  and  posturination  bleed- 
ing, 9 chances  out  of  10  the  cause  is  the 
small  meatus. 


504 


Nebraska  S.  M.  J. 


The  importance  of  careful  physical  exam- 
ination in  all  children  cannot  be  over- 
emphasized, and  when  there  is  any  doubt, 
urological  consultation  is  a must.  However, 
if  there  is  no  urological  consultant  available 
the  radiologist  can  be  of  great  help.  There 
are  several  technical  methods  for  obtaining 
urograms,  even  in  the  youngest  children. 
These  are  all  recognized  techniques,  and 
while  it  is  better  to  have  the  urological 
consultation,  the  information  that  can  be 


gained  by  radiological  consultation  must  not 
be  discounted.  In  some  of  the  larger  centers 
there  are  urologists  who  devote  all  of  their 
time  to  pediatric  urology,  but  in  the  vast 
majority  of  cases  competent  urologists  are 
available,  who  have  likewise  been  extremely 
well-trained  in  the  urological  problems  of 
these  youngsters.  Whenever  a pediatric 
urological  problem  presents  itself,  it  is  the 
wise  pediatrician  who  shares  the  respon- 
sibility with  a competent  consultant. 


“The  Committee  is  convinced  that  large-scale  BCG  vaccination 
programs,  including  routine  vaccination  of  the  newborn,  are  not  in- 
dicated in  this  country.  It  is  believed,  however,  that  the  advantages 
of  vaccination  outweigh  the  disadvantages  for  tuberculin, -negative 
persons  who  are  exposed  to  a definite  risk  of  infection,  especially 
if  they  cannot  be  retested  frequently  with  tuberculin.  . . (Report 
of  Ad  Hoc  Advisoi'y  Committee  on  BCG  to  the  Surgeon  General  of 
the  United  States  Public  Health  Seiwice.  Am.  Rev.  of  Tuberc. 
76:726,  1957). 
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NEUROLOGIC  BRIEFS: 


Neurologic  Manifestations 
Of  Endocrine  Disorders 


Hyperinsulinism  (Due  to  Islet  tumor  or  hy- 

pei^plasia) 

1.  Recurrent,  episodic  attacks: 

Autonomic,  emotional,  subjective  dis- 
tress. 

Weakness,  clouding  of  consciousness 
accompanied  by  hunger  and  perspir- 
ation. 

Apt  to  occur  after  fasting  or  hard 
physical  exertion. 

Delirium  (acute  brain-syndrome),  am- 
nesia, coma  or  convulsions  may  oc- 
cur. 

May  mimic  episodic  neurologic  or  psy- 
chiatric disorders;  be  mistaken  for 
drug  or  alcohol  toxicity. 

Diagnosed  by  finding  low  blood  sugar 
in  spontaneous  or  provoked  attack. 
Note  response  to  I.V.  glucose. 

Not  diagnosed  by  glucose  tolerance 
test.  Must  diagnose  by  fasting  and 
this  may  require  12-72  hours.  Some, 
in  addition,  must  be  exercised. 

2.  Untreated  cases  lead  to  progressive  brain 
and  spinal  cord  destruction. 

Dementia  (chronic  brain-syndrome). 

Encephalopathy. 

Myeloneuropathy  with  atrophy,  flac- 
cid paresis,  and  sensory  loss  in  dis- 
tal limbs. 

Diabetes  Mellitus 

1.  Polyneuropathy,  distal,  symmetrical. 

Feet  more  common. 

More  sensory  than  motor. 

Most  distal  sensation,  reflexes,  and 
muscles  impaired  first. 

2.  Mono-neuropathy,  nerve  root  “radicu- 
litis.” 

Asymmetrical. 

A restricted  nerve  or  spinal  nerve- 
root  distribution. 

Pain  usually  more  than  motor  fea- 
tures. 
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Lumbar  and  sciatic  involvement  com- 
mon. 

Mistaken  for  disc  herniation. 

May  undergo  complete  and  spontane- 
ous remission. 

3.  Myelopathy 

Considerable  muscle  atrophy  may  oc- 
cur. 

May  mimic  polio  or  amyotrophic  lat- 
eral sclerosis. 

Posterior  column  loss. 

Rarely  pyramidal  tract  loss. 

Rarely  Guillain-Barre  type  syndromes. 

Elevated  spinal  fluid  protein 

4.  Degeneration  of  autonomic  neiwous  sys- 
tem. 

Distal  vasomotor  dysfunction  in  limbs. 

Decreased  sweating. 

Trophic  changes:  skin;  joints. 

Gastrointestinal  dysfunction. 

Impotence. 

Pupillary  abnormalities. 

Bladder  atony. 

5.  Cranial  neiwe  loss. 

Usually  III,  IV,  VL 

With  III,  may  be  much  pain;  pupil 
usually  spared. 

Occasionally  VII,  rarely  V or  VIII  af- 
fected. 

Spontaneous  remission  common. 

6.  Cerebral  involvement. 

More  advanced  arteriosclerosis  leads 
to  more  cerebral  artery  insufficien- 
cy, thrombosis,  hemorrhage. 

Vicious  cycle  with  nephropathy  and 
uremia. 
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Infants  of  diabetic  mother. 

Diabetic  coma. 

Hypoglycemic  coma  (insulin  given  in 
treatment. 

Hyperthyroidism 

1.  Cerebral 

a.  Personality  changes  of  hypermetab- 
olism. 

b.  Acute  toxic-exhaustive  syndrome  or 
“crises.” 

2.  Striated  muscle  and  motor  end-plate. 

a.  Ophthalmoplegia. 

b.  Chronic  thyrotoxic  myopathy.  Usu- 
ally large  proximal  muscles. 

c.  Periodic  paralysis;  episodic,  affect- 
ing large  limb  muscles. 

d.  Concomitant  myasthenia  gravis. 

Myxedema 

Personality  changes  with  hypometabo- 
lism. 

Loss  of  acuity  of  one  or  more  special 
senses. 

Headaches. 

Light-headed,  vertigo-like  symptoms. 
Dysarthria  and  hoarseness. 

Muscle  and  joint  pains. 

Pronounced  muscular  weakness. 
Neuropathy  or  polyneuropathy. 

Facial  neuralgia. 

Coma,  convulsions. 

The  diagnostic  pseudomyotonic  tendon 
reflexes. 

Hyperparathyroidism 

Marked  muscular  weakness,  hypotonia, 
hyporeflexia. 

Personality  change  (organic  cerebral 
types). 

Coma ; rarely  convulsions. 

Bone  and  muscle  pain. 

Hypoparathyroidism 
1.  Cerebral 

a.  Convulsions. 

b.  Personality  changes  (usually  organ- 
ganic  cerebral  types). 

c.  Cerebral  edema  and  papilledema. 

d.  Cerebellar  ataxia. 

e.  Parkinsonism ; chorea. 


(d.  and  e.  may  be  associated  with  calci- 
fication in  cerebellum  or  basal  gan- 
glia) . 

2.  Striated  muscle  and  motor  end-plate. 

a.  Tetany. 

b.  Hyper-reflexia. 

c.  Marked  muscle  weakness. 

Hyperaldosteronism 

Marked  muscular  weaknes,  often  epi- 
sodic. 

Paresthesias. 

Headaches. 

Tetany-like  syndromes. 

Hyperadrenocorticism  (Cushings’s) 

Personality  changes  (depressed). 

Muscular  weakness  may  be  marked. 

Peripheral  neuropathy. 

Rarely,  convulsions. 

Pheochromocytoma 

Hypermetabolic  symptoms. 

Episodic  distress  often  appearing  like 
anxiety  or  tension  state  associated 
with  marked  rise  in  blood  pressure. 
May  be  provoked  by  certain  positions 
or  activity. 

Rarely,  accompanying  neurofibromato- 
sis. 

Hypertensive  cerebral  vascular  syn- 
dromes. 

Addison’s  Disease 

Personality  changes  (marked  asthenia). 

Episodes  of  great  weakness,  collapse, 
“crisis.” 

Tremors. 

Occasionally  episodes  of  acute  brain- 
syndrome,  coma,  convulsions. 

Pain  in  any  part  of  the  body.  (They 
usually  have  pain  somewhere). 

Acromegaly 

Personality  change  (depressed,  rest- 
less). 

Pituitary  tumor  signs  and  symptoms. 

Muscular  weakness. 

Compressive  or  entrapment  neuropathy 
from  boney  overgrowth. 
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Panhypopituitarism 

Personality  changes  (asthenia,  leth- 
argy). 

Can  usually  be  differentiated  from  the 
personality  disorder  called  anorexia 
nervosa  by  presei’vation  of  pubic 
hair  and  other  secondary  sex  features 
in  the  latter  disorder. 

Pituitary  tumor,  signs  and  symptoms. 


Thymus  Gland 

While  this  is  still  unsettled  and  specu- 
lative, this  gland  may  have  some  re- 
lationship to  myasthenia  gravis.  Thy- 
momas appear  to  be  found  somewhat 
repeatedly  in  myasthenia  gravis.  Re- 
moval of  a normal  thymus  gland  ef- 
fects improvement  in  a select  group 
of  patients  with  myasthenia  gravis. 


“Every  American  must  recognize  that  Social  Security  is  de- 
signed to  provide  a minimum  basic  protection  — not  total  security 
— against  the  hazards  it  covers.  Social  Security  is  not  a complete 
substitute  for  other  common  sense  precautions,  including  individual 
foresight  and  responsibility.  It  can  never  be  a substitute  — except 
at  prohibitive  costs  through  exhorbitant  and  self-destroying  tax 
burdens.”  (Congressman  John  W.  Byrnes,  Wisconsin,  Spotlight 
No.  J-461). 
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SPECIAL  ARTICLE 


A NEW  APPROACH  TO  THE  BETTERMENT  o/ 

Expert  Testimony  in 
Personal  Iniury  Cases: 

Systematic  Indoctrination  in  the 

PROOFS  OF  SCIENCE  and  the  SCIENCE  OF  PROOF 


This  article,  telling  for  the  first  time  the  unique 
instructional  program  of  the  Law-Science  Acad- 
emy of  America,  at  Crested  Butte,  Colorado,  is 
believed  to  offer  such  great  prospects  or  improve- 
ment of  expert  testimony,  and  development  of 
Proofs  of  Science  and  the  Science  of  Proof  of 
litigation,  that  this  Journal  is  joining  with  others 
in  publishing  it  concurrently.  We  hope  the  au- 
thor may  favor  us,  in  the  future,  with  an  even 
more  elaborate  exposition  of  the  philosophy  and 
practice  of  the  Law-Science  Movement. 

—EDITOR 


JUSTICE  can  only  be  achieved 
in  litigation,  whether  civil  or 
criminal,  if  the  facts  found  by 
judge  or  jury  correspond  with  truth. 
There  has  been  a constant  search  in  this 
country,  for  many  years,  for  solutions  to  the 
vexatious  problems,  multiple  in  nature, 
which  spring  from  use  of  expert  testimony. 
Thus,  many  states  now  permit  by  statute,  or 
rule  of  court,  appointment  of  impartial 
physicians  or  other  experts,  by  the  trial 
judge,  to  carry  out  impartial  examinations 
of  the  claimant,  in  personal  injury  cases,  of 
the  accused  claiming  a mental  defense  in 
criminal  cases,  or  of  inanimate  subject  mat- 
ter in  some  instances.  Accompanying  these 
broad  discovery  provisions,  which  have  been 
so  effectual  as  a part  of  the  federal  rules  of 
civil  procedure,  that  they  have  been  widely 
copied  by  the  several  states,  have  been  liber- 
al reforms,  in  most  states,  permitting  the 
taking  of  depositions  of  parties  and  wit- 
nesses prior  to  trial.  By  thorough-going  di- 
rect and  cross-examination,  qualified  counsel 
can  extract  from  treating  and  examining 
physicians,  and  other  expert  witnesses,  the 
full  facts  as  to  what  they  did  and  found,  and 
force  into  the  open  the  medical  contentions 
which  will  be  made,  at  the  same  time  crystal- 
izing,  defining  and  restricting  the  issues.  By 
assembling  past  medical  and  hospital  rec- 
ords, and  taking  depositions  of  all  the  treat- 
ing or  examining  physicians,  the  parties  can 
define  and  limit  the  medicolegal  issues  at  an 
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early  stage  of  the  litigation.  Since  the 
founding  of  the  Law-Science  Movement  in 
this  country,  which  may  reasonably  be 
linked  with  the  initiation  of  our  law-science 
short  courses  at  Tulane  University  in  1950, 
the  percentage  of  personal  injury  cases  dis- 
posed of  by  pre-trial  compromise  negotia- 
ation  has  risen  from  some  45  per  cent  to 
close  to  90  per  cent ! Better  counsel  are  now 
quite  willing  to  concede  that  it  is  important 
to  use  the  best  available  specialists,  and 
necessarily  to  exchange  freely  medical  re- 
ports, without  putting  the  opponent  to  the 
unnecessary  trouble  of  taking  depositions. 

At  the  same  time,  there  is  a great  uneven- 
ness in  the  quality  of  expert  testimony  in 
our  trial  courts,  both  in  civil  and  in  criminal 
cases.  Only  some  six  states  of  the  union  re- 
quire a physician  to  be  a certified  specialist 
in  order  to  qualify  him  to  testify  on  a spe- 
cialty problem.  The  field  of  medicine  has 
now  broken  down  into  some  35  recognized 
medical  specialities  and  the  judge  who  per- 
mits the  general  practitioner  to  give  opinion 
evidence  on  specialty  subjects,  would  be  the 
first  to  take  the  train  for  Mayo  Clinic  in 
event  he  had  some  serious  health  problem 
arise. 

Some  have  assumed  that  the  giving  of 
unscientific  medical  evidence  testimony  is  a 
badge  of  fraud,  but  it  is  my  conviction,  after 
studying  the  matter  for  many  years,  that 
ignorance  is  a greater  foe  of  justice  than  is 
misrepresentation.  We  need  to  tighten  up 
our  qualifications  for  expert  witnesses,  on 
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voir  dire  (the  qualifying)  examination. 
While  the  treating  physician  should  always 
be  allowed  to  testify,  whether  he  be  a spe- 
cialist or  not,  close  control  should  be  exer- 
cised to  the  end  of  determining  important 
litigation,  dependent  upon  advanced,  skilled 
knowledge  of  a specialist,  upon  testimony 
of  general  practitioners.  As  most  readers 
will  realize,  the  New  York  Academy  of  Medi- 
cine has  recently  cooperated  with  the  trial 
courts  of  New  York  in  supplying  outstand- 
ing medical  specialists,  drawn  from  a ro- 
tating panel,  to  study  particular  cases  in 
which  the  courts  have  applied  for  help.  This 
is  a step  forv^ard,  and  perhaps  the  gravest 
criticism  which  can  be  leveled  at  the  plan 
is  the  fact  that  the  trial  judge  customarily 
refers  to  this  specially  selected  witness  as 
the  court’s  witness,  thereby  throwing  the 
mantle  of  omniscience  over  him.  This  seems 
undesirable,  and  it  would  suffice  if  the 
court  merely  indicated  that  the  expert  wit- 
ness had  examined,  without  objection  of  the 
parties,  with  the  understanding  that  both 
parties  would  be  able  to  cross-examine  him 
freely,  permitting  the  jury  to  give  his  testi- 
mony the  final  weight  they  believe  it  to  de- 
serve. 

Another  solution  which  has  been  coming 
forward  at  intervals  in  recent  years,  is  a 
suggestion  for  abolition  of  trial  by  jury,  and 
even  for  abandonment  of  trial  of  these  cases 
by  judges  without  juries.  The  contention 
is  sometimes  made  that  an  administrative 
tribunal,  not  bound  by  the  common  law  rules 
of  evidence,  could  gain  a special  skill  in 
handling  such  cases,  and  dispatch  claims 
more  expeditiously  and  justly.  After  study- 
ing this  matter  for  a number  of  years,  we 
entertain  grave  doubts  as  to  whether  such 
a mechanism  would  impi'ove  the  current 
level  of  practice.  Indeed,  we  are  persuaded 
that  adversary  trial,  when  sti-eamlined  and 
speeded  up,  with  full  rights  of  direct  and 
cross-examination  of  witnesses  proctected, 
makes  for  a more  thorough  preparation  and 
presentation  of  evidence  than  any  other 
known  mechanism  for  determining  disputed 
facts.  These  conclusions  of  ours,  based  up- 
on many  experimental  trials,  where  the  pro- 
ceedings and  deliberations  were  tape-record- 
ed, have  been  corroborated  in  recent  months 
by  research  studies  carried  out  by  sociolo- 
gists at  the  University  of  Chicago  I^aw 
School,  on  trial  by  jury. 

It  is  my  belief  that  the  need  of  the  times 
is  to  train  law-science  advocates  — a new 


species  of  trial  lawyer  who  is  deeply  ground- 
ed in  the  Proofs  of  Science  and  the  Science 
of  Proof.  Certainly,  the  whole  trial  process 
must  move  forward  to  a scientific  level,  if 
trial  practice  is  to  survive  in  an  age  which 
demands  objectivity  and  speed. 

If  I may  say  so  with  proper  modesty,  the 
Law-Science  Institute  of  the  University  of 
Texas,  the  Law-Science  Academy  of  Amer- 
ica, and  the  Law-Science  Foundation  of 
America,  have  been  the  chief  leaders  in  de- 
veloping authoritative  scientific  instruction 
for  trial  lawyers  in  this  country.  Together, 
they  have  conducted,  during  the  past  ten 
years,  more  than  40  national  institutes,  or 
short  courses,  and  these  have  been  attended 
by  more  than  6,000  lawyers  and  physicians 
from  all  parts  of  the  United  States.  The 
Law-Science  Institute  of  the  University  of 
Texas,  was  the  first  such  institute  organ- 
ized to  carry  out  research  and  teaching  be- 
tween law  and  medicine.  Indeed,  its  pur- 
poses are  even  broader,  namely,  to  promote, 
by  every  proper  measure,  the  integration 
of  law  with  the  physical,  medical,  psycho- 
logical, and  social  sciences.  The  basic  pre- 
mise is  that  law  cannot  abandon  its  histor- 
ical heritage,  but  must  subject  itself  con- 
stantly to  extrinsic  criticism  of  other  in- 
tellectual disciplines,  insofar  as  these  are 
relevant  to  fact-finding,  or  policy  formation. 
The  day  of  intellectual  isolationism  is  gone. 
The  great  need  of  the  time  is  for  synthesis 
of  knowledge,  using  a multidimensional  ap- 
proach, and  giving  each  distinct  intellectual 
discipline  which  has  a title  to  speak,  an  op- 
portunity to  be  heard.  As  we  view  the 
progress  of  human  knowledge,  we  may  divide 
research  into  two  varieties.  One  is  primary, 
analytical  research,  in  which  facts  are  brok- 
en down,  or  fragmented,  into  ever  smaller 
facts,  with  the  result  that  we  pass  from  one 
universe  of  knowledge  to  another,  constantly 
seeking  final  mechanisms,  ultimate  facts,  or 
at  least  controling  basic  principles.  The 
other  type  of  research,  which  has  been  much 
wanting  on  the  American  scene,  involves  the 
task  of  inter-relating  bodies  of  knowledge. 
Such  cooperation  can  result  in  improvement 
of  justice,  solution  of  many  difficult  prob- 
lems which  will  not  yield  to  the  analysis  of 
a single  intellectual  discipline,  and  estab- 
lishment of  valued  judgments  based  upon  an 
integration  of  knowledge  and  culture.  One 
line  of  research  cannot  take  the  place  of 
the  other,  but  both  must  proceed  concurrent- 
ly. By  its  very  nature,  since  law  must  as- 
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Slime  to  regulate  every  activity  of  mankind, 
law  has  a capital  opportunity  to  become  a 
master  social  science,  if  you  will,  in  this 
process  of  integration  of  knowledge. 

Now  this  need  for  integration  of  knowl- 
edge, is  particularly  keen  when  we  come  to 
complex  catastrophic  injuries.  Such  in- 
juries usually  involve  more  than  one  organ 
system  of  the  body,  and  invoke  the  attention 
of  several  different  types  of  specialists,  in 
order  to  arrive  at  any  fair  judgment  as  to 
the  fact  and  degree  of  injury,  and  disability, 
and  vexatious  problems  as  to  whether  the 
traumatic  stimulus  caused,  aggravated  or 
precipitated  (or  accelerated)  the  claimant's 
disease,  or  death,  we  may  have  to  relate  va- 
rious doctrines  of  stubstantive  law  with  the 
contributions  of  several  medical  and  scien- 
tific specialties,  including  the  work  of  such 
nonmedical  men  as  clinical  psychologists, 
and  physicists.  The  training  given  in  Amer- 
ican law  schools  today  simply  does  not  equip 
the  oncoming  young  trial  lawyer  with  the 
basic  knowledge,  or  skills,  to  carry  out  this 
task  of  analysis  and  synthesis,  which  can 
only  be  met  by  a properly  trained  law- 
science  advocate. 

To  meet  this  great  deficit,  two  steps  have 
been  taken.  The  Law-Science  Institute  at 
the  University  of  Texas,  has  introduced  am- 
bitious instruction  in  “Legal  Medicine  and 
Elements  of  Medicolegal  Litigation”  for  law 
students  interested  in  trial  practice.  This  is 
a course  which  meets  four  hours  each  week, 
and  it  is  not  unusual,  though  it  is  an  elec- 
tive subject,  for  75  to  100  of  the  students 
to  take  the  course  each  year.  Under  our 
practice,  the  human  body  is  divided  into 
nine  organ  systems,  the  tenth  area  is  re- 
served for  medicolegal  problems  involving 
the  total  personality,  and  thus  corresponding 
to  psychiatry  (and  other  behavioral  sci- 
ences) and  clinical  psychology.  The  eleventh 
area  is  reserved  for  “Medicolegal  Trial  Tech- 
nique.” Students  are  encouraged  to  do  col- 
lateral research,  both  in  the  medical  library, 
on  select  subjects,  and  in  the  law  library, 
in  an  effort  to  inter-relate  relevant  materi- 
als. The  Institute  has  been  instrumental, 
through  the  years,  in  developing  more  than 
170  published  studies  on  important,  fre- 
quently recurring  medicolegal  problems,  and 
these  have  appeared  in  leading  law  and  med- 
ical journals  indicating  that  the  goal  of  basic 
English  has  been  reached,  but  without  mak- 
ing the  material  so  elementary  that  it  is  not 
acceptable  to  the  scientific  mind. 


In  recent  years,  the  Law-Science  Academy 
of  America,  and  the  Law-Science  Founda- 
tion of  America  have  come  to  the  aid  of  the 
Law-Science  Institute  in  this  tremendous 
undertaking,  involving  both  continuing 
medicolegal  education  of  practicing  lawyers 
and  physicians,  as  well  as  insurance  com- 
pany personnel,  and  others  professionally 
concerned  with  medicolegal  problems,  and 
in  developing  ever-increasing  instruction,  in 
the  way  of  seminars,  for  the  undergraduate 
law  students. 

The  Law-Science  Academy  of  America, 
and  the  Law-Science  Foundation  of  Amer- 
ica, are  non-profit,  charitable  societies,  so 
recognized  by  the  Department  of  Internal 
Revenue,  which  are  devoted  to  the  same 
broad  purposes  as  the  Law-Science  Institute, 
but  specifically,  at  the  moment,  to  further- 
ing practical  integrations  of  law  with  other 
fields  of  learning.  The  implications  of  this 
pragmatic  movement  can  be  tremendous. 
Obviously,  there  is  a great  need  to  integrate 
business  practice  with  law,  political  theory 
and  practice  with  law,  economics  with  law, 
etc.  One  of  the  more  challenging  areas 
involves  integration  of  behavioral  sciences 
with  law.  It  is  our  contention  that  only 
behavioral  sciences  can  explain  human  be- 
havior, and  that  only  law  can  regulate  it, 
and  that  therein  lies  the  basis  of  a neces- 
sary and  enduring  partnership.  The  whole 
reformation  for  our  antiquated  criminal  law 
and  penology  depends  on  the  rapid  accept- 
ance of  these  premises.  It  is  interesting  to 
me  that  lawyers  everywhere  seem  enthusi- 
astic, rather  than  resistive,  in  connection 
with  the  proposed  infiltration  of  law  with 
relevant  scientific  materials.  Recently,  at 
one  of  our  short  courses  held  in  New  Or- 
leans, the  eminent  neurosurgeon.  Dr.  James 
C.  White,  Professor  of  Neurological  Surgery 
at  Harvard  Medical  School,  stated  that  he 
found  the  lawyers  to  be  more  avid  students 
of  medicine  than  the  medical  students  and 
doctors  themselves.  On  all  sides,  we  see  a 
quickening  of  interest  among  lawyers  in  this 
trend  toward  a multidimensional  approach 
to  legal  thought  and  action.  Spearheading 
this  national  movement,  has  been  the  Law- 
Science  Academy  of  America,  which  has  ad- 
vanced from  a membership  of  90,  some  two 
years  ago,  to  some  700  leading  lawyers  and 
physicians  in  this  country  today.  Every 
lawyer  and  physician  in  good  standing,  who 
is  motivated  toward  the  purposes  of  better- 
ing social  conditions,  including  the  admin- 
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istration  of  justice,  through  cooperation  of 
law  and  science,  is  eligible  for  membership. 
Various  grades  of  membership  exist,  and  va- 
rious types  of  honors  may  be  won  on  the 
basis  of  concrete  achievement. 

The  current  president  of  the  Law-Science 
Academy  of  America  is  Doctor  A.  Earle 
Walker,  Professor  and  Chairman  of  Neuro- 
logical Surgery  at  Johns  Hopkins  Medical 
School,  generally  recognized  as  one  of  the 
leading  research  men  and  clinicians  in  his 
field.  Recently,  he  returned  from  London 
where  he  served  for  a month  as  Professor  of 
Neurological  Surgery  at  Guys  Hospital. 
Current  chancellor  of  the  Law-Science  Foun- 
dation is  Doctor  Herbert  C.  IModlin,  Senior 
Psychiatrist  at  Menninger  Clinic  and  Foun- 
dation, widely  esteemed  as  the  leader  in  the 
behavioral  sciences,  and  generally  accepted 
as  one  of  the  foremost  exponents  of  integra- 
tion of  behavorial  sciences  and  law.  Doctor 
Hubert  Winston  Smith  has  been  elected  life- 
time chancellor  of  the  Law-Science  Academy 
and  as  lifetime  president  of  the  Law-Science 
Foundation,  and  gives  administrative  con- 
tinuity, in  conjunction  with  the  boards  of 
trustees,  in  development  of  the  ongoing  pro- 
grams of  the  Hvo  organizations. 

In  their  determined  efforts  to  hasten  the 
training  of  an  adequate,  elite  corps  of  law- 
science  advocates  in  this  country,  the  Acad- 
emy and  Foundation  have  established  a 
unique  summer  instructional  program  in 
Crested  Butte,  Colorado,  thirty  miles  from 
Aspen.  Crested  Butte  was  once  a bustling 
mining  town,  nestled  high  in  the  Rockies,  on 
the  western  slope,  27  miles  north  of  Gunni- 
son. When  the  Colorado  Fuel  and  Iron  Com- 
pany closed  its  mines,  in  about  1953,  the 
population  dwindled  markedly,  and  for  a 
time,  there  was  a real  risk  that  the  village 
might  become  a ghost  town,  and  undergo 
continuing  disillusions.  Three  years  ago, 
however,  the  Law-Science  Academy  pur- 
chased old  Union  Hall,  a large  two-story 
structure  in  Crested  Butte,  and  completely 
remodeled  it,  in  keeping  with  the  spirit  of 
the  town.  Last  summer,  the  Academy  held 
its  first  summer  teaching  effort  there,  of- 
fering four  individual  weeks  of  instruction, 
featuring  top  medical  specialists  and  trial 
lawyers  of  this  country.  This  year,  the  in- 
struction is  being  stepped  up  to  nine  weeks, 
and  will  run  from  June  13th  through  August 
12th,  1960.  Each  week  of  the  instruction  is 
a separate  course  unto  itself,  but  there  is  an 
interlinking  continuity  which  makes  pro- 


longed attendance  highly  beneficial  to  those 
who  can  stay  for  longer  periods.  At  the 
conclusion  of  this  article,  through  courtesy 
of  the  editor,  appears  a footnote  giving  some 
conception  in  keeping  with  the  idealistic  pur- 
poses of  the  Law-Science  Academy  and 
Foundation.  Printed  announcements  have 
been  mailed  to  every  law  dean  in  America, 
indicating  that  carefully  selected  students 
will  be  eligible  for  scholarships  at  Crested 
Butte.  It  is  hoped  that  a big  brother  rela- 
tionship can  be  established  between  the  dis- 
tinguished visiting  physicians  and  trial  law- 
yers, on  the  lecturing  staff,  and  the  embiy- 
onic  trial  lawyers.  It  is  possible,  in  the 
beautiful,  restful  setting  of  Crested  Butte, 
to  carry  out  instruction  on  an  informal,  sem- 
inar basis  with  maintenance  of  maximum 
arousal,  interest  and  participation  by  both 
students  and  lecturers.  A wealth  of  audio- 
visual material  is  used.  On  Tuesday  and 
Wednesday  evenings,  the  great  trial  law>^ers 
of  the  country  conduct  three-hour  seminars 
on  “Medicolegal  Trial  Technique.” 

The  Law-Science  Academy  has  recently 
purchased  an  adjoining  building  which  will 
be  converted  into  an  incomparable  law-science 
library.  The  goal  of  the  Law-Science  Acad- 
emy and  Foundation  extends  even  further 
than  the  mere  integration  of  law  and  medi- 
cine. It  is  hoped  that  a unique  cultural  cen- 
ter can  be  established  at  Crested  Butte, 
where  unusual,  creative  individuals  in  all  the 
arts  and  humanities,  can  spend  time  together 
and  receive  stimulation  from  fields  other 
than  their  own. 

Thus,  it  is  anticipated  that,  eventually', 
those  who  come  primarily  for  law-science 
training,  and  incidental  family  vacation  ac- 
tivities, will  have  a variety  of  choices,  in  the 
late  afternoons,  or  evenings,  to  attend  such 
cultural  activities  as:  a great  book  series; 
teas  devoted  to  discussion  of  literature,  art 
and  painting ; politics ; economics ; art  appre- 
ciation; and  a host  of  other  subjects  cal- 
culated to  be  of  deep  interest  to  the  inquir- 
ing mind.  Thus,  the  dream  of  Crested 
Butte,  is  not  only  to  sharpen  those  who  come, 
but  to  broaden  them.  Situated  in  a valley 
surrounded  by  towering  mountains.  Crested 
Butte  has  been  acclaimed  as  one  of  the  most 
beautiful  spots  in  North  America.  Both 
lawyers  and  physicians  being  diversified  in 
their  intellectual  interests,  with  predelec- 
tions toward  various  arts,  sciences  and  hu- 
manities, and  their  preliminary  preparation 
for  their  professional  careers,  so  that  Crest- 
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ed  Butte’s  visiting  guests  are  likely  to  have 
ranging  interests.  Already,  ambitious  steps 
are  under  way  to  fashion  a plan  for  this  cul- 
tural development.  Those  who  have  been 
captivated  by  its  charms,  have  already  re- 
christened “Crested  Butte  Mountain”  the 
“M  a g i c Mountain.”  Academy  members 
plan,  in  future  days,  to  have  winter  meet- 
ings there,  as  well,  which  will  be  combined 
with  winter  sports,  skiing,  sleigh  riding  and 
playing  in  the  snow. 

Running  concurrently  with  the  teaching 
plans  at  Crested  Butte,  is  an  ambitious  pub- 
lication program,  now  in  its  formative 


stages,  designed  to  create  criteria  of  proof 
in  respect  to  the  relationship  of  trauma  to 
injury  and  disease.  These  will  involve  par- 
ticipation by  the  most  eminent  living  medi- 
cal authorities,  as  well  as  distinguished  trial 
lawyers,  and  are  expected  to  issue  in  mono- 
graph form,  beginning  at  an  early  date. 

The  hand  of  welcome  and  of  brotherhood 
is  out  to  every  lawyer,  every  physician,  and 
every  scientist  or  professional  man  who  feels 
a natural  sympathy  to  the  objectives  of  the 
academy  and  would  like  to  be  identified  with 
its  on-going  programs. 


“Another  thing  to  remember  is  the  very  small  blood  volume 
of  the  neonate  — average,  300  cc.  It  does  not  take  much,  in  the 
course  of  a surgical  procedure,  to  lose  a third  of  the  infant’s  total 
circulating  volume  of  blood.”  (Doctor  OiTar  Swenson:  The  Physio- 

logic Differences  Between  Infants  and  Adults.  Annual  Session 
N.S.M.A.,  1960), 


October,  1960 


513 


DRGANIZATION  SECTION  ^ 


Coming  Meetings 

THE  14TH  ANNUAL  POSTGRADUATE 
ASSEMBLY,  sponsored  by  the  San  Diego 
County  General  Hospital,  November  2 and 
3,  1960,  at  the  County  Hospital.  Regis- 
trar, M'illiam  Tisdale,  M.D.,  c/o  Sandiego 
County  General  Hospital,  San  Diego  3, 
California. 

AMERICAN  RHINOLOGIC  SOCIETY  — 
Belmont  Hotel,  Chicago;  October  8,  1960; 
physicians  invited;  no  registration  fee. 

THE  EIGHTH  CONGRESS  OF  THE  PAN- 
PACIFIC SURGICAL  ASSOCIATION— 
September  27  through  October  5,  1960; 
Honolulu,  Hawaii.  Dr.  F.  J.  Pinkerton, 
Director  General,  Suite  230,  Alexander 
Young  Building,  Honolulu  13. 

AMERICAN  COLLEGE  OF  SURGEONS 
46TH  ANNUAL  CLINICAL  CONGRESS 
— October  10-14,  1960,  in  San  Francisco, 
California.  For  infoiTnation  write:  Dr. 
William  E.  Adams,  Secretary,  American 
College  of  Surgeons,  40  East  Erie  Street, 
Chicago  11,  Illinois. 

OMAHA  MID -WEST  CLINICAL  SO- 
CIETY, 1960  SESSIONS  — October  31 
through  November  3,  1960. 

AMERICAN  PUBLIC  HEALTH  ASSOCIA- 
TION, 88TH  ANNUAL  MEETING— Civ- 
ic Auditorium  and  various  hotels,  San 
Francisco,  California,  October  31  to  No- 
vember 4,  1960.  For  further  information: 
Schless  and  Company,  59  East  54th  St., 
New  York  22. 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS of  the  United  States,  67th  An- 
nual Convention — October  31,  November 
1 and  2,  1960 ; Ma>Tlower  Hotel,  Washing- 
ton, D.C.  Theme,  “The  Military  Role  in 
Medical  Progi’ess.” 


Call  for  Scientific  Papers 

The  Scientific  Sessions  Committee  re- 
quests all  those  who  wish  to  read  pa- 
pers at  the  1961  Annual  Session  of  the 
Nebraska  State  IMedical  Association  to 
inform  the  Committee  of  their  inten- 
tion. This  information  should  be  in  the 
hands  of  the  Committee  before  January 
1,  1961.  It  may  be  addressed  to  the 
Scientific  Sessions  Committee,  care  of 
Mr.  M.  C.  Smith,  1315  Sharp  Building, 
Lincoln  8,  Nebraska. 


NATION  FIGHTS  NOVOTEITIS* 

Prominent  leaders  in  American  medicine 
have  again  warned  all  America  against  a 
possible  epidemic  of  Novoteitis,  a disease 
affecting  many  adult  Americans.  These 
same  leaders  point  out  that  although  vast 
sums  have  been  spent  on  research  and  edu- 
cation since  the  last  gi*eat  outbreak  in  1956, 
there  is  always  a possibility  of  a flare-up. 
Because  of  the  nature  of  this  peculiarly 
American  disease  (of  which  too  little  is 
known),  it  can  appear  in  many  areas  of  the 
land  at  the  same  time.  Although  of  short 
duration,  the  epidemic  often  leaves  the  na- 
tion with  serious  after  effects. 

Researchers  have  found,  however,  that  im- 
munity from  novoteitis  is  obtained  through 
constant  vigilance.  They  have  also  deter- 
mined that  the  disease  attacks  both  males 
and  females  beginning  at  the  21-year  level, 
although  one  state  reported  cases  among  18 
year  olds. 

During  the  past  four  years,  the  study 
showed  that  novoteitis  is  no  respector  of 
personalities,  as  it  strikes  at  all  levels  of  the 
nation’s  income  groups.  However,  the  facts 
show  that  a large  number  of  cases  occur 
among  members  of  the  professions,  with  doc- 
tors of  medicine  being  among  those  often 
afflicted. 

Temporaiy  paralysis  of  the  hand  and  loss 
of  fonvard  motion  in  the  feet,  both  charac- 
terize the  disease.  Strangely  enough,  the 
diagnoses  have  been  more  readily  made  by 
political  observers  than  by  busy  men  of 
American  medicine. 

The  implications  of  the  above  allegory 
are  many.  To  the  practicing  profession,  it 
is  both  a challenge  and  an  indictment.  To 
the  medical  student  it  can  mean  just  one 
thing  — the  development  and  use  of  the 
strongest  antibiotic  known  to  politics  — the 
individual  doctor’s  vote. 

Only  when  physicians-to-be  and  physi- 
cians-who-are  accept  their  full  and  complete 
responsibilities  of  American  citizenship,  can 
there  be  hope  of  relief  from  the  ravages  of 
novoteitis  — a disease  welcomed  by  self- 
perpetuating  politicians  to  the  detriment  of 
the  people  at  large.  — RES. 

*No-vote-itis 

(Reprinted  from  The  New  Physician,  October 
issue,  1960). 


514 


Nebraska  S.  M.  J. 


ANALYSIS,  REVIEW,  AND  EV  ALUATION 
OF  CLINICAL  PRACTICE  IN 
THE  HOSPITAL 
Responsibility 

Onlv  physicians  are  capable  of  judging 
what  is  or  what  is  not  good  medical  prac- 
tice. Patients  and  hospital  personnel  may 
learn  to  recognize  good  practice,  but  only 
the  physician  can  accurately  evaluate  its 
quality. 

The  opinions  of  individual  physicians  vary 
and  rightly  so.  For  that  reason,  the  Com- 
mission places  heavy  emphasis  on  group  par- 
ticipation in  evaluating  clinical  practice.  It 
is  the  responsibility  of  the  entire  Active 
Medical  Staff  to  analyze,  review,  and  evalu- 
ate the  clinical  practice  in  the  hospital  and  to 
insist  on  high  standards  of  performance 
from  each  of  its  members. 

This  responsibility  is  not  easily  dis- 
charged. It  requires  hours  of  work  which 
the  busy  physician  can  ill  afford  to  spend 
and  which  is  usualy  done  at  the  expense  of 
his  personal  pleasures.  It  requires  an  ob- 
jectivity which  is  perhaps  even  more  diffi- 
cult to  achieve.  To  judge  the  work  of  a 
colleague  on  a fair,  unbiased,  impartial  level 
calls  for  the  intelligence  and  wisdom  of  a 
Solomon.  That  this  is  so  well  done  in  thou- 
sands of  hospitals  can  be  attributed  to  the 
integrity,  effort,  and  persistence  of  each 
member  of  the  medical  staff. 

Essentials 

In  order  to  evaluate  clinical  practice  the 
following  are  essential : 

1.  Reliable  Medical  Records 

There  must  be  evidence  on  the  med- 
ical record  that  the  diagnosis  was 
made  on  the  basis  of  information  giv- 
en by  the  patient  in  the  history,  a 
careful  physical  examination,  and  a 
scientific  interpretation  of  the  find- 
ings. There  must  be  sufficient  data 
recorded  to  justify  the  physician’s 
treatment  of  the  patient  and  the  re- 
esults.  For  the  sake  of  both  the  group 
whose  responsibility  it  is  to  review  the 
record  and  the  physician  whose  per- 
formance is  being  evaluated,  a good 
medical  record  is  indispensable. 

2.  Reliable  Reports  of  Diagnostic  Tests 

The  physician  must  rely  on  the  ac- 


curacy of  reports  on  laboratory  and 
diagnostic  tests.  The  medical  staff 
cannot  supervise  all  these  areas,  but 
it  has  a responsibility  to  make  certain 
that  there  is  supervision.  This  is 
done  by  recommending  the  appoint- 
ment of  qualified  individuals  to  head 
these  departments  and  to  designate 
those  on  the  staff  qualified  to  inter- 
pret electrocardiograms,  X rays,  and 
other  diagnostic  tests.  If  laboratory 
work  is  done  outside  the  hospital,  it 
must  be  made  certain  that  these  lab- 
oratories are  government  approved, 
licensed,  and  under  the  direct  super- 
vision of  a pathologist. 

3.  An  Organized  Medical  Staff 

To  insure  a continual  orderly  pro- 
cess of  evaluating  clinical  practice,  the 
medical  staff  must  be  formally  organ- 
ized. This  provides  a framework  in 
which  the  duties  and  functions  of  the 
staff  can  be  carried  out.  The  medi- 
cal staff  may  decide  to  delegate  the 
responsibility  of  clinical  review  to 
committees,  to  clinical  departments, 
or  to  the  staff  as  a whole.  Only  the 
individual  medical  staff  can  determine 
the  method  which  will  be  most  effec- 
tive in  the  local  situation. 

4.  A Competent  Medical  Staff 

Though  listed  fourth,  the  most  im- 
portant factor  in  evaluating  clinical 
practice  is  a competent  medical  staff. 
The  quality  of  medical  care  in  the 
hospital  is  in  direct  ratio  to  the 
knowledge,  experience,  and  ability  of 
the  members  of  the  medical  staff.  The 
judgment  necessary  to  evaluate  clin- 
ical practice  depends  entirely  on  the 
ability  of  those  who  are  doing  the 
evaluating. 

This  makes  the  appointments  to  the 
staff  and  the  delineation  of  privileges 
so  important.  To  do  this  fairly  and 
objectively,  the  medical  staff  should 
set  up  a system  to  evaluate  each  ap- 
plicant and  determine  his  hospital 
privileges  on  the  basis  of  profession- 
al competence.  Individual  character, 
training,  experience,  and  ability 
should  be  the  criteria  for  selection. 
Under  no  circumstances  should  the 
accordance  of  staff  membership  or 
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professional  privileges  in  the  hospital 
be  dependent  solely  upon  certification, 
fellowship  or  membership  in  a spe- 
cialty body  or  society.  Neither  should 
appointments  be  denied  on  the  basis 
of  hospital  bed  capacity  or  selfish 
competitive  motives  on  the  part  of  the 
staff. 

Although  the  nrimarv  purpose  of 
clinical  review  is  to  achieve  and  main- 
tain high  standards  of  patient  care, 
the  process  also  serves  as  a means  of 
evaluating  the  performance  of  indi- 
vidual staff  members.  The  judgment, 
ability,  and  competence  of  a staff 
member  can  be  assessed  by  his  meth- 
ods of  diagnosis,  his  skill  in  treat- 
ment, and  his  ability  to  recognize  situ- 
ations which  call  for  consultation. 
These  facts  should  influence  the  deci- 
sion to  extend  or  limit  his  hospital 
privileges.  Each  member  of  the  staff 
should  be  given  the  opportunity  to 
realize  his  full  capabilities,  and  at  the 
same  time  safeguards  must  be  estab- 
lished to  protect  patients.  By  good 
clinical  review  both  patient  and  staff 
member  profit. 

The  Commission  in  accrediting  a 
hospital  places  great  emphasis  on  the 
extent  and  care  with  which  the  med- 
ical staff  reviews  and  evaluates  clin- 
ical practice.  Since  good  medical  rec- 
ords, reliable  diagnostic  services,  and 
a competent,  well  organized  staff  are 
essential  for  good  clinical  review, 
these  factors  are  closely  surveyed.  To 
be  accredited,  there  must  be  evidence 
that  the  hospital  medical  staff  is  liv- 
ing up  to  its  important  responsi- 
bilities. 

(Signed) : 

Kenneth  B.  Babcock,  M.D., 
Director. 

DO  YOU  WANT  AUTOS  TO 
BE  SAFER? 

If  so,  your  help  is  needed  noiv. 

You  are  one  of  a few  hundred  Americans 
thought  to  have  special  knowledge  and  ap- 
preciation of  the  need  for  safer  autos.  Your 
help  is  need  immediately  to  insure  that  the 
Roberts  Bill  will  pass  the  Senate.  This  Bill, 


H.R.  1341,  was  passed  by  the  House  of  Rep- 
re.sentatives  almost  a year  ago,  and  must  be 
passed  by  the  Senate  before  it  adjourns  if 
the  bill  is  to  survive. 

What  Does  the  Bill  Do? 

The  Roberts  bill  allows  the  Department 
of  Commerce,  through  the  National  Bureau 
of  Standards,  to  establish  safety  standards 
for  autos  that  are  purchased  by  the  Govern- 
ment for  its  own  use.  Although  the  bill 
would  directly  affect  only  about  l/500th  of 
all  the  autos  manufactured,  it  will  allow  new 
definitions  of  safety  and  safety  standards  to 
come  into  existence,  and  it  will  place  moral 
pressure  on  those  who  nominate  auto  designs 
to  the  market.  The  enclosed  reprint  from 
Congressional  Record  explains  some  of  the 
reasoning.  It  is  perhaps  significant  that 
since  the  reprint  was  written  a year  ago, 
only  one  of  its  factors  has  changed  — the 
National  Safety  Council  has  begun  TV  spot 
announcements  favoring  the  use  of  auto 
safety  belts. 

What  Is  Behind  the  Bill? 

The  bill  grows  out  of  four  years  of  care- 
ful study  by  the  House  Health  and  Safety 
Subcommittee  and  its  predecessor,  the  Traf- 
fic Safety  Subcommittee.  Since  1956,  four 
groups  of  hearings  have  considered  automo- 
bile safety.  When  the  bill  was  debated  in 
the  House,  it  was  favored  by  both  Demo- 
cratic and  Republican  leaders  of  the  Sub- 
committee. The  vote  in  the  House  favoring 
the  bill  was  265  to  125,  more  than  2 to  1. 
The  American  Medical  Association  and  the 
National  Safety  Council  favor  the  bill.  The 
Automobile  Manufacturers  Association  op- 
pose it: 

A Busy  Senate  Hasn’t  Acted  Yet. 

During  much  of  this  session,  the  Senate 
which  must  also  pass  the  bill,  has  been  oc- 
cupied with  major  debates.  In  an  election 
year,  it  may  be  very  busy  again  in  the  short 
extra  session  beginning  on  August  8th.  But 
if  the  Senate  does  not  complete  several  ac- 
tions on  the  Bill  before  its  expected  adjourn- 
ment about  September  5,  the  bill  will  die. 

What  Can  We  Do? 

I urge  everyone  who  has  an  ethical  inter- 
est in  safer  autos  to  write  two  letters.  Send 
one  letter  to  Sen.  Warren  Magnuson,  Chair- 
man of  the  Senate  Interstate  and  Foreign 
Commerce  Committee.  Urge  him  to  bring 
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the  bill  before  his  Committee  for  consider- 
ation. (A  Subcommittee  headed  by  Sen. 
George  Smathers  has  already  held  hearings). 

Also  write  one  of  the  Senators  from  your 
own  State  and  send  a copy  of  your  letter 
to  the  other  Senator  from  your  State,  if  pos- 
sible. Ask  him  to  vote  for  the  bill,  H.R. 
1341,  when  it  comes  to  the  floor  of  the  Sen- 
ate. 

Tell  the  Senators  what  degree  of  safety 
you  think  is  found  in  today’s  autos.  Give  the 
Senators  your  background,  and  write  from 
your  own  experience,  using  the  examples 
and  incidents  that  you,  personally  know  best. 
If  you  feel  that  you  know  why  autos  are  not 
safer  than  they  are,  explain  that,  too,  giv- 
ing your  own  reasons. 

The  address  of  Senators  is:  Senate  Office 
Building,  Washington  25,  D.C.  Better  make 
it  Air  Mail. 

This  is  a personal  notice  sent  to  you  from 
a list  compiled  during  my  engineering 
studies  of  the  auto  safety  policies.  The  let- 
ter is  not  financed  by  any  organization.  I 
have  written  to  you  because  I believe  that 
professional  men  who  understand  such  is- 
sues as  the  automobile  safety  issue  have  an 
obligation  to  make  their  knowledge  useful  to 
the  rest  of  society  and  to  urge  action  that 
is  consonant  with  ethical  considerations.  I 
hope  that  you  share  this  opinion. 

Yours  very  turly, 

Henry  H.  Wakeland, 

2 Tudor  City  Place, 

New  York  17,  N.Y. 
August  4,  1960. 


Medicine  in  the  News 

From  the  Omaha  World-Herald — 

Public  Health  Service  research  grants  to- 
taling .$34,890  have  been  received  by  Creigh- 
ton University  medical  faculty  members,  ac- 
cording to  Dr.  Richard  L.  Egan,  dean  of  the 
School  of  Medicine. 

The  largest  award,  $16,098,  was  received 
by  Dr.  W.  T.  Niemer.  This  brings  to  near- 
ly 29  thousand  dollars  the  total  he  has  re- 
ceived for  brain  research. 

Dr.  Jeno  L.  Kramar  received  $10,115  for 
his  study  of  capillary  resistance;  Dr.  Mar- 


vin F.  Hill,  $4,377  for  pathological  re- 
search, and  Dr.  Julian  J.  Baumel,  43  hun- 
dred dollars,  for  his  project  on  “Cranial  and 
Cervical  Vasculature  of  the  Pigeon.” 

From  the  Lincoln  Journal — 

The  Universitv  of  Nebraska  Medical  Col- 
lege in  Omaha  has  received  several  research 
grants  from  the  National  Society  for  the 
Prevention  of  Blindness. 

The  school  was  awarded  $1,700  to  con- 
tinue a study  on  the  experimental  produc- 
tion and  treatment  of  diabetic  retinitis. 

Five  new  and  8 renewed  grants  amount- 
ing to  $45,000  were  also  announced  by  Enos 
Curtain,  president  of  the  society. 

Human  Interest  Tales 

Mrs.  Edna  Fonts.  Omaha,  widow  of  the 
late  Dr.  R.  W.  Fonts,  passed  away  in  Au- 
gust. 

A 100-thousand  dollar  building  is  being 
erected  in  Omaha  which  will  house  eight 
physicians. 

Dr.  Jerry  Tamisiea,  Omaha,  was  a guest 
speaker  at  the  August  meeting  of  the  Nor- 
folk Rotary. 

Dr.  Gordon  Francis,  Bellevue,  opened  his 
office  for  the  practice  of  medicine  in  Arapa- 
hoe in  September. 

Dr.  James  D.  Bell,  York,  has  been  named 
aviation  medical  examiner  by  the  Federal 
Aviation  Agency. 

Dr.  Jack  Wiseman,  North  Platte,  was  the 
featured  speaker  at  the  August  meeting  of 
the  Curtis  Rotary  club. 

Dr.  and  Mrs.  M.  L.  Sucha,  Schuyler,  spent 
some  time  vacationing  in  the  Estes  Park  and 
Denver  areas  during  July. 

Mrs.  Claude  Palmer,  wife  of  Dr.  Claude 
Palmer,  Bridgeport,  passed  away  at  her 
home  in  July  at  the  age  of  89. 

Dr.  L.  E.  Alkire,  Ainsworth,  has  an- 
nounced the  closing  of  his  office  in  this  city. 
He  has  moved  to  Holyoke,  Colorado. 

Dr.  Leo  Anderson,  York,  has  been  named 
a director  of  Toastmasters  International. 
He  was  elected  to  the  office  in  August. 

Dr.  Earl  J.  Dean,  Oxford,  has  closed  his 
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practice  in  this  city  and  has  moved  to  Hast- 
ings where  he  has  re-opened  his  office. 

Dr.  and  ]\Irs.  M.  ]\I.  Sullivan,  Spalding, 
were  hosts  to  the  members  of  the  Five-Coun- 
ty Medical  Society  at  their  home  in  August. 

Dr.  Homer  Davis,  Genoa,  underwent  sur- 
gery at  an  Omaha  hospital  in  August.  He 
was  reported  making  a satisfactory  recov- 
ery. 

The  Lancaster  County  IMedical  Society  has 
named  a committee  to  study  methods  of  im- 
proving emergency  ambulance  service  in 
Lincoln. 

Dr.  Hilton  A.  Salhanick,  Omaha,  has  re- 
ceived a continuation  grant  of  $29,381  from 
the  Nebraska  Division  of  the  American  Can- 
cer Society. 

Dr.  Ben  C.  Bishop,  Crawford,  was  hos- 
pitalized in  an  Omaha  hospital  in  July.  His 
office  was  to  be  closed  until  approximately 
September  1st. 

Dr.  Frank  Barta,  Omaha,  will  speak  at 
the  1961  convention  of  the  American  Cath- 
olic Philosophical  Association  to  be  held  in 
Buffalo,  New  York. 

Dr.  D.  E.  Wilkinson,  Falls  City,  entered 
a Des  Moines  hospital  for  surgery  in  Au- 
gust. He  has  since  returned  home  and  re- 
sumed his  practice. 

Dr.  R.  B.  Kepner,  Chicago,  a graduate  of 
the  University  of  Nebraska  College  of  Medi- 
cine, retired  as  chief  medical  officer  of  the 
Burlington  Railroad. 

Dr.  John  R.  Schenken,  Omaha,  was  elect- 
ed president  of  the  American  Association  of 
Blood  Banks  at  the  annual  meeting  of  the 
organization  in  San  Francisco  in  August. 

We  call  attention  to  an  error  re  “Dr. 
Duane  Mabeus”  on  page  481,  September  is- 
sue. Mr.  Mabeus,  who  is  doing  hospital 
work  in  Bangkok,  Thailand,  has  completed 
his  junior  year  at  the  University  of  Ne- 
braska College  of  Medicine  and  will  enter 
the  senior  class  upon  his  return  from  Thai- 
land, in  September. 

Announcements 

Pyelonephritis  Symposium  To  Be  Held — 

In  St.  Louis,  on  November  2,  1960,  during 
the  annual  meeting  of  the  Southern  Medical 
Association,  a group  of  experts  will  conduct 


a special  Pyelonephritis  Symposium,  dwell- 
ing particularly  on  diagnosis  and  treatment. 

Postgraduate  Week,  New  York  Academy 
Of  Medicine — 

The  Fourth  Annual  Postgraduate  Week 
will  be  conducted  on  the  subject,  “Frontiers 
in  Medicine  and  Surgery,  1960,”  by  the  New 
York  Academy  of  Medicine,  the  week  of 
October  24  to  28,  at  the  Academy.  Early 
registration,  without  fee,  is  desired. 

Annual  Convention  College  of  Gastroenterology — 

The  Twenty-fifth  Annual  Convention  of 
the  American  College  of  Gastroenterologj^ 
will  be  held  at  the  Bellevue-Stratton  Hotel, 
Philadelphia,  Pa.,  October  24,  25,  26,  1960. 

Postgraduate  Courses  on  Diseases  of  the  Chest — 

The  American  College  of  Chest  Physi- 
cians announce  two  postgraduate  courses  on 
diseases  of  the  chest: 

1.  The  fifteenth  annual  course  on  Clin- 
ical Cardiopulmonary  Physiologj"  will  be 
held  at  the  Sheraton  Towers  Hotel,  Chicago, 
October  24-28,  1960. 

2.  The  twelfth  annual  course  on  Recent 
Advances  in  the  Diagnosis  and  Treatment 
of  Diseases  of  the  Heart  and  Lungs,  will  be 
held  at  the  Park  Sheraton  Hotel,  New  York, 
November  14-18,  1960. 

Fee  for  each  course,  $100.  For  informa- 
tion, write  American  College  of  Chest  Physi- 
cians, 112  East  Chestnut  Street,  Chicago  11, 
Illinois. 

Medical  Continuation  Courses  To  Be  Presented, 
Center  for  Continuation  Study,  University 
Of  Minnesota — 

November  7-9,  1960  — Physical  Medicine 
for  Specialists. 

November  16-18,  1960  — Ophthalmology 
for  General  Physicians  (Refractions). 

December  1-3,  1960  — Orthopedic  Sur- 
gery for  Orthopedic  Surgeons  and  Gen- 
eral Physicians. 

January  3-7,  1961  — Introduction  to  Elec- 
trocardiography for  General  Physicians. 

January  26-28,  1961  — Otolaryngology  for 
Specialists. 

February  6-8,  1961  — Anaesthesiologj'  for 
Specialists. 
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February  9-11,  1961  — Surgery  for  Sur- 
geons. 

February  13-18,  1961  — Neurology  for 
General  Physicians  and  Internists. 

Changes  of  Dates  for  A.^I.W.A.  Meeting — 

Because  of  a conflict  with  observance  of 
Yom  Kippur,  the  dates  for  the  Annual  Meet- 
ing of  the  American  Medical  Writers’  As- 
sociation have  been  changed  to  November 
18  and  19,  1960.  The  meeting  will  be  held, 
as  previously  announced,  at  the  Hotel  Mor- 
rison, Chicago,  Illinois. 

State  of  Wisconsin  Needs  a Physician — 

The  State  of  Wisconsin  has  an  excellent 
opportunity  open  at  the  present  time  for  a 
physician  to  serve  as  the  Medical  Director 
of  a state  colony  and  training  school  for 
mentally  deficient  children  and  adults.  The 
major  responsibility  of  the  Medical  Director 
will  be  primarily  administrative  and  will 
involve  providing  strong  professional  lead- 
ership and  direction  to  the  medical,  nursing, 
and  related  medical  services  at  the  institu- 
tion. The  medical  and  nursing  staff  of  the 
institution  is  approximately  forty  in  num- 
ber. 

The  Colony  is  located  near  Racine  and 
numbers  about  1500  children.  A Board 
Certified  physician,  either  in  pediatrics  or 
internal  medicine,  and  one  licensed  in  Wis- 
consin is  required,  and  the  starting  salary 
will  be  $12,960  with  a frequent  adjustment 
upward  to  a maximum  of  $20,460. 

For  further  information,  write  to  Mr. 
John  Garstecki,  Superintendent,  Southern 
Colony  and  Training  School,  Union  Grove, 
Wisconsin. 

American  College  of  Surgeons  Meeting  in  Mexico 
City,  January  23  • 26,  1961 — 

Developments  in  surgical  techniques  will 
be  discussed  by  leading  surgeons  of  Mexico, 
Canada,  and  the  United  States  at  the  first 
meeting  of  the  American  College  of  Sur- 
geons to  be  held  in  Mexico.  Dates  are  Jan- 
uary 23  through  26,  with  headquarters  at 
the  following  Mexico  City  hotels : Del  Prado, 
Vista  Hermosa,  El  Presidente,  Alffer,  and 
Continental  Hilton. 

Fellowships  for  Postdoctoral  Study  Offered 
By  the  National  Foundation — 

Postdoctoral  fellowships  are  offered  by 
The  National  Foundation  to  candidates  for 


training  in  research,  orthopedics,  preventive 
medicine,  arthritis  and  related  diseases,  and 
rehabilitaton.  The  closing  date  for  submit- 
ting applications  to  be  reviewed  in  February 
is  November  1st. 

Financial  support  of  the  Fellow  varies 
according  to  his  previous  education,  his  pro- 
fessional experience,  marital  status,  and 
number  of  dependents,  but  the  minimum  is 
$4,500  a year  with  $540  allowed  annually 
for  each  dependent.  Annual  increases  of 
$480  are  ordinarily  granted.  For  a full 
academic  program,  complete  tuition  and  fees 
are  paid ; for  other  programs,  a sum  not 
exceeding  $1,250  a year  is  made  available  to 
the  institution.  Transportation  not  exceed- 
ing $600  will  be  paid  for  research  and  ortho- 
pedic fellows  if  foreign  study  is  approved. 

All  awards  are  made  upon  recommenda- 
tion of  the  appropriate  National  Foundation 
Fellowship  committee.  U.S.  citizenship  is 
required,  but  those  who  have  filed  a petition 
for  naturalization  will  be  considered. 

Fellowships  are  ordinarily  awarded  for 
a minimum  of  one  year  and  may  be  renewed 
upon  approval  of  the  Committee.  Details  of 
specific  programs  are  as  follows : 

POSTDOCTORAL  RESEARCH 
FELLOWSHIPS 

Awarded  to  applicants  with  an  M.D.,  a 
Ph.D.,  or  equivalent  degree  for  basic  or  ad- 
vanced training  in  laboratory  research  in 
medicine  and  the  related  biological  and 
physical  sciences.  This  program  is  not  in- 
tended for  experienced  investigators  who 
need  support  for  a research  project. 

POSTDOCTORAL  CLINICAL 
FELLOWSHIPS 

Arthritis  and  Related  Diseases:  Awarded 
to  physicians  who  have  an  interest  in  rheu- 
matic diseases  and  who  intend  to  apply  their 
knowledge  of  these  diseases  to  clinical  serv- 
ice, teaching,  or  research. 

Only  physicians,  licensed  (or  eligible  for 
licensure)  to  practice  in  the  United  States 
and  who  have  had  at  least  two  years  of  spe- 
cialty training  acceptable  to  the  appropriate 
American  Board  (or  equivalent  training) 
are  eligible. 

Orthopedics:  For  surgeons  who  have  com- 
pleted requirements  for  certification  by  the 
American  Board  of  Orthopedic  Surgery  (or 
who  have  had  equivalent  training)  and  who 
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are  interested  in  advanced  study  in  ortho- 
pedics in  preparation  for  teaching  or  re- 
search. The  age  limit  is  36. 

Preventive  Medicine:  For  physicians  who 
desire  to  prepare  for  the  teaching  of  preven- 
tive medicine.  Applicants  must  have  had 
two  years  of  postdoctoral  training  and  ex- 
perience, including  responsibility  for  teach- 
ing in  one  of  the  areas  related  to  preventive 
medicine. 

Rehabilitation:  (1)  For  licensed  physi- 
cians interested  in  rehabilitaton  as  it  relates 
to  their  specialty  and  who  wish  to  study  the 
concept  and  basic  techniques  of  rehabilita- 
tion. One  year  of  internship  is  required. 

(2)  For  physicians  who  have  completed 
specialty  training  in  Physical  Medicine  and 
Rehabilitation  who  wish  to  pursue  programs 
of  advanced  study  and  research  in  rehabili- 
tation or  related  fields. 

News  and  Views 

Continuation  Grant  to  College  of  Medicine 
By  Cancer  Society — 

Dr.  Hilton  A.  Salhanick  of  the  University 
of  Nebraska  College  of  Medicine  in  Omaha, 
recently  received  a continuation  grant  of 
$29,381  from  the  American  Cancer  Society 
for  further  research  in  the  study  of  endoc- 
rine aspects  of  diseases  of  the  reproductive 
tract. 

The  grant  is  the  third  to  be  awarded  Dr. 
Salhanick  and  brings  the  total  of  monies  re- 
ceived to  $79,379.  The  first  grant  was 
awarded  March  1,  1958,  in  the  amount  of 
$25,468.  A second  grant  of  $24,530  fol- 
lowed and  is  now  continued  for  the  third 
consecutive  year  by  the  American  Cancer 
Society,  through  the  Nebraska  Division,  due 
to  Dr.  Salhanick’s  progress  in  Endocrinol- 
ogy, an  important  aspect  of  cancer  research. 

Endocrinology'  is  that  branch  of  biology 
concerned  with  the  endocrine  glands  — such 
as  the  pituitary,  adrenal,  thyroid,  ovary 
testis  — all  of  which  secrete  chemical  sub- 
stances called  hormones.  Hormones  are  se- 
creted directly  into  the  body  fluids  and  have 
wide  effects  on  many  parts  of  the  body. 

Dr.  Salhanick  has  been  assistant  research 
professor  in  the  Department  of  Obstetrics 
and  Gynecology'  and  assistant  professor  in 
the  Department  of  Biochemistiy  at  the  Uni- 


versity since  1957.  He  was  graduated  a 
bachelor  of  arts  (1947),  a master  of  arts 
(1949),  and  a doctor  of  philosophy  (1950), 
all  from  Harvard  University,  prior  to  re- 
ceiving a medical  degree  from  the  Univer- 
sity of  Utah  College  of  Medicine  in  1956. 

Federal  Employees  Health  Benefits  Act 
And  the  Internist — 

In  an  analy'sis  of  the  four  broad  programs 
furnishing  various  levels  of  benefits  under 
the  Federal  Employees  Health  Benefits  Act 
of  1959,  Dr.  L.  Phillips  Langley  makes  the 
following  pointed  comment: 

“Problem  of  greatest  concern  to  A.S.I.M. 
(American  Society  of  Internal  Medicine) 
and  component  societies : Recognition  of  the 
Internist.  As  employee  organizations  and 
existing  comprehensive  plans  are  largely 
closed  panel  — our  particular  concern  is 
with  the  two  Government-wide  programs. 
No  fee  schedule  under  Aetna  but  ‘doctors  ex- 
pected to  charge  usual  and  customary  fees.’ 
This  puts  double  responsibility  on  our  shoul- 
ders. Our  fees  MUST  be  just  and  equitable 
— not  too  low — lest  we  downgrade  value  of 
our  services — not  too  high  lest  we  compro- 
mise our  reputation.  We  must  police  our 
own  ranks  against  the  rare  offender  who 
could  so  easily  besmirh  the  entire  profes- 
sion. . .” 


New  Directory  of  Blood  Facilities  Published — 

A new  directory'  describing  3,779  blood 
transfusion  facilities  and  identifying  their 
services,  has  been  mailed  to  each  listed  in- 
stitution by  the  Joint  Blood  Council,,  a non- 
profit organization  with  headquarters  in 
Washington,  D.C. 

This  second  directory  by  the  J.B.C.  lists 
nearly  twice  the  number  of  blood  handling 
institutions  as  the  1958  edition.  It  shows 
the  location  of  facilities,  the  extent  of  their 
operations,  how  they  are  organized,  what 
specific  services  they  offer  and  other  in- 
formation of  importance  to  physicians,  hos- 
pitals, and  any  person  or  organization  in- 
terested in  blood  and  its  derivatives.  Based 
upon  data  furnished  by  the  respondents  the 
1960  edition  includes  2,214  which  are  de- 
fined functionally  as  blood  banks  and  1,565 
are  blood  using  facilties  only.  Of  the  blood 
banks  102  identify  their  primary  activity  as 
blood  collection  and  donor  seiwice. 
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Tissue  and  mothers’  milk  banks  are  iden- 
tified with  the  facilities  offering  these 
services.  Numerically  they  are;  eye  banks 
88,  artery  banks  70,  mothers’  milk  banks  18, 
bone  banks,  232  and  skin  banks  26.  Of  the 
total  facilities  listed  883  have  received  as- 
signments in  a local  civil  defense  program. 

Research  Grants  Awarded  by  Nebraska 
Heart  Association — 

The  Nebraska  Heart  Association  awarded 
twenty-seven  grants  totaling  $79,700  to  Ne- 
braska scientists  to  do  research  into  the 
heart  and  blood  vessel  diseases.  The  $79,700 
is  the  part  the  Nebraska  Heart  Association 
underwrites  in  this  area  and  is  in  addition 
to  the  $33,000  that  the  Association  sends  to 
support  the  national  research  program  of 
the  American  Heart  Association. 

The  research  grants  awarded  are : 

CREIGHTON  UNIVERSITY 

John  M.  McKain,  M.D.,  and  Louis  J.  Wil- 
kie, M.D.  — Experimental  Arteriogra- 
phy. 

Richard  V.  Andrews,  M.S.  — Cellular  Ac- 
tivity of  Pituitary  Growth  Factor  in 
Tissue  Culture. 

Wayne  L.  Ryan,  Ph.D.  — Biosynthesis  of 
Reserpine  in  Tissue  Culture. 

I.  H.  Bernstein,  Ph.D.  — Determination 
of  the  Thermal  Heat  Cavity  of  Isolated 
Heart  Muscle  Cells  in  Vitro. 

H.  J.  Phillips,  Ph.D.  — Regulation  of 
Growth  Rate  of  Heart  Tissue  Cultures. 

Julian  J.  Baumel,  Ph.D.  — Gross  Anatomy 
of  the  Circulatory  System  of  the  Pigeon. 

Jeon  Kramar,  M.D.  — The  Role  of  Vaso- 
pressin in  Cardiac  Arrest. 

Nicholas  Dietz,  Jr.,  Ph.D.  — Investigation 
of  the  Mechanism  or  Mechanisms  by 
Which  Stress  Lowers  the  Threshold  for 
Phenol  Convulsions  and  Prolongs  Them. 

M.  F.  Hill,  Ph.D.  — Chelate  Compounds 
as  Indicators  for  Tissue  Calcium. 

UNIVERSITY  OF  NEBRASKA 

L.  C.  Payne,  D.V.M.  — Cardio-vascular 
Studies  in  Swine. 

Warren  E.  Engelhard,  Ph.D.  — Autoim- 


munologic  Role  in  Rheumatic  Fever 
Disease. 

Robert  B.  Johnston,  Ph.D.  — The  En- 
zyme-Catalyzed Incorporation  of  Radio- 
active Glycine  and  Radioactive  Leucine 
Into  Dipeptides  in  Heart  Muscle  Prep- 
arations. 

John  E.  Shannon,  Jr.,  Ph.D.  — Transpar- 
ent Chamber  Studies  of  the  Effects  of 
Selected  Drugs  and  Chemicals  on  Trans- 
planted Fetal  Hearts  in  the  Mouse. 

George  A.  Young,  D.V.M.  — Miniature 
Pigs  for  Medical  Research. 

UNIVERSITY  OF  NEBRASKA, 
COLLEGE  OF  MEDICINE 

Gordon  Gibbs,  Ph.D.,  M.D.  — Vascular 
Changes  Due  to  High  Fat  Diet  in  the 
Normal  Monkey. 

Violet  M.  Wilder,  Ph.D.  — Electrophoretic 
Fractionation  of  the  Soluble  Proteins 
of  Connective  Tissue  (primarily  that  of 
aortas  and  healing  wounds). 

Peyton  T.  Pratt,  M.D.  — Effect  of  So- 
dium EDTA  on  the  Clotting  Mechanism. 

Herbert  L.  Davis,  Ph.D.  — Serum  Free 
Fatty  Acids  in  Stress. 

A.  F.  Bennett,  M.D.  — Direct  Measure- 
ment of  Depolarization  and  Repolariza- 
tion Rates  in  Myocardial  Cells  (Ven- 
tricular Gradient)  by  the  Intracellular, 
Microelectrode  Technique. 

Richard  A.  Bunting,  M.D.  — Intravenous 
Aortography. 

VETERANS  ADMINISTRATION  HOSPITAL 

R.  E.  Ogborn,  M.D.  — Constant  Blood 
Volume  Determinations  During  Sur- 
gery. 

CLARKSON  MEMORIAL  HOSPITAL 

T.  F.  Hubbard,  M.D.  — The  Relation  of 
Cardiovascular  Sounds  and  Murmurs  to 
Direct-measured  Instantaneous  Intra- 
cardiac Flow  Patterns. 

CHILDRENS  MEMORIAL  HOSPITAL 

Carol  R.  Angle,  M.D.  — Response  to  Wa- 
ter Diuresis  in  Patients  with  the  Salt 
Losing  Variety  of  Adrenogenital  Syn- 
drome. 

Payment  in  the  amount  of  $2,500  repre- 
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senting  first  quarter  payment  of  the  $10,000 
undesignated  research  grant  to  Creighton 
University,  School  of  IMedicine. 

Pa>Tnent  in  the  amount  of  $5,000  repre- 
senting first  quarter  pa\Tnent  of  the  Cardio- 
vascular Chair  award  of  $20,000  to  Creigh- 
ton University,  School  of  Medicine. 

Payment  in  the  amount  of  $2,500  repre- 
senting first  quarter  payment  of  the  $10,000 
undesignated  research  grant  to  the  Univer- 
sity of  Nebraska,  College  of  Medicine. 

Payment  in  the  amount  of  $5,000  repre- 
senting first  quai’ter  payment  of  the  Cardio- 
vascular Chair  award  of  $20,000  to  the  Uni- 
versity of  Nebraska,  College  of  Medicine. 

Weather  and  Disease — 

Can  a change  in  the  weather  cause  an 
epidemic  of  influenza?  Dr.  K.  H.  Kingdon 
of  the  General  Electric  Research  Laboratory 
claims  evidence  that  it  may  have  a powerful 
influence.  In  a recent  article  in  The  Amer- 
ican Revieu'  of  Respiratory  Diseases  he 
gives  a theoi'j^  which  links  relative  humidity 
with  the  spread  of  respiratory  diseases  on 
the  basis  of  known  physical  and  chemical 
factors.  Statistics  on  the  Asian  influenza 
epidemic  of  1957  support  the  idea. 

Dr.  Kingdon’s  theory  relates  the  spread 
of  infection  to  the  effect  of  humidity  on 
thousands  of  tiny  droplets  expelled  during  a 
sneeze.  When  the  humidity  is  high,  the 
droplets  do  not  evaporate,  so  they  remain 
relatively  large  and  settle  out  of  the  at- 
mosphere fairly  quickly.  When  the  humid- 
ity is  somewhat  lower  than  about  85  per 
cent,  chemical  factors  resulting  from  rapid 
evaporation  combine  to  kill  or  weaken  the 
virus.  In  an  intermediate  humidity  range, 
from  about  85  to  95  per  cent,  the  droplets 
are  small  enough  to  remain  airborne  for  a 
long  time  and  chemical  conditions  are  most 
favorable  for  the  virus. 

Statistics  from  several  large  cities  on  the 
Asian  influenza  epidemic  of  1957  show  that 
large-scale  epidemics  did  not  break  out  as 
soon  as  the  virus  was  widespread,  but  came 
several  months  later  following  periods  in 
which  the  relative  humidity  had  often  been 
in  the  85  to  95  per  cent  range.  This  sug- 
gests that  the  most  favorable  humidity  con- 
ditions may  be  necessary  before  a respira- 
tory infection  can  spread  rapidly  enough  to 
reach  epidemic  proportions.  If  further 


studies  should  prove  the  theory  correct,  it 
may  prove  helpful  in  controlling  epidemics 
of  influenza,  colds,  and  other  respiratory  in- 
fections through  control  of  humidity  in 
schools,  theatres,  and  other  public  places. 

Dr.  Kingdon,  physicist,  became  interested 
in  airborne  infections  through  studies  on  air- 
conditioning. 

Politics  Will  Spoil  Medicine — 

The  cancerous  growth  of  political  medi- 
cine is  manifesting  itself  on  a thousand 
fronts.  Sentimentalists,  saps,  and  down- 
right Marxists  crave  the  day  when  the  physi- 
cian will  be  a political  jobholder  subject  to 
bureaucratic  appointment  and  placement.  In 
such  an  event  the  patient  will  lose  the  power 
of  choice  and  the  freedom  which  attends 
the  traditional  right  to  choose  one’s  family 
physician. 

This  message  on  the  President’s  Page  of 
the  Wisconsin  Medical  Journal  states  that 
when  politics  touches  a profession,  the  poli- 
tician comes  into  power  and  is  given  life  and 
death  authority  over  those  who  are  students 
and  consecrated  practitioners  of  superior 
value.  This  is  why  we  must  never  have  so- 
cialized medicine.  The  moment  the  doctor 
becomes  a pavm  in  the  hands  of  the  poli- 
tician, he  must  also,  by  force  of  circum- 
stance, become  a political  ward  heeler.  The 
responsibility  of  the  physician  must  be  ful- 
filled in  the  realm  of  the  non-partisan. 

As  in  many  situations  of  a similar  nature, 
where  the  profession  is  made  subject  to  the 
hand  of  the  politician,  individuals  who  have 
given  their  lives  to  the  perfection  of  their 
skills  are  lost  in  the  shuffle  and  lose  out 
to  the  glad-hander  who  knows  how  to  man- 
ipulate himself  into  the  positions  of  perfer- 
ment  and  into  positions  of  authority  where 
he  can  have  tyrannical  rule  over  those  whose 
skill  is  in  other  than  the  political  arts. 

First  a Citizen — 

Physicians  are  urged  to  start  now  to  cast 
an  eye  on  the  general  election  which  will 
take  place  this  fall,  in  an  editorial  in  the 
Pennsylvania  Medical  Jownal.  Everyone  of 
us  has  a lot  of  calculating  to  do  and  the  doc- 
tor in  particular  should  take  part  in  this 
calculating,  because  of  the  stakes  for  which 
he  is  playing. 

The  editor  comments  that  in  all  probabil- 
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ity  the  physician  voter  may  enter  the  voting 
booth  with  the  feeling  that  he  should  have 
devoted  more  time  to  a study  of  the  situa- 
tion. One  cannot  start  too  early  to  prepare 
for  this  event. 

The  prospective  physician  voter  is  urged 
to  learn  the  names  of  the  candidates  and  to 
find  out  their  qualifications  and  their  views, 
especially  on  medical  and  health  matters. 

A practical  recommendation  is  that  the 
physician  be  sure  that  he  is  registered  to 
vote,  and  that  he  extend  this  concern  to  the 
members  of  his  family  and  also  to  his  col- 
leagues, friends,  and  neighbors. 

The  physician  is  urged  to  take  part  in  his 
government  by  joining  in  organized  efforts 
to  elect  candidates  who  are  deserving  of 
election,  acording  to  one’s  studies.  A quota- 
tion from  Raymond  Moley  emphasizes  that 
the  soundness  of  our  representative  govern- 
ment and  the  civilization  which  it  guards 
must  depend  upon  the  greatest  possible  par- 
ticipation in  political  affairs. 


Deaths 

Charles  L.  Hustead,  M.D.,  Falls  City,  Dr. 
Charles  L.  Hustead  died  at  the  age  of  sev- 
enty-six July  31,  1960,  in  the  hospital  at 
Falls  City,  Nebraska.  Born  July  12,  1884 
near  Linn,  Kansas,  Dr.  Hustead  attended 
the  Creighton  University  School  of  Medicine 
from  which  he  received  the  degree  Doctor 
of  Medicine,  in  1912.  He  practiced  for  a 
short  time  in  Rapid  City,  South  Dakota,  be- 
fore starting  a practice  in  Falls  City  in  1913. 

Hamilton  N.  Morrow,  M.D.,  Fremont.  Dr. 
Hamilton  N.  Morrow,  eighty-five,  died  Tues- 
day, August  9,  1960,  at  his  home  in  Fremont. 
He  graduated  in  1901  from  the  Rush  Medi- 
cal College  in  Chicago.  Dr.  Morrow  prac- 
ticed medicine  in  Tekamah  and  for  55  years 
was  a physician  in  Fremont.  He  was  hon- 
ored by  the  Nebraska  State  Medical  Society 
after  completing  50  years  in  the  medical  pro- 
fession. 

Robert  D.  Schrock,  M.D.,  Charles  City, 
Michigan.  Dr.  Robert  D.  Schrock  died  Satur- 
day, August  13,  1960,  at  the  age  of  seventy- 
five  in  a Charles  City,  Michigan,  hospital. 
He  had  been  hospitalized  three  weeks  with 
a heart  ailment.  Born  in  1884,  Dr.  Shrock 
graduated  in  1912  from  the  Cornell  Univer- 


sity College  of  Medicine  in  New  York.  He 
served  his  internship  in  New  York  City  be- 
fore coming  to  Omaha,  in  1917,  to  practice 
with  the  late  Dr.  J.  F.  Lord. 

W.  J.  Kavan,  M.D.,  Clarkson.  Dr.  W.  J. 
Kavan  died  Saturday,  August  13,  1960,  in 
the  Schuyler,  Nebraska  hospital  at  the  age 
of  seventy-five.  He  suffered  a heart  attack. 
A graduate  of  the  Creighton  University 
School  of  Medicine  in  1912,  Dr.  Kavan  had 
practiced  medicine  in  Clarkson  for  nearly 
forty  years. 


Know  Your 
Blue  Shield  Plan 


Dr.  Ira  C.  Layton,  vice  president  of  the 
Blue  Shield  Plan  in  Kansas  City,  insists 
that  management,  labor  and  civic  leaders 
must  be  convinced  that  Blue  Shield  and  the 
medical  profession  alone  can  adequately 
meet  the  health  needs  of  the  aged,  the  indi- 
gent and  other  poor  risk  groups,  thus  ren- 
dering government  intervention  in  this  field 
impractical  and  unnecessary. 

In  a recent  address  delivered  at  the  Ken- 
tucky State  Medical  Association’s  Annual 
County  Society  Officers’  Conference,  Dr. 
Layton  maintained  that  members  of  the  med- 
ical profession  must  realize  that  unless  they 
cooperate  in  one  united  effort  through  Blue 
Shield,  government  control  in  medical  care 
will  be  the  inevitable  alternative.  And  he 
added,  “Certainly  the  requests  of  the  pub- 
lic for  increased  scope  of  benefits,  more  ade- 
quate fee  schedules  whether  on  a service  or 
indemnity  basis,  will  be  met  and  must  be 
met  by  the  doctor’s  plan  if  the  practice  of 
medicine  is  to  survive  in  its  present  form.” 
Blue  Shield  and  the  medical  profession  are 
mutually  dependent.  Dr.  Layton  emphasized, 
for  Blue  Shield  would  not  survive  long  in 
the  area  which  it  serves  without  the  support 
of  the  medical  profession,  just  as  the  inde- 
pendent practice  of  medicine  would  be  short- 
lived in  the  absence  of  Blue  Shield. 

Dr.  Layton  also  said  that  individual  mem- 
bers of  the  profession  must  remember 
“.  . . the  integrity  of  purpose  of  Blue  Shield. 
We  must  not,  through  our  own  individual 
selfish  interest,  foi-get  that  Blue  Shield  rep- 
resents the  entire  profession.  Blue  Shield 
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must  not  be  led  by  the  efforts  of  organized 
minorities  into  actions  which  are  favorable 
only  to  these  minorities.” 

Dr.  Layton  remarked  that  as  our  country 
evolves  socially,  politically  and  economical- 
ly, the  medical  profession  must  take  the  ini- 
tiative in  developing  constructive  plans  for 
providing  medical  services  under  whatever 
new  order  might  ensue.  “Blue  Shield  is  the 
only  means  through  which  the  doctor  can 
keep  an  intelligent,  constructive  control  over 
his  hire  and  the  conditions  under  which  his 
care  is  provided,”  he  said. 

The  future  of  Blue  Shield  is  in  the  hands 
of  the  medical  profession.  Dr.  Layton  con- 
cluded, for  if  through  excessive  use  and 
abuse  Blue  Shield  becomes  inadequate  for 
those  who  need  it  most,  the  government  will 
provide  a solution. 

(Reprinted  from  the  June  Newsletter  of  the  Na- 
tional Association  of  Blue  Shield  Plans). 

Abstracts  on  Tuberculosis  and 
Other  Respiratory  Diseases 

THE  NATURAL  HISTORY  OF  EMPHYSEMA 
IN  MAN 

The  clinical  course  of  typical  diffuse  emphysema 
is  described.  Patients  with  a less  typical  clinical 
picture  and  closely  related  clinical  entities  are  also 
discussed. 

In  describing  the  natural  history  of  a disease  we 
must  first  establish  a definition.  To  do  this,  we 
classified  a group  of  patients  into  a category  on 
the  basis  of  one  or  more  common  characteristics. 
Once  this  is  done,  the  clinical  symptoms  and  course 
of  the  disease  can  be  described. 

DEFINING  EMPHYSEMA 

The  problem  in  emphysema  lies  iir  the  area  of 
defirrition  of  the  disease  and  hence  classification 
of  patients.  If  the  records  of  any  hospital  ai-e 
scanned,  it  will  be  found  that  the  term  emphysema 
is  often  loosely  used  and  applied  to  a diversity  of 
clinical  problems.  Hence,  to  give  any  coherent 
account  of  the  clinical  course  of  the  disease,  we 
must  establish  a rigid  definition.  The  traditional 
method  of  classification  of  emphysema  is  based  on 
clinical-pathological  correlation.  This  method  has 
severe  limitations.  The  pathology  of  emphysema 
is  not  an  all  or  non  phenomenon.  One  can  state 
with  some  assurance  that  a patient  has  or  has  not 
bronchogenic  carcinoma  or  pulmonary  tuberculosis. 
In  the  case  of  emphysema  the  degree  of  change  in 
the  lung  may  range  from  a few  bullae  or  dilated 
air  spaces  to  a condition  in  which  both  lungs  may 
be  almost  entirely  replaced  by  bullae.  In  emphy- 
sema the  pathology  must  be  defined  quantitatively 
as  well  as  qualitatively. 

There  are  other  problems  related  to  the  patho- 
logic definition  of  emphysema.  Most  pathologists 


do  not  fix  the  lungs  in  an  inflated  state.  Hence, 
the  gross  and  microscopic  evaluation  of  the  disease 
lacks  precision.  The  pathologic  process  is  not  ac- 
curately reflected  in  the  roentgenogram  and  we 
must  await  the  death  of  the  patient  for  an  accurate 
appraisal  of  the  changes  in  the  lung. 

For  these  reasons  clinicians  have  begun  to  rely 
more  and  more  on  a physiologic  definition  of  em- 
physema. Unfortunately,  the  data  are  not  avail- 
able to  correlate  precisely  this  physiologic  defini- 
tion of  the  disease  with  the  pathologic  definiton. 

CLINICAL  COURSE 

A description  of  the  clinical  course  of  patients 
with  typical  diffuse  hypertrophic  or  obstmctive 
emphysema,  in  essence,  differs  little  from  the  or- 
iginal description  of  Laennec.  There  are  patients, 
however,  who  present  a less  typical  clinical  picture. 

The  chief  symptom  of  emphysema  is  dyspnea 
beginning  as  exertional  dyspnea.  The  patient  notes 
that  his  activity  is  being  limited  progressively  be- 
cause of  shortness  of  breath.  Often  this  limitation 
of  activity  is  attributed  to  aging  or  loss  of  physical 
fitness.  Finally  the  patient  is  unable  to  walk 
even  a short  distance  without  being  tortured  by 
dyspnea.  Episodes  of  dyspnea  occur  at  rest  and 
are  accompanied  by  wheezing.  These  acute  epi- 
sodes, often  refeii’ed  to  as  “asthma,”  are  usually 
precipitated  by  an  upper  respiratoiy  infection.  Ad- 
ministration of  adequate  amounts  of  antimicrobial 
dimgs  usually  gives  dramatic  relief. 

Cough  is  a persistent  symptom  in  most  patients 
with  emphysema.  The  sputum  production  is  great- 
est following  a respiratoi*y  infection.  Many  pa- 
tients with  emphysema  have  a slight  decrease  in 
the  oxygen  saturation  of  the  hemoglobin  of  the  ar- 
terial blood  and  a slight  increase  in  carbon  dioxide 
tension.  There  appears  to  be  little  correlation  be- 
tween the  degree  of  hypoxia  and  the  severity  of 
the  dyspnea. 

The  most  serious  threat  to  the  life  of  the  patient 
with  emphysema  is  the  sudden  increase  in  hy- 
poxia and  hypercapnia  which  accompanies  an  ex- 
acerbation of  the  bronchitis.  He  has  a sudden  in- 
crease in  dyspnea  and  becomes  cyanotic,  and  often 
disoriented  and  confused.  Cough  and  fever  may  be 
absent,  and  secretions  accumulate  in  the  trachea 
and  bronchi.  Administration  of  oxygen  may  lead  to 
improvement,  or  the  patient  may  lapse  into  coma 
as  a result  of  an  increase  in  carbon  dioxide  ten- 
sion in  the  arterial  blood  and  resultant  respiratoi-y 
acidosis.  Death  may  occur  if  treatment  is  not 
prompt  and  effective. 

Right  heart  failure  is  commonly  found  in  these 
patients  and  is  manifested  by  cardiac  enlargement, 
elevated  venous  pressure,  and  hepatomegaly. 
There  is  no  evidence  to  indicate  that  this  adversely 
influences  the  function  of  the  lungs.  The  heart 
failure  is  usually  not  chronic  but  clears  when  the 
acute  bronchial  infection  subsides  and  the  hypoxia 
improves. 

The  prognosis  of  emphysema  is  not  well  defined. 
In  part  this  is  related  to  difficulties  of  classifica- 
tion and  definition.  There  are  a number  of  patients 
who  apparently  have  emphysema  but  who  do  not 
follow  the  classical  clinical  course  just  given. 

ASSOCIATED  CONDITIONS 

One  of  the  controversial  aspects  of  emphysema  is 
its  relationship  to  bi’onchial  asthma.  A number  of 
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patients  with  typical  emphysema  will  give  a pre- 
vious histoiy  of  bronchial  asthma.  The  episodes 
of  dyspnea  accompanying  acute  bronchial  infection 
in  emphysema  are  difficult  to  differentiate  from 
true  bronchial  asthma.  Hence  it  is  difficult  to  de- 
termine whether  previous  episodes  were  asthma  or 
bronchitis.  The  incidence  of  pulmonary  emphy- 
sema in  patients  with  known  bronchial  asthma  is 
also  difficult  to  establish.  The  relationship  be- 
tween bronchial  asthma  and  emphysema  needs  fur- 
ther clarification. 

A similar  problem  exists  in  the  relationship  be- 
tween chronic  bronchitis  and  emphysema.  It  is 
clear  that  chronic  bronchitis  is  often  associated 
with  pulmonary  emphysema  and  that  acute  bron- 
chial infection  precipitates  the  more  severe  epi- 
sodes of  dyspnea  and  hypoxia. 

There  also  appears  to  be  a relationship  between 
bronchiectasis  and  emphysema.  A mild  cylindrical 
dilatation  of  the  bronchi  is  found  on  the  broncho- 
grams  of  many  patients  with  emphysema,  but  cer- 
tain patients  have  the  findings  of  saccular  bronchi- 
ectasis. The  bronchiectasis  precedes  by  some  years 
the  symptoms  of  emphysema.  Moreover,  a number 
of  patients  with  severe  bilateral  bronchiectasis  de- 
velop pulmonary  insufficiency.  There  also  appears 
to  be  an  undue  incidence  of  diffuse  pulmonary  em- 
physema complicating  other  chronic  inflammatory 
diseases  of  the  lung.  A focal  type  of  emphysema 
has  been  described  in  the  lungs  of  coal  miners. 

Certain  changes  in  pulmonary  function  occur  with 
aging.  There  is  a decrease  in  vital  capacity  and 
an  increase  in  residual  volume  in  association  with 
a change  in  the  elastic  properties  of  the  lungs. 
These  elderly  persons  have  no  respiratory  symp- 
toms but  if  such  persons  develop  bronchitis,  the 
physiologic  findings  could  readily  be  confused  with 
emphysema. 

Many  patients  with  emphysema  will  demonstrate 
an  increase  in  the  anteroposterior  diameter  of  the 
chest  associated  with  hyperresonance  to  percussion 
and  a tendency  to  obliteration  of  the  cardiac  and 
hepatic  dullness.  Similar  changes  occur  in  many 
elderly  persons  without  emphysema.  Moreover, 
some  patients  with  emphysema  do  not  exhibit  this 
phenomenon.  It  would  appear  that  the  barrel-chest 
phenomenon  is  related  to  aging  changes  in  the 
skeleton.  For  some  reason  it  tends  to  occur  pre- 
maturely in  patients  with  emphysema. 

— Richard  V.  Ebert,  M.D..  The  American  Review  of  Respira- 
toi*y  Diseases,  July,  1959. 

CHEMOTHERAPY  OF  EXTRAPULMONARY 
TUBERCULOSIS  IN  ADULTS 
The  treatment  of  extrapulmonary  tuberculo- 
sis follows  the  general  principles  of  chemo- 
therapy used  in  the  management  of  pulmonary 
tuberculosis.  A suggested  outline  for  chemo- 
therapy is  given.  Prolonged  treatment  and  a 
delay  in  instituting  surgical  measures  are  rec- 
ommended. 

The  management  of  pulmonary  tuberculosis  va- 
ries considerably  to  meet  problems  of  individual 
cases,  but  the  following  general  principles  of  chem- 
otherapy, which  are  widely  followed,  are  also  be- 
lieved to  apply  to  many  forms  of  extrapulmonary 
tuberculosis: 

1.  Antibacterial  chemotherapy  is  recommended 
for  all  patients  with  active  tuberculosis  infection. 


2.  Chemotherapy  should  be  intensive  and  un- 
interrupted. Most  physicians,  but  not  all,  advise 
combined  chemotherapy,  using  isoniazid  with  either 
PAS  or  streptomycin.  When  it  is  well  tolerated, 
PAS  is  usually  employed  because  it  is  easily  ad- 
ministered. Some  physicians  prefer  to  use  three 
drugs — isoniazid,  PAS,  and  streptomycin  — for 
more  severe  manifestations  of  tuberculosis.  The 
usual  dosage  of  isoniazid  is  100  mg.  three  times 
daily  (3-5  mg.  per  kilo  body  weight),  but  there 
is  growing  indication  that  larger  doses  are  some- 
times more  beneficial.  Larger  doses  require  the 
administration  of  pyridoxine  to  minimize  the  risk 
of  neurologic  complications  (peripheral  neuritis). 
PAS  is  given  in  maximal  tolerated  doses,  ordinar- 
ily 4 gm.  three  times  daily  (150-200  mg.  per  kilo 
body  weight).  Daily  administration  of  strepto- 
mycin — 1.0  gm.  (15-20  mg.  per  kilo  body  weight) 

— is  ordinarily  reseiwed  for  severe  manifestations 
of  tuberculosis,  and  injections  every  second  or 
third  day  appear  adequate  for  many  cases. 

3.  Chemotherapy  is  continued  for  a prolonged 
period  — usually  two  years  and  at  least  one  year 

— after  the  tubei-culosis  has  become  inactive,  as 
detei-mined  by  X-ray,  bacteriologic,  and  clinical 
methods. 

4.  Surgical  treatment  for  pulmonary  tuberculo- 
sis, particularly  pulmonaiy  resection,  is  ordinarily 
delayed  for  at  least  several  months.  This  long 
preliminarj’’  course  of  medical  treatment  sometimes 
obviates  the  need  for  surgery,  usually  diminishes 
the  risk  of  tuberculosis  complications  of  surgery, 
and  sometimes  permits  more  conseiwative  opera- 
tions than  would  have  been  necessai-y  earlier  in 
the  course  of  the  illness.  At  other  times  lesions 
that  appear  to  be  inoperable  improve  substantially 
as  a result  of  medical  treatment  and  become  oper- 
able. In  some  forms  of  extrapulmonary  tuberculo- 
sis, it  is  probable  that  surgery,  particularly  the 
radical  procedures,  should  be  similarly  delayed  for 
several  months  after  medical  treatment  is  begun. 

SKELETAL  TUBERCULOSIS 

When  affected  by  tuberculosis,  a weight-bearing 
joint  is  more  likely  to  require  surgical  fixation 
than  a non-weight-bearing  joint.  Peripheral  joints 
heal  more  rapidly  and  completely  than  proximal 
joints.  Joints  of  the  spine  are  more  difficult  to 
treat  than  joints  of  the  extremities. 

Tuberculosis  which  involves  only  the  synovial 
membrane  is  often  completely  reversible,  and  a 
functional  cure  is  usually  possible  with  chemo- 
therapy. Early  diagnosis  of  such  a condition  may 
require  biopsy. 

The  fusion  of  tuberculous  joints  is  best  delayed 
until  medical  treatment  has  diminished  soft  tissue 
reaction,  closed  any  drainage  sinuses  present,  and 
stabilized  the  pathologic  process,  and  may  be 
avoided  altogether  in  many  instances. 

Tuberculous  abscesses  should  be  evacuated  when 
possible  to  facilitate  healing. 

TUBERCULOUS  LYMPHADENITIS 

Tuberculous  lymph  nodes  often  resolve  rather 
slowly  under  treatment  wdth  specific  drugs,  but 
eventual  healing  is  usually  possible  without  sur- 
gery. Abscesses  associated  with  tuberculous  lymph 
nodes  should  be  evacuated  (aspirated)  and  occasion- 
ally resected.  Acid-fast  bacilli  that  are  not  typical 
M.  tuberculosis  are  occasionally  found  to  cause 


October,  1960 


525 


lymphadenitis.  These  organisms  are  usually  not 
responsive  to  antituberculosis  drags. 

GENITOURINARY  TRACT  TUBERCULOSIS 

Tuberculous  cystitis  responds  promptly  when  the 
infection  is  recent  and  superficial.  Despite  early 
clearing  of  symptoms  of  cystitis,  prolonged  treat- 
ment is  essential  for  pennanent  results. 

Renal  tuberculosis  demands  prolonged  medical 
treatment  in  all  cases  — for  even  longer  periods 
than  in  the  case  of  pulmonary  diseases  — and  re- 
sults are  frequently  satisfactory,  even  without  re- 
section of  seriously  damaged  kidneys.  Opinion 
among  surgeons  is  divided  as  to  what  constitutes 
an  indication  for  nephrectomy. 

Tuberculous  epididymitis,  seminal  vesiculitis,  and 
prostatitis  respond  slowly  but  definitely  to  ade- 
quate and  prolonged  chemotherapy. 

Tuberculosis  of  the  femal  genital  tract  frequent- 
ly requires  surgery  in  addition  to  chemotherapy, 
especially  removal  of  the  abscesses  associated  with 
tuberculous  salpingitis.  Tuberculosis  of  the  endo 
metrium  is  usually  secondaiy  to  tuberculosis  else- 
where in  the  genital  tract  but  appears  to  respond 
to  medical  treatment. 

MILIARY  TUBERCULOSIS  AND 
TUBERCULOUS  MENINGITIS 

These  foi-ms  of  tuberculosis  may  frequently  be 
treated  successfully,  especially  when  early,  inten- 
sive, and  prolonged  therapy  is  administered.  Isonia- 
zid  is  considered  the  most  important  drag.  Strep- 
tomycin is  usually  employed  daily  for  a few  weeks 


or  months.  There  is  growing  evidence  that  the 
adrenal  coiticosteroid  hormones  are  beneficial. 
Intrathecal  therapy  is  rarely  used  in  the  treatment 
of  tuberculous  meningitis. 

A Statement  of  the  Committee  on  Therapy,  American  Tru- 
deau Society,  The  American  Review  of  Respiratory  Diseases, 
March,  1960. 

Thomas  B.  Barnett,  M.D.  : Edward  Dunner,  M.D.  ; H. 
Corwin  Hinshaw,  M.D.  ; Gardner  Middlebrook,  M.D.  ; Donald 

L.  Paulson,  M.D.  ; James  W.  Raleigh.  M.D.  ; William  W.  Stead, 

M. D.  ; Col.  James  A.  Wier,  M.C.,  Chairman. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Obstetricians  & Gynecology 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearbora  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 

American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 

American  Cancer  Society 
Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 
Carl  Maixer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 
F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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Comments  From 
Your  President 


A chain  is  only  as  strong  as  its  weakest 
link.  During  my  first  six  months  as  Presi- 
dent of  the  Nebraska  State  Medical  Associa- 
tion I have  been  tremendously  impressed  by 
the  effort  and  time  given  by  individuals  to 
the  work  of  the  various  committees.  The 
secret,  of  course,  of  getting  good  commit- 
tee work  is  to  have  a top  notch  Chairman. 
If  the  Chairman  of  a committee  lacks  the 
interest,  or  in  other  ways,  indicates  indiffer- 
ence to  the  various  functions  of  the  Nebras- 
ka State  Medical  Association,  the  work  of 
the  committee  is  apt  to  be  ineffectual.  So 
far,  during  my  administration,  this  has  not 
happened.  On  the  contrary,  the  enthusiasm 
and  interest  shown  by  the  various  commit- 
tee Chairmen  and  by  the  members,  calling 
for  trips  away  from  home  and  for  them, 
sometimes  very  awkward  times  for  meet- 
ings, have  produced  a wonderful  response. 
The  Program  Committee,  for  example,  un- 


der the  Chairmanship  of  Dr.  Merle  Mussel- 
man,  has  forged  ahead  with  a format  for 
the  1961  meeting  in  Omaha  and  the  arrange- 
ments and  speakers  are  almost  completely 
scheduled.  Many  other  committees  have 
met,  or  are  meeting  the  challenges  of  mat- 
ters presented  to  them  for  recommendations, 
so  that  their  findings  and  resolutions  will 
be  in  shape  for  the  mid-winter  meeting  of 
the  House  of  Delegates  sometime  in  Febru- 
ary, 1961.  The  Nebraska  State  Medical  As- 
sociation can  continue  to  be  a strong  organ- 
ization only  so  long  as  men  such  as  these 
are  prepared  to  give  of  their  time  and  knowl- 
edge to  better  the  interests  of  the  Associa- 
tion. Up  to  this  time  I can  state  fully  that 
there  is  no  weak  link  in  our  chain. 

Sincerely, 

FRITZ  TEAL. 
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DIABETIC  VASCULAR  DEGENERATIVE 
DISEASE  AND  THE  ROLE 
OF  THE  PHYSICIAN  IN 
ITS  PREVENTION 

(Guest  Editorial) 

With  the  advent  of  insulin  in  1921,  a wave 
of  optimism  swept  the  medical  profession. 
This  specific  antidiabetic  hormone  could 
abolish  all  of  the  classical  symptoms  with 
control  of  hyperglycemia  and  glycosurea. 
The  diet  could  be  liberalized,  properly  bal- 
anced, made  palatable  and  sufficient  for  in- 
dividual needs.  Young  diabetic  women 
could  get  married  and  bear  living  children 
without  endangering  their  lives.  Surgery 
could  be  resorted  to  without  undue  hazard. 
Infectious  diseases  could  be  kept  under  con- 
trol and  diabetic  coma  could  be  eliminated 
as  a cause  of  death.  Small  wonder  that  lead- 
ing clinicians  were  making  free  with  the 
promise  of  long,  useful  and  normal  lives  for 
diabetics. 

With  the  passage  of  time  a slow,  rude 
awakening  took  place.  Many  disease-states 
developed  with  increasing  frequency  in  dia- 
betics. Most  of  these  obviously  involved  the 
vascular  system,  namely,  gangrene,  hyper- 
tension and  coronary  disease.  Other  dis- 
eases such  as  retinopathy,  nephropathy  and 
neuropathy,  were  later  also  identified  as  or- 
iginating in  vascular  pathologic  changes. 
These  manifestations  came  to  be  referred  to 
as  the  “late  vascular  complications.”  Early 
theories  place  these  complications  as  being 
of  arteriosclerotic  and  atherosclerotic  etiol- 
ogy, the  diabetic  state  being  regarded  as  pro- 
moting and  hastening  senescence.  In  due 
time  it  was  demonstrated  that  retinopathy 
and  nephropathy  had  specific  lesions  unique 
to  diabetes.  Eventually  the  lesions  in  both 
of  these  organs  were  proven  identical.  Fur- 
ther studies  revealed  that  the  placenta  of  the 
diabetic  woman  was  subject  to  similar  le- 
sions. More  recently  a report  from  a group 
in  St.  Louis  (Diabetes  8:261-273,  July-Au- 
gust, 1959)  describes  specific  pathologic 
changes  in  all  diabetic  vascular  situations  in- 
cluding the  vasa  vasorum  and  the  dermal 
vasculature,  totally  differentiating  diabetic 


vascular  changes  from  those  associated  with 
arteriosclerotic  disease. 

The  clinical  results  of  these  diabetic  vas- 
cular pathologic  manifestations  over  the  past 
twenty  years,  at  first  merely  alarming,  are 
now  becoming  appalling.  Statistics  gathered 
from  twenty  states  by  the  National  Society 
for  Prevention  of  Blindness  (Postgraduate 
Medicine  26:681-686,  Nov.,  1959)  show  an 
increase  of  diabetics  among  the  blind  popula- 
tion ranging  from  1.5  per  cent  in  1941  to 
8 :0  per  cent  in  1957.  The  figures  from  the 
state  of  Massachusetts  for  diabetics  among 
the  new  blind  cases  accepted  for  service  in 
each  of  the  years  1953  to  1955,  show  a dif- 
ferential from  13.9  per  cent  in  1953  to  18 
per  cent  in  1955.  In  our  own  state,  the  Ne- 
braska State  Services  for  the  Blind  reports 
that  referrals  for  the  last  fiscal  year  con- 
tained diabetics  slightly  in  excess  of  20  per 
cent  of  the  total.  Priscilla  White  gives  ne- 
phropathy as  the  cause  of  death  in  51  per 
cent  of  her  patients. 

If  we  are  to  accept  the  findings  of  the 
St.  Louis  group,  it  would  only  be  reasonable 
to  assume  that  the  primary  lesion  must  oc- 
cur more  or  less  simultaneously  in  all  the 
organs  afflicted  although  their  manifesta- 
tions in  the  various  sites  may  be  delayed  by 
differences  in  rates  of  development.  Dr. 
Howard  F.  Root  terms  proliferative  retino- 
pathy a “malignant  state”  in  diabetes.  Those 
of  us  who  have  sizable  experience  with  dia- 
betic patients  know  full  well  the  fate  of  gan- 
grene with  amputations.  Too  often  the  am- 
putee returns  soon  after  the  first  amputation 
with  gangrene  of  the  opposite  extremity 
and  the  second  amputation  is  not  infrequent- 
ly followed  by  a myocardial  infarction.  All 
this  lends  credence  to  the  views  of  the  St. 
Louis  group  that  the  distinctive  diabetic 
vascular  degenerative  phenomena  are  sys- 
temic rather  than  local.  This  brings  us  back 
full  cycle  to  the  days  of  our  medicrt  ances- 
tors before  the  insulin  era,  to  wnorn,  for 
many  centuries,  the  mere  recognition  of  the 
diabetic  syndrome  was  tantamount  to  a sen- 
tence of  death  for  the  patient.  Once  the  vas- 
cular manifestations  become  sufficiently  ad- 
vanced, we  are  left  with  little  else  to  do  ex- 
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cept  to  make  motions  with  our  hands  and 
look  on  helplessly  as  the  degenerative  pro- 
cess spreads,  progressively  involving  more 
organs  and  tissues  until  the  eventual  end. 

What  can  we  do  to  correct  this  situation? 
In  the  present  state  of  our  knowledge  we  can 
be  certain  only  that  a cure  of  the  vascular 
degenerative  state  is  not  possible.  We  hope 
that  research  may  bring  a solution,  but  this 
may  be  a long  time  in  coming.  Although 
discoveries  sometimes  develop  with  startling 
suddenness,  we  must  remember  that  thirty- 
two  years,  a full  generation,  elapsed  between 
Minkowsky  and  Banting.  However,  if  a 
cure  is  not  possible  we  must  try  to  prevent ; 
and  if  prevention  is  not  attainable  we  must 
do  what  we  can  to  delay  the  onset  of  the 
pathologic  processes  and  to  slow  their  prog- 
ress. 

Are  the  vascular  changes  preventable? 
This  is  the  matter  in  controversy  at  the 
present  time.  There  are  those  who  contend 
that  the  cause  of  the  vascular  pathology 
does  not  lie  in  the  metabolic  fault  of  the  dia- 
betes but  is  due  to  the  presence  of  another 
gene  independent  of  the  diabetic  carrier  but 
in  close  contact  with  it.  There  are  certain 
strong  evidences  that  lend  support  to  this 
view.  There  are  those  who  insist  that  the 
vascular  fault  is  bound  to  appear  in  time 
regardless  of  the  degree  of  diabetic  control. 
With  this  we  cannot  agree.  Certainly  the 
chemical  and  physical  fluctuation  within  the 
blood  stream,  incident  to  poor  and  variable 
control,  must  inevitably  lead  to  injury  of  the 
vessel  wall  and  hence  precipitate  a process  in 
those  vessels  already  weakened  by  hereditary 
influences. 

Much  evidence  has  been  brought  forth  in 
the  past  decade  to  support  the  view  that  the 
degenerative  process  is  proportional  to  the 
degrees  of  faulty  control.  The  most  recent 
article,  based  on  391  cases,  comes  from  Eng- 
land (J.A.M.A.  173:1783  - 1788,  Aug.  20, 
1960).  The  authors,  basing  their  studies 
upon  the  presence  of  proteinuria,  subdivided 
the  cases  in  accordance  with  duration  of  dia- 
betes and  degrees  of  control.  With  correla- 
tion of  these  two  factors,  they  found  that 
those  under  good  to  excellent  control  had 
either  none  or  minimal  proteinuria  even  aft- 
er twenty  years  duration.  A number  of 
those  poorly  controlled  developed  proteinuria 
within  five  years  and  nephropathy  was  pres- 
ent in  100  per  cent  by  the  end  of  twenty 
years.  Although  time  does  have  a bearing, 
control  is  the  more  important  factor.  Such 


evidence  should  force  us  to  concede  that 
prevention,  delay,  and  slowing  of  progress  of 
the  vascular  changes  are  quite  possible  and 
that  the  key  to  these  desiderata  is  the  highest 
achievable  degree  of  perfection  in  the  con- 
trol of  all  our  patients. 

Therein  lies  the  role  and  the  responsibility 
of  the  physician.  Since  there  are  two  and 
one  half  million  diabetics  in  the  United 
States,  half  of  whom  are  unaware  of  the 
presence  of  their  affliction,  the  total  pro- 
gram of  discovery  of  these  cases  in  their 
early  stages  and  their  proper  management 
cannot  be  left  to  those  who  have  a special  in- 
terest in  this  field.  The  involvement  of  the 
general  practitioner  becomes  a factor  of  the 
greatest  importance,  the  more  so  because  of 
his  close  contact  with  the  patient  in  all 
problems  and  of  the  greatest  likelihood  of 
the  first  discovery  of  the  diabetic  state. 

The  following  is  an  outline  of  the  overall 
program  necessary  for  prevention ; 

1.  Early  Detection: 

Several  methods  have  been  developed 
for  case  findings  of  the  heretofore 
unknown  diabetics  and  all  of  these 
must  depend  upon  examination  of 
mass  population.  Sugar  - testing  of 
blood  or  urine  is  resorted  to  for  these 
purposes.  Many  screening  procedures 
are  being  carried  out  on  a mass  basis 
through  organizational  means,  how- 
ever the  simplest  and  most  fruitful 
method  of  early  detection  is  the  direct 
and  continual  tests  performed  by  the 
physician  on  his  own  patients.  Na- 
tional Diabetes  Week  has  been  fos- 
tered by  the  American  Diabetes  Asso- 
ciation for  the  purpose  of  sparking 
the  year-round  detection  drive.  Our 
State  Medical  Association  has  partici- 
pated in  the  Diabetes  Week  with  the 
request  for  all  its  members  to  test 
urine  for  sugar  on  each  of  their  pa- 
patients  under  their  care  during  the 
Week.  November  13th  to  19th,  1960 
marks  the  eleventh  year  of  our  par- 
ticipation. Last  year  resulted  in  the 
testing  of  13,208  individuals  by  all 
methods,  8287  of  these  done  directly 
by  physicians  on  their  patients  during 
Diabetes  Week.  Only  177  of  our  1200 
members  reported.  It  is  noteworthy 
that  the  largest  number  of  tests  came 
from  the  direct  efforts  of  individual 
physicians. 

(Continued  on  page  568) 
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Coarctation  of  the  Aorta  in  Infants* 


This  exposition  dwells  at  considerable  length 
on  the  diagnosis  and  surgical  treatment  of  co- 
arctation of  the  aorta  in  babies.  The  surgical 
risk  is  great,  but  highly  worthwhile  results  are 
attained  in  the  survivors.  The  greatest  risk  is 
met  in  those  babies  who  have  other  congenital 
defects  of  the  heart  combined  with  coarctation. 
The  most  common  of  these  are  patent  ductus 
and  interventricular  septal  defect.  Even  in  the 
presence  of  patent  ductus,  resection  of  the  co- 
arctation resulted  in  survival  and  great  improve- 
ment in  9 out  of  17  babies.  Considering  that 
medical  management  has  little  to  recommend  it 
in  these  conditions,  surgical  intervention  seems 
eminently  successful. 

EDITOR 

SURGICAL  correction  for  co- 
arctation of  the  aorta  has  been 
available  for  the  past  15  years, 
and  there  is  little  question  that  the  proper 
therapeutic  approach  is  resection  of  the  co- 
arcted  segment  in  children  and  adults.  The 
results  have  been  gratifying  and  the  indi- 
cations are  clear. 

There  still  exists,  however,  a difference 
of  opinion  about  the  handling  of  the  infant 
with  coarctation  of  the  aorta.  Part  of  the 
confusion  stems  from  the  fact  that  a clear- 
cut  distinction  is  not  always  made  between 
coarctation  as  an  isolated  lesion  and  coarcta- 
tion with  an  additional  cardiac  defect.  The 
infants  with  coarctation  and  an  additional 
defect  usually  get  into  difficulty  in  the  first 
few  months  of  life  and  require  hospitaliza- 
tion for  the  treatment  of  cardiac  failure. ^ 
Unless  corrective  surgery  is  undertaken,  the 
prognosis  is  poor. 

Clinical  Findings 

The  signs  and  symptoms  which  lead  the 
parents  to  seek  medical  advice  are  usually 
those  of  cardiac  failure.  Anorexia,  vom- 
iting, dyspnea  and  tachypnea  are  the  most 
frequently  noted  symptoms  and  are  often 
associated  with  a respiratory  infection.^ 
Physical  examination  on  admittance  usual- 
ly reveals  a critically  ill  infant  in  congestive 
heart  failure.  They  have  rales  throughout 
both  lung  fields,  hepatomegaly  and  anasarca. 
Other  findings  are  cardiomegaly  associated 
with  a basilar  systolic  murmur,  and  cyanosis 
in  some  patients  which  disappears  as  the 
circulation  improves.  Femoral  pulsations  are 
absent  in  approximately  50  per  cent  of  the 
patients,  weak  in  40  per  cent  and  definitely 
palpable  in  10  per  cent.  The  blood  pressure 
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Department  of  Pediatrics 
and  the  St.  Louis  Children's  Hospital 
St.  Louis,  Missouri 


studies  have  revealed  significant  grandients 
in  pressure  between  the  upper  and  lower 
extremities.2 

Determination  of  the  blood  pressure  by 
the  auscullatory  technique  is  difficult  in  in- 
fants, and  time-consuming.  It  is  possible, 
however,  by  means  of  the  “flush  technique. ”'*• 
or  the  Infraton®  to  obtain  systolic  pressures 
in  the  arms  and  legs.  The  flush  technique 
is  carried  out  by  placing  a 2.5  cm.  blood 
pressure  cuff  around  the  wrist  and  ankle. 
(Fig.  1).  The  hand  or  foot  is  blanched  by 
means  of  pressure  applied  by  a sheet  of  rub- 
ber and  the  cuff  inflated.  When  the  pres- 
sure is  allowed  to  drop  at  approximately 
6 to  7 mm/sec.,  a flush  of  the  hand  or  foot 
occurs  at  the  systolic  level  of  blood  pressure. 

Using  this  technique,  we  have  been  able 
to  demonstrate  a normal  or  elevated  blood 
pressure  in  the  upper  extremities  and  a hy- 
potension in  the  lower  extremities  in  all  but 
a few  cases.  A gradient  of  20  mm.  Hg.  be- 
tween the  arms  and  legs  is  diagnostic  of 
coarctation  of  the  aorta.  Two  causes  for 
the  failure  to  find  a gradient  have  been 
noted.  If  the  patient  is  in  cardiac  failure, 
the  gradient  might  not  be  present  until  the 
circulation  is  improved.  Also,  if  the  coarc- 
tation starts  proximal  to  the  left  subclavian 
artery,  the  blood  pressure  in  this  arm  may 
be  lower  than  that  in  the  right.  It  is  now 
routine  to  compare  the  blood  pressures  in 
the  right  hand  and  right  foot. 

Laboratory  Findings 

Laboratory  procedures  are  not  as  help- 
ful as  the  blood  pressure  determinations. 
The  electrocardiogram  may  show  right  or 
left  ventricualr  enlargement  and,  in  our  ex- 
perience, evidence  of  myocardial  disease  is 
present  in  essentially  100  per  cent  of  the 
patients. 

Roentgenograms  for  cardiac  size  reveal 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  April  27,  1960. 


November,  1960 


531 


!•  Cuff  applied  above 
wrist 


3«  Cuff  inflated  above 
systolic  pressure  and 
rubber  wrapping  then 
removed  leaving  blanch' 
ed  extremity. 


Figure  1 — Method  for  obtaining 
feet.  (Goldring,  D.,  and  Wohltmann, 

marked  cardiomegaly  with  right  or  left 
ventriculai’  enlargement  or  both.  The  pul- 
monary vascular  markings  are  usually  in- 
creased, consistent  with  a left  to  right  shunt, 
and  evidence  of  cardiac  failure  is  usually 
present. 

Angiocardiography  and  cardiac  catheter- 
ization are  rarely  performed  on  infants  with 
coarctation  of  the  aorta  since  they  are  crit- 
ically ill.  Our  limited  observations  at  time 
of  catheterization  agree  with  those  reported 
b}'  Cooley,*^  namely,  a pulmonary  artery  and 
right  ventricular  hypertension.  Angiocard- 
iography, performed  by  the  intravenous  or 
retrograde  aortic  technique,  may  clearly  de- 
fine the  degree  and  position  of  the  coarcta- 
tion. Studies''  have  demonstrated,  using 
these  tecniques,  that  the  ductus  arteroiosus 
was  patent.  I would  like  to  re-emphasize 
the  point  that  experience  has  indicated  that 
catheterization  and  angiocardiography  are 
not  necessary  for  diagnosis,  and  in  most 


2.  Rubber  sheeting  or 
rubber  glove  wrapped 
tightly  around  extrem- 
ity blanching  it. 


U.  Cuff  slowly  deflated 
(appix)x.6_7  mm/sec  .)and 
pressure  at  which  flush 
first  apjjears  is  approx, 
systolic  pressure. 


“Flush”  hlood  pressui'es  in  hands  and 
H.,  Journal  of  Pediatries,  40:285.  1952). 

instances  are  contraindicated  because  of  the 
critical  condition  of  the  patient,  further- 
more, the  information  they  might  yield  is 
not  needed  for  proper  therapy. 

Experimental  Studies 

Medical  therapy  in  our  hands  has  not  been 
successful  in  infants  with  coarctation  of  the 
aorta  plus  an  additional  defect.  Two  series 
of  cases  reported  from  St.  Louis  Children’s 
Hospital  emphasized  this  fact.^-  ^ From  table 
1,  it  is  apparent  that  a patent  ductus  arter- 
iosus or  an  inteiwentricular  septal  defect 
is  the  most  commonly  associated  anomaly. 
We  were  interested  in  answering  two  ques- 
tions : 

1.  What  is  the  prognostic  significance 
of  the  combination  of  an  intra-  or 
extra-cardiac  shunt  with  coarctation 
of  the  aorta? 

2.  Does  the  site  of  the  coarctation  in 
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- 

Carson  8 
Calodney 

Goldring 
et.  al. 

Total 

Patent  Ductus  Arteriosus 

19 

1 1 

30 

I.V.S.D. 

8 

9 

17 

1.  A.S.D. 

0 

5 

5 

Fi  broelastosis 

0 

3 

3 

Other  Cardiac  Anomalies 

8 

1 

9 

Number  of  Patients 

21 

14 

35 

Table  1 — Associated  anomalies  found  with  coarctation  of  the  aorta. 


Postc^victal  coarctation 
and  Patent  ductus  arteriosus 

Fi^re  2 — The  artificially  created 
Journal  of  Pediatrics  56:11,  1960). 


Preductal  coarctation  and 
Patent  ductus  arteriosus 

defects  in  dogs.  (Goldring,  D.,  et  al. : 
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relation  to  the  patent  ductus  have 
any  prognostic  significance  ? 

Studies  on  dogs  with  coarctation  of  the 
aorta  and  a pulmonary-aortic  shunt  were 
carried  out  to  clarify  these  points.®  Four 
series  of  dogs  were  prepared: 

1.  Patent  ductus  arteriosus. 

2.  Coarctation. 

3.  Preductal  coarctation  and  patent 
ductus  arteriosus. 

4.  Postductal  coarctation  and  patent 
ductus  arteriosus.  (Fig.  2). 

The  coarctation  was  produced  gradually 
by  placing  a ring  of  ameroid  plastic  incased 
in  a stainless  steel  jacket  around  the  aorta. 
Since  the  ameroid  plastic  is  hygroscopic,  it 
slowly  expands  over  a period  of  2 to  4 weeks 
to  cause  almost  complete  occlusion  of  the 
aorta.  The  patent  ductus  was  produced  by 
an  aorta  - pulmonary  anastomosis  of  the 
“Potts”  type.  Serial  physiologic  studies  were 
performed  on  all  dogs. 

The  dogs  in  Group  I (isolated  patent 
ductus  arteriosus)  and  Group  II  (isolated 
coarctation)  tolerated  their  lesions  exceed- 
ingly well.  The  4 dogs  in  Group  I were 


sacrificed  4 to  10  months  after  the  lesion 
was  created.  At  the  time  of  sacrifice,  all 
the  animals  were  active  and  healthy  and  a 
loud  continuous  murmur  could  be  heard. 

The  dogs  in  Group  II  also  did  well,  except 
for  one  dog  that  died  due  to  rupture  of  the 
aorta  50  days  after  surgery.  Two  of  the 
remaining  three  dogs  were  sacrificed  at  5 
months  and  the  remaining  dog  was  sacri- 
ficed at  15  months  after  surgeiy. 

The  dogs  in  Group  III  (7  days)  and  Group 
IV  (8  days)  did  not  do  well.  Those  with  a 
preductal  coarctation  developed  signs  of 
diminished  cardiac  reserve  and  all  but  one 
died  in  cardiac  failure  by  the  56th  day  fol- 
lowing surgery.  Four  of  the  animals  in 
Group  IV  showed  the  same  rapid  downhill 
course.  The  remaining  4 dogs  had  ameroid 
rings  which  expanded  more  slowly  and  these 
dogs  took  about  60  days  to  develop  a gradi- 
ent in  blood  pressure  between  the  corotid 
and  pulmonary  arteries  in  comparison  to  less 
than  30  days  in  all  the  other  dogs  with  co- 
arctation. 

The  data  of  the  physiologic  studies  can 
be  summarized  as  follows: 

Group  1.  The  dogs  showed  evidence  of 
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a left  to  right  shunt  in  the 
pulmonary  artery  with  very 
slight,  if  any,  pulmonary 
artery  hypertension.  (Fig.  3). 

Group  2.  A gradient  in  blood  pressure 
between  the  carotid  artery 
and  the  femoral  artery  de- 
veloped within  one  month 
following  surgery.  A hyper- 
tension in  the  carotid  artery 
was  also  noted  in  all  dogs. 

Group  3.  All  7 dogs  developed  a blood 
pressure  gradient  between  the 
upper  and  lower  extremities, 
and  proof  of  a left  to  right 
shunt  was  present.  All  but 
one  dog  developed  pulmonary 
artery  hypertension  of  a sig- 
nificant degree. 

Group  4.  Evidence  of  coarctation  and 
left  to  right  shunt  was  dem- 
onstrated in  all  animals. 
There  was  no  evidence  of 
pulmonary  hypertension. 

Treatment 

These  data  indicated  that  the  combination 
of  a coarctation  and  a patent  ductus  (left 
to  right  shunt)  is  not  tolerated  nearly  as 
well  as  either  lesion  separately  and  parallels 
our  clinical  experience. 

Because  of  these  findings  and  our  re- 
peated failures  with  medical  management, 
the  surgical  resection  of  the  coarcted  seg- 
ment in  infants  with  combined  lesions  was 
pursued  with  renewed  vigor.  The  results  in 
the  first  17  patients  (1  to  19  months  of  age) 
operated  upon  have  been  reviewed.®  Eight 
of  these  patients  died  during  or  shortly  after 
surgery.  Autopsy  studies  revealed  that  all 
8 had  a patent  ductus  arteriosus,  3 had 
fibroelastosis  of  the  endocardium,  2 had  an 
interventricular  septal  defect,  2 had  a bicus- 
pid aortic  valve,  and  2 had  a hypoplastic 
aortic  arch. 

All  except  2 of  the  remaining  9 patients 
have  done  well  for  an  average  period  of  2 
years  after  operation.  Exercise  tolerance, 
growth,  and  general  clinical  condition  were 
satisfactory  in  the  remaining  7,  and  physical 
examination  revealed  palpable  femoral  pul- 
sations and  normal  systolic  blood  pressures 
in  the  upper  extremities. 

One  of  the  patients  with  an  unsatisfactory' 
course  improved  following  surgery  for  3 to 


4 months  but  was  noted  to  have  a loud 
systolic  murmur.  He  returned  to  the  hos- 
pital 8 months  after  surgery  in  intractable 
cardiac  failure  at  which  time  no  evidence 
of  a coarctation  was  present.  Necropsy  find- 
ings revealed  the  infant  to  have  an  ostium 
primum  defect  of  the  atrial  septum  with 
deformities  of  the  tricuspid  and  mitral 
valves,  and  fibroelastosis  involving  the  left 
ventricle.  The  site  of  anastomosis  was 
patent  and  had  an  adequate  cross-sectional 
area. 

The  other  exception  was  operated  on  at 
4 months  of  age  but  has  had  a persistent 
gradient  between  the  upper  and  lower  ex- 
tremities except  for  a period  of  2 to  4 weeks 
postoperatively.  The  hypertension  in  the 
arms  is  significantly  reduced  and  the  gradi- 
ent is  about  50  per  cent  of  the  preoperative 
value.  Angiocardiograms  have  demonstrat- 
ed the  presence  of  a coarctation  and  reop- 
eration at  a later  date  will  be  necessary. 

The  laboratory  data  on  all  9 patients 
showed  gratifying  improvement.  The  re- 
peat blood  pressure  studies  revealed  the  fol- 
lowing : 

3 patients  — no  gradient. 

3 patients  — gradient  of  10  to  20  mm. 
Hg.  between  the  arms  and  legs. 

3 patients  — gradient  of  greater  than 
20  mm.  Hg. 

The  electrocardiogram  returned  to  nor- 
mal (4)  or  improved  (3)  in  all  but  2 cases. 
Roentgenograms  showed  marked  (2)  or  mod- 
erate (5)  decrease  in  cardiomegaly  and  2 
showed  no  change.  The  2 cases  who  did 
not  show  improvement  in  the  electrocardio- 
gram and  X rays  are  those  reviewed  earlier. 

Our  experience  indicates  that  surgical  re- 
section of  the  coarctation  offers  the  infant 
the  best  chance  for  survival.  Medical  man- 
agement including  digoxin,  oxygen,  diuret- 
ics, low  salt  diet  and  morphine  should  be 
employed  to  place  the  infant  in  the  best 
possible  condition  for  surgery.  Although 
the  surgical  risk  is  high,  the  outlook  for 
the  patient  is  more  favorable  with  resection. 
Whether  the  anastomatic  site  will  enlarge 
consistently  with  the  growth  of  the  individ- 
ual has  not  been  proven  and  will  require 
longer  postoperative  studies. 
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“Progress  made  during  the  past  few  years  makes  it  obvious 
that  when  a tnily  effective  agent  is  discovered,  it  will  apply  only 
to  one  kind  of  cancer.  As  time  passes,  other  effective  agents  for 
other  t>T)es  of  cancer  will  be  discovered.  It  will  be  a long,  long 
time  before  we  see  the  day  when  one  agent  will  cure  all  cancers.  . .” 
(WaiTen  H.  Cole,  M.D.,  in  an  editorial  in  Illinois  Medical  Journal 
for  May,  1959). 
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EVALUATION  of 


Operative 

Cholangiography* 

The  author  reviews  the  results  and  draws  cer- 
tain conclusions  from  a series  of  cholangiograms 
made  routinely  in  100  patients  on  whom  chole- 
cystectomy was  performed.  In  spite  of  a small 
number  of  false  positive  and  false  negative  ra- 
diologic reports,  attributable  in  part  to  technical 
factors  which  he  enumerates,  the  author  believes 
this  procedure  worthwhile  in  terms  of  improved 
surgical  accuracy  and  results. 

—EDITOR 

At  the  time  of  cholecystectomy, 
a surgeon  often  finds  it  diffi- 
cult to  determine  by  palpation 
or  even  by  choledochostomy  whether  or  not 
disease  is  present  or  has  been  overlooked  in 
the  biliary  ducts.  X-ray  examination  has 
been  a valuable  aid  as  an  adjunct  to  more 
usual  means  of  investigating  the  state  of 
the  ductal  system. 

As  early  as  1918,  the  ducts  were  visual- 
ized by  X ray  by  using  a barium  paste 
through  an  external  biliary  fistula.  Cotte, 
in  1929,  first  advised  X-ray  examination  of 
the  biliary  tract  by  way  of  cholecystostomy 
tubes.  Credit  for  cholangiography  at  the 
time  of  operation  is  usually  given  to  Mirizzi 
of  France,  in  1931.  However,  because  it  was 
technically  difficult  to  obtain  satisfactory 
X rays  at  the  operating  table  at  that  time, 
surgeons  generally  failed  to  adopt  this  pro- 
cedure. Since  then,  over  350  papers  have 
been  written  on  this  subject. 

Approximately  one  and  one-half  years  ago, 
we  determined  to  obtain  operative  cholangio- 
grams during  all  operations  on  the  biliary 
tract,  to  evaluate  their  usefulness.  We  ex- 
cluded those  cases  in  which  acute  cholecys- 
titis, acute  pancreatitis,  or  acute  cholangio- 
lytic  hepatitis  were  diagnosed. 

During  a period  of  eighteen  months,  100 
cholecystectomies  were  done.  There  were 
83  women  and  17  men,  ranging  in  age  from 
21  to  85  years,  with  an  average  age  of  57.8 
years.  Preoperatively,  58  of  the  cases  re- 
vealed gallbladder  stones,  30  revealed  non- 
visualization of  the  gallbladder,  and  3 were 
negative  examinations.  Of  the  30  cases  in 
which  preoperative  cholecystogram  revealed 
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no  visualization  of  the  gallbladder  or  ductal 
system,  26  were  found  to  have  gallbladder 
stones  at  the  time  of  operation,  and  6 were 
found  to  have  common  duct  calculi.  As  will 
be  mentioned  later,  indications  for  chole- 
dochostomy were  obvious  in  some  of  the 
cases,  and  cholangiograms  were  not  done 
prior  to  choledochostomy  in  these  cases.  In 
all  cases  in  which  choledochostomy  was  done, 
however,  postcholedochostomy  cholangio- 
grams were  obtained  through  the  T-tube.  In 
all  cases  in  which  a T-tube  was  left  in  the 
common  duct,  cholangiograms  were  obtained 
in  the  Department  of  Radiology  from  5-7 
days  postopei-atively. 

The  clinical  indications  which  we  use  for 
doing  a choledochostomy  are  as  follows : 
(1)  history  of  jaundice  and  colicky  right- 
upper-quadrant  abdominal  pain,  especially 
if  associated  with  chills  and  fever;  (2)  palp- 
able stone  in  the  common  duct;  (3)  dilated, 
thickened  common  duct;  (4)  enlarged  head 
of  pancreas,  and  (5)  small  gallbladder  cal- 
culi or  “mud.” 

The  indications  for  operative  cholangiog- 
raphy are  the  same  as  those  just  mentioned 
for  choledochostomy  plus  suspected  calculi 
without  usual  clinical  indications  for  chole- 
dochostomy. Cholangiography  should  also 
be  done  as  a final  check  of  the  common  duct 
after  choledochostomy.  And,  when  anatomic 
abnormality  is  suspected,  cholangiogram 
should  be  obtained. 

The  added  operating  time  required  to  do 
the  cholangiogram  averaged  27  minutes.  In 
15  cases  of  cholecystectomy  alone,  the  aver- 
age operating  time  was  one  hour  and  thirty- 
eight  minutes.  When  operative  cholangio- 
gi-am  was  added,  in  37  cases,  average  operat- 
ing time  was  two  hours  and  five  minutes. 
If  appendectomy  was  also  done,  during  the 
time  the  X rays  were  being  processed,  the 
average  time  remained  the  same. 

Technically,  the  gallbladder,  cystic,  or 
common  duct  may  be  used  for  injection  of 

"Presented  at  the  Annual  Clinical  Meeting  of  the  Nebraska 
Chapter,  American  College  of  Surgeons,  Fremont,  Nebraska, 
November  15,  1959. 
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contrast  medium  for  cholangiogi’aphy.  The 
cj’stic  duct  is  most  satisfactory.  A 20  c.c. 
syringe  containing  the  contrast  medium  is 
attached  to  an  18-inch  length  of  polyethylene 
tubing,  and  care  is  taken  to  eliminate  all  air 
bubbles.  Incision  is  made  into  the  cystic 
duct  and  the  tubing  is  inserted  through  the 
valves  of  Heister  into  the  common  duct.  It 
is  held  in  place  by  a ligature  around  the 
proximal  end  of  the  cystic  duct.  All  instru- 
ments are  removed,  (skin  towels  were  pre- 
viously sewn  in  place),  and  the  portable 
X-ray  machine  is  moved  into  position.  Sev- 
en to  ten  c.c.  of  35  per  cent  diodrast  is  in- 
jected through  the  tubing  into  the  common 
duct.  While  the  anaesthesiologist  renders 
the  patient  apneic  the  first  film  is  obtained. 


the  operating  room  for  interpretation  by  the 
surgeon.  If  the  common  duct  is  opened 
either  prior  to  or  after  cholangiogi-aphy, 
X rays  are  always  obtained  through  the  T- 
tube  as  a final  check  of  the  common  duct  to 
be  sure  no  stones  remain. 

We  have  found  the  following  necessary  for 
successful  cholangiography:  (1)  Interest, 

both  of  the  radiologist  and  the  surgeon;  (2) 
visualization  of  the  entire  extra-biliary  tree; 

(3)  visualization  of  dye  in  the  duodenum; 

(4)  proper  type  and  concentration  of  dye; 

(5)  elimination  of  air  bubbles,  and  (6)  good 
X-ray  technic. 

The  results  of  the  present  study  are  as 
follows : 


TABLE  1 

OPERATIVE  CHOLANGIOGRAPHY 


Total  Cholecystectomies 

Total  Cholangriograms  

Unsatisfactory  Cholangiograms 11 

Satisfactoiy  Cholangiograms 70 


81 


100 


Precholedochostomy  Cholangiograms 

Indications  for  C.D.  Exploration 

Positive  Cholangiograms  

Exploration  Done 5 

Disease  Found 4 

Disease  Not  Found 1 

Negative  Cholangiograms  

Exploration  Done  7 

Disease  Found  1 

Disease  Not  Found 6 

Exploration  Not  Done  12 

No  Indication  for  C.D.  Exploration 

Positive  Cholangiograms  

Exploration  Done  2 

Disease  Found  0 

Disease  Not  Found 2 

Exploration  Not  Done  4 


Negative  (Normal)  Cholangiograms 


19 


6 


29 


24 


59 


35 


Postcholedochostomy  Cholangiograms  1 1 

Positive  Cholangiograms  6 

Re-exploration  Done 3 

Disease  Found  0 

Disease  Not  Found 3 

Re-exploration  Not  Done  3 

Negative  Cholangiogi-ams 5 


A second  cassettee  is  inserted  and  the  pro- 
cedure is  repeated. 

While  the  X rays  are  being  developed,  the 
tubing  is  removed,  the  cystic  duct  ligated, 
and  cholecystectomy  is  done.  The  wet  films 
are  read  by  the  radiologist  and  returned  to 


Of  the  100  cases  of  cholecystectomy  done 
during  the  one  and  a half  year  period,  a 
total  of  81  operative  cholangiograms  were 
made.  Seventy  of  these  were  satisfactory 
and  11  unsatisfactory  for  technical  reasons, 
either  operative  technic  or  radiologic  tech- 


538 


Nebraska  S.  M.  J. 


nic.  I have  divided  operative  cholangiogra- 
phy into  two  parts,  those  done  before  chole- 
dochostomy,  and  those  done  through  a T-tube 
immediately  after  choledochostomy. 

There  were  59  operative  pre-choledochos- 
tomy  cholangiograms ; of  these,  24  cases  had 
the  usual  clinical  indications  for  choledoch- 
ostomy. The  cholangiogram  was  abnormal 
in  only  5.  In  all  5,  choledochostomy  was 
done.  Stones  were  found  and  removed  in  4 
cases  and  no  disease  was  found  in  1 case. 

The  remaining  19  cases  which  had  clinical 
indications  for  choledochostomy  had  normal 
cholangiograms.  Choledochostomy  was  not 
done  in  12  of  these  19  cases,  therefore  it  is 
felt  that  the  cholangiogram  aided  in  avoid- 
ing unnecessary  choledochostomy  in  those  12 
cases.  Choledochostomy  was  done  in  7 but 
no  disease  was  found  in  6.  These  6,  there- 
fore, had  choledochostomy  unnecessarily  if 
we  use  the  cholangiogram  as  the  only  indi- 
cation for  choledochostomy.  In  the  other 
case,  however,  calculus  was  found  despite  a 
normal  cholangiogram  and  is  therefore  a 
false  negative  — the  only  false  negative  we 
had  in  this  series. 

In  that  group  having  no  usual  clinical 
indications  for  choledochostomy  (35  cases), 
operative  cholangiogram  was  abnormal  in  6. 
These,  however,  were  all  false  positives. 
Four  did  not  have  choledochostomy  as  it  was 
felt  the  X rays  were  false.  The  other  two 
did  have  choledochostomy,  but  no  abnormal- 
ities were  found,  thus,  unnecessary  explora- 
tion Avas  done  because  of  the  cholangiograms. 

Of  the  remaining  29  cases  in  this  group, 
cholangiogram  was  normal,  there  was  no 
clinical  indication  for  choledochostomy,  and 
this  procedure  Avas  not  done. 

Eleven  post-choledochostomy  operative 
cholangiograms  Avere  done  through  a T-tube. 
In  this  group,  all  had  had  choledochostomy 
on  the  basis  of  clinical  indications.  In  7 
of  these,  stones  were  found  and  removed. 
In  4,  no  abnormalities  were  found.  Cholan- 
giogram through  the  T-tube  prior  to  closing 
the  abdomen  Avas  reported  as  being  abnormal 
in  6 of  the  11  cases.  In  3 of  these,  repeat- 
choledochostomy  Avas  carried  out  at  that 
time.  No  further  abnormality  Avas  found. 
Thus,  repeat-choledochostomy  was  unneces- 
sary. The  other  3 did  not  have  repeat- 


choledochostomy  and  the  7th  postoperative 
day  cholangiograms  Avere  nonnal.  This  gave 
us  6 more  false  positive  cholangiograms. 

The  previous  figures  indicate  that  by  using 
operative  cholangiograms,  12  patients  Avere 
spared  unnecessary  choledochostomy.  In  6 
others,  choledochostomy  Avas  done  despite 
noi'mal  cholangiograms  and  no  disease  Avas 
found,  thus  choledochostomy  should  have 
been  avoided.  An  evaluation  of  the  false 
negati\^e  and  false  positive  findings  is  the 
most  important  thing  Ave  can  obtain  from 
this  study.  There  Avas  only  one  false  nega- 
tive cholangiogram,  i.e.,  despite  a normal 
cholangiogi’am,  common  duct  disease  Avas 
found.  There  Avere  also  12  cases  in  Avhich 
the  cholangiograms  Avere  falsely  interpreted 
as  being  positive  or  abnormal.  Because  of 
these,  5 unnecessary  choledochostomies  Avere 
performed.  These  12  cases  Avould  indicate 
that  cholangiograms  are  being  over-read  by 
the  radiologist  rather  than  that  disease  is  be- 
ing missed.  I feel  this  is  a healthy  error. 

Considering  11  technically  unsatisfactory 
cholangiograms  — 12  false  positive  and  1 
false  negative  — Ave  had  30  per  cent  poor 
results  Avith  this  procedure.  At  the  Univer- 
sity Hospital,  these  81  cholangiograms  Avere 
done  by  a number  of  residents  in  various 
stages  of  their  surgical  training.  X rays 
were  usually  obtained  by  technicians,  also 
in  various  stages  of  training.  This  un- 
doubtedly accounts  for  a certain  percentage 
of  poor  results.  As  more  interest  and  ex- 
perience are  gained  Avith  the  use  and  inter- 
pretation of  operative  cholangiograms,  these 
errors  Avill  be  reduced  and  more  unnecessary 
choledochostomies  avoided. 

This  study  has  led  to  the  conclusion  that 
cholangiography  is  of  value.  It  is  another 
tool  in  the  surgeon’s  diagnostic  armamen- 
tarium and  may  be  considered  at  least  as  im- 
portant as  inspection,  palpation,  sounding 
and  probing  of  the  common  duct.  The  indi- 
cations for  cholangiography  pre\dously  men- 
tioned should  be  kept  in  mind.  For  prac- 
tical purposes,  hoAvever,  it  is  not  expedient 
to  do  a cholangiogram  in  all  cases  of  chole- 
cystectomy. We  are  going  to  continue  the 
routine  use  of  cholangiography.  With  im- 
proved technic,  improved  interpretation,  and 
increased  reliance  on  the  cholangiogram,  re- 
sults Avill  be  impi'oved. 


“Get  Wisdom;  get  insight. 

Do  not  forsake  her,  and  she  will 
guard  you.”  (Proverbs  4:5-6) 
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Rabies  Control* 


Introduction 

ITH  the  advent  of  summer, 
physicians  find  much  of  their 
time  consumed  in  caring  for 
individuals  bitten  by  animals  and  in  answer- 
ing innumerable  questions  of  anxious  par- 
ents worried  about  rabies.  Health  depart- 
ments likewise  devote  considerable  time  to 
carrying  out  rabies  control  programs.  Often 
the  effort  and  time  expended  appear  dis- 
proportionate to  the  true  extent  of  the  ra- 
bies problem.  Rabies  control,  however, 
cannot  be  viewed  as  an  isolated  entity. 

The  title  of  this  paper  is  a misnomer,  for 
rabies  control  cannot  be  discussed  sensibly 
without  a discussion  of  animal-bite  control. 
In  this  country,  human  rabies  can  be  con- 
sidered numerically  insignificant,  since  the 
number  of  cases  amounts  to  only  5 to  10  per 
year.  Animal  rabies,  on  the  other  hand, 
still  numbers  approximately  5000  annually. 
The  number  of  animal  bites,  however,  runs 
into  the  tens  of  thousands.  About  30,000  in- 
dividuals receive  antirabies  vaccine  each 
year  and  these  form  but  a small  part  of 
those  who  have  been  bitten. 

In  a three-year  study  in  Omaha  2294  ani- 
mal bites  were  reported  to  the  Health  De- 
partment. Of  this  number  82  per  cent  were 
dog  bites,  12  per  cent  cat  bites,  and  6 per 
cent  bites  by  miscellaneous  animals  includ- 
ing mouse,  rat,  rabbit,  bat,  raccoon,  guinea 
pig,  and  mink.  The  age  group  most  fre- 
quently bitten  was  that  of  children  under 
15,  with  40  per  cent  being  in  the  5-9  age 
group.  This  is  the  age  which  has  not  de- 
veloped caution  and  which  is  most  likely  to 
provoke  an  animal  to  biting. 

Sixty-six  per  cent  of  the  individuals  bitten 
were  males,  only  29  per  cent  females,  and 
in  5 per  cent  sex  was  not  recorded. 

There  is  no  estimate  of  the  number  of 
animal  bites  occurring  throughout  Nebras- 
ka, but  during  1959  the  State  Health  De- 
partment received  605  heads  for  rabies  ex- 
amination. Of  these,  41  had  no  history  of 
bite.  Six  per  cent  of  the  heads  received 
were  positive  by  microscopic  examination. 

Measures  adopted  to  control  rabies  effect 
other  desirable  ends.  First,  dogs  and  other 
domestic  animals  are  prevented  from  run- 
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ning  at  large  doing  damage  to  property  and 
otherwise  constituting  a nuisance.  Second, 
animal  bites  are  reduced  since  indiscrim- 
nate  contacts  between  dogs  and  strange  hu- 
man beings  are  curtailed.  The  threat  of  ra- 
bies serves  to  cement  public  opinion  neces- 
sary for  the  acceptance  and  support  of  ani- 
mal regulation. 

Control  of  rabies  requires  cooperative  ac- 
tion by  the  communuity,  the  veterinarian, 
the  physician,  and  the  citizenry.  These  may 
be  considered  in  order. 

The  Community 

An  effective  rabies-control  program  pro- 
moted by  a community  must  provide  for  the 
following : 

1 . Licensure  of  clogs.  Licensure  is  essen- 
tial for  the  proper  identification  of  the  ani- 
mal and  its  owner.  Licensure  further  fixes 
responsibility  specifically  upon  the  owner 
or  harborer,  and  this  is  the  first  step  to  ani- 
mal and  rabies  control.  Under  Nebraska 
laws,  unlicensed  and  unidentifiable  dogs  are 
subject  to  destruction.  Thus,  licensure 
serves  as  basis  for  ridding  the  community  of 
strays. 

Only  three  cities  in  this  country  have  suc- 
cessfully licensed  cats,  since  courts  have  re- 
peatedly held  cats  to  be  wild  animals  not  sub- 
ject to  licensure. 

2.  Leash  law.  Rabies  control  requires 
that  dogs  be  restrained  from  running  at 
large.  Dogs  permitted  to  roam  are  subject 
to  a greater  risk  of  exposure  to  both  domes- 
tic and  wild  animals  which  possibly  are  dis- 
eased. Likewise,  an  infected  dog  running  at 
large  can  expose  more  animals  and  human 
beings  than  if  restricted  to  the  owner’s  prop- 
erty. Only  a leash  or  fence  provides  ade- 
quate control ; voice  control  is  not  sufficient. 

3.  Vaccination  law.  Legislation  directed 
at  rabies  control  should  provide  for  routine 
and  emergency  immunization  of  all  dogs. 

♦Read  before  Annual  Convention.  Nebraska  State  Medical 
Association.  April  27,  1960. 
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Where  routine  immunization  is  required  it 
has  usually  been  set  up  on  an  annual  basis 
and  made  a prerequisite  to  licensure.  An- 
nual immunization  was  established  prior  to 
the  introduction  of  the  avianized  vaccine 
when  the  old  type  vaccine  conferred  an  im- 
munity lasting  a maximum  of  one  year. 

It  has  been  shown  now  that  avianized  vac- 
cine produces  an  effective  immunity  of  at 
least  three  and  one-third  years  and  possibly 
for  the  lifetime  of  the  dog.  Although  avia- 
nized vaccine  has  supplanted  vaccines  of 
neiwous  tissue  origin,  laws  still  require  an- 
nual immunization.  There  are  three  rea- 
sons for  this : First,  the  vaccine  could  have 
lost  its  potency  through  mishandling;  sec- 
ond, the  immune  mechanism  of  the  dog  may 
not  have  responded  satisfactorily;  third,  an- 
nual immunization  when  tied  in  with  licen- 
sure simplifies  administration  of  the  law. 

If  routine  annual  immunization  for  rabies 
is  not  required  then  the  law  should  provide 
for  emergency  immunization  whenever 
threat  of  rabies  is  such,  as  determined  by  the 
Board  of  Health  (not  the  Health  Officer), 
as  to  necessitate  compulsory  vaccination. 

4.  Observation  period  for  dogs  and  ani- 
mals which  have  bitten  individuals.  The 
State  law  establishes  an  observation  period 
of  14  days  from  time  of  bite.  In  some  states 
the  period  is  as  short  as  7 days.  The  Ameri- 
can Public  Health  Association  recommends 
10  days. 

The  period  of  observation  should  start 
from  the  time  the  dog  is  turned  over  to  the 
pound,  the  veterinarian,  or  the  sheriff ; 
otherwise,  owners  Avill  resort  to  all  kinds  of 
devices  to  delay  handing  the  dog  over  hoping 
thereby  to  avoid  the  boarding  fee  or  to  re- 
duce it  substantially. 

Dogs  which  have  been  immunized  should 
be  held  for  observation.  This  is  a necessity, 
for  there  is  no  practical  way  by  which  the 
immunity  of  the  dog  can  be  tested.  Innocu- 
lation  with  street  virus  is  the  only  way  to 
challenge  or  demonstrate  immunity.  Own- 
ers of  vaccinated  dogs  who  feel  persecuted 
for  receiving  no  exceptional  privilege  can 
take  solace  in  their  having  reduced  the  dan- 
ger to  the  person  bitten.  Observation  should 
be  carried  out  either  by  a public  pound- 
master,  sheriff,  or  private  veterinarian. 
Owners  should  not  be  permitted  to  keep  the 
dog  at  home  for  observation.  The  Nebraska 
law  is  not  clear  in  this  respect  and  should 


be  so  made.  The  only  possible  exception 
would  be  a female  dog  with  an  unweaned 
litter.  This  exception  could  be  made  only 
if  the  poundmaster  could  be  satisfied  that 
the  animal  could  be  kept  isolated  from  other 
animals  and  human  beings.  Observation 
should  not  be  carried  out  by  the  owner  for 
several  reasons,  but  chiefly  to  prevent  the 
loss  or  accidental  destruction  of  the  animal, 
either  of  which  would  necessitate  treatment 
of  the  patient.  It  is  to  the  best  interests  of 
the  owner  that  observation  is  carried  out 
under  official  supervision  of  the  health  de- 
partment. 

5.  Elimination  of  the  reservoir.  Fortun- 
ately for  mankind  rabies  in  the  United  States 
is  not  an  extremely  contagious  disease.  Man 
himself  is  far  less  susceptible  to  the  disease 
than  is  the  dog  or  the  fox,  skunk,  or  rac- 
coon. Rabies  can  readily  be  eliminated  from 
the  domestic  animal  reservoir  but  this  is  not 
easily  accomplished  among  wild  animals. 
Rarely  does  the  disease  jump  the  barrier 
from  wild  to  domesticated  animals.  Rabies 
is  a disease  which,  when  it  once  develops, 
rapidly  destroys  the  host.  In  dogs,  for  ex- 
ample, the  virus  appears  not  earlier  than  7 
days  before  onset  of  symptoms.  After  on- 
set of  symptoms  the  dog  is  invariably  dead 
within  5-7  days.  Thus  the  danger  period  is 
at  most  14  days. 

The  course  of  rabies  in  bats,  on  the  other 
hand,  is  entirely  different.  The  virus  may 
be  present  in  the  saliva  of  bats  for  several 
weeks  and  months  prior  to  death.  Bat  ra- 
bies is  taking  on,  therefore,  new  significance 
in  this  country.  Within  the  past  year  the 
first  human  death  due  to  bites  of  a rabid  bat 
was  reported  in  California.  In  1959,  two 
bats  in  Omaha  were  found  to  have  Negri 
bodies  in  the  brain  tissue. 

The  elimination  of  the  wild  animal  reser- 
voir could  prove  most  difficult.  Human  ra- 
bies, however,  stems  usually  from  bites  by 
domestic  animals,  most  frequently  the  dog. 

The  Veterinarian 

The  veterinarian  plays  a key  role  in  ra- 
bies and  animal-bite  control. 

1.  Immunization.  The  veterinarian  should 
promote  rabies  immunization  to  the  same  de- 
gree he  does  immunization  against  distemper 
and  canine  hepatitis.  Too  often  veterinari- 
ans are  guilty  of  minimizing  the  importance 
of  rabies  vaccination.  Such  action  gives  evi- 
dence of  lack  of  appreciation  of  the  total 
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problem.  Some  veterinarians  have  estab- 
lished card  files  on  pets  owned  by  their  cli- 
entele. Using  this  device,  reminder  notices 
are  sent  on  anniversary  dates. 

2.  Education.  The  veterinarian  should 
be  a counselor  in  the  handling  and  manage- 
ment of  animals.  With  or  without  specific 
laws  he  can  do  much  to  see  that  owners  con- 
trol pets  for  their  own  protection  and  en- 
joyment and  for  the  benefit  of  the  neighbors 
and  the  community. 

3.  Enforcement.  L a w enforcement  by 
public  officials  requires  understanding  and 
support,  particularly  by  professional  gi-oups 
involved  in  the  problem.  This  is  true  also 
of  the  physician.  A veterinarian  or  physi- 
cian giving  advice  based  on  lack  of  knowl- 
edge of  the  problem  and  contrary  to  the  law 
makes  enforcement  most  difficult,  since  in- 
dividuals view  professional  opinion  as  in- 
fallible. 

The  Physician 

No  one  in  the  community  should  be  more 
aware  of  the  extent  of  rabies  and  animal 
bites  than  the  physician  nor  is  there  anyone 
who  should  be  in  better  position  to  guide 
individuals  and  the  community  in  control 
methods. 

Like  the  veterinarian,  the  physician  also 
can  be  a promoter  of  animal  immunization 
among  his  own  patients  and  personal  con- 
tacts. He,  too,  is  an  educator  and  he  can 
serve  far  better  than  any  private  citizen  to 
see  that  the  law  is  enforced.  The  physician 
should  invariably  report  dog  bites  to  the 
proper  health  authorities.  He  should  insist 
that  animals  are  held  for  observation  either 
at  a pound  or  by  a private  veterinarian.  He 
should  never  advise  fencing  or  merely  tying 
the  dog  up,  since  this  does  not  afford  suf- 
ficient protection  to  his  patient. 

The  medical  man  should  insist  on  com- 
petent and  adequate  laboratory  procedures 
to  guide  him  in  determining  the  course  of 
treatment.  The  medical  group  is  the  only 
one  in  the  community  to  know  what  labora- 
tory procedures  and  reporting  devices  are 
necessary.  In  Nebraska,  the  mouse  innocu- 
lation  test  has  not  been  established  on  a rou- 
tine basis,  but  the  State  Health  Department 
is  now  taking  steps  to  correct  this  deficiency. 
Although  the  results  of  mouse  innoculation 
tests  will  ordinarily  be  available  long  after 
the  physician  must  decide  the  course  of 
treatment,  it  still  is  valuable,  first  as  a 


check  upon  competency  of  laboratory  per- 
sonnel, and  second  as  a test  which  confirms 
80-90  per  cent  of  the  results  of  direct  micro- 
scopic examination.  In  10-20  per  cent  of 
actual  rabid  animals  the  mouse  innoculation 
test  will  be  positive  and  the  microscopic 
negative.  In  a few  of  these  the  test  will  as- 
sure belated  administration  of  the  vaccine 
to  the  patient. 

I shall  not  attempt  to  outline  the  various 
factors  to  be  considered  in  deciding  whether 
or  not  a patient  should  receive  vaccine.  The 
procedural  outline  promulgated  by  the  World 
Health  Organization  is  known  to  all  and 
should  be  followed  as  closely  as  possible. 
With  the  development  of  the  duck  embryo 
vaccine  the  possibility  of  neurogenic  reaction 
has  been  eliminated;  so  a discussion  of  ad- 
ministration of  vaccine  from  the  viewpoint 
of  possible  reaction  is  purposeless. 

The  use  of  antiserum,  however,  should  be 
given  cursory  mention.  Its  role  is  somewhat 
limited;  being  of  horse  serum  origin,  there 
is  always  danger  of  sensitization.  Thus  anti- 
serum should  be  used  if  (1)  the  animal  is 
known  to  be  or  reasonably  suspected  of  be- 
ing rabid;  (2)  the  bite  is  extensive,  par- 
ticularly if  about  the  face,  head,  or  neck.  It 
should  never  be  used  as  a substitute  for  vac- 
cine. The  same  decision  to  give  antiserum 
also  should  include  vaccine. 

The  Citizenry 

People  cannot  rely  solely  upon  laws,  the 
veterinarian,  and  the  physician  to  protect 
them  from  rabies.  Protection  rests  ulti- 
mately upon  what  the  citizenry  knows  and 
is  willing  to  do,  singly  and  collectively, 
about  it.  It  rests  with  the  individual  to 
have  his  animal  immunized  and  kept  under 
control.  It  rests  with  him  to  seek  profes- 
sional guidance  and  care  from  his  veterinari- 
an and  his  physician.  It  rests  with  him  to 
avoid  contact  with  animals,  wild  or  domestic, 
which  behave  peculiarly.  The  individual 
must  be  knowledgeable,  cautious,  and  cir- 
cumspect in  his  avoidance  of  rabies  in  spe- 
cific and  animal  bites  in  general. 

As  long  as  people  are  people  they  are  go- 
ing to  surround  themselves  with  animals. 
This  is  natural  and  desirable,  but  certain 
conditions  must  be  met  if  we  are  to  enjoy 
and  profit  to  the  maximum  from  this  asso- 
ciation. 

It  is  incumbent  upon  the  health  depart- 
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ment  and  the  medical  profession  to  recogn- 
ize the  attendant  problems  and  to  set  up  the 
safeguards  needed  to  meet  the  situation. 
Dog  bites  and  animal  bites  are  a real  nui- 
sance to  the  busy  practitioner  of  medicine. 
His  protection  from  this  annoyance  lies  in 
employing  every  possible  effort  toward  their 
prevention. 


This  paper  is  an  attempt  to  indicate  that 
the  control  measures  against  rabies  have 
several  desirable  end  results  other  than  the 
elimination  of  rabies.  Rabies  and  animal  con- 
trol are  extremely  complex  problems,  requir- 
ing understanding  and  support  by  the  com- 
munity through  its  government,  the  veteri- 
narian, the  physician,  and  the  citizenry. 


“One  must  remember  that  the  vital  capacity  of  a neonate  is 
only  about  180  cc.,  and  the  tidal  volume,  12  to  20  cc.  — a minute 
amount.  An  infant  moves  about  twice  as  much  air  per  unit  of  body 
weight  as  an  adult.  This  they  accomplish  by  doubling  their  respir- 
atory rate.”  (Doctor  Oiwar  Swenson:  The  Physiologic  Differences 
Between  Infants  and  Adults.  Annual  Session  N.S.M.A.,  1960). 


November,  1960 


543- 


SOME  EXPERIENCES 
WITH  THE  NEWER 


Antihypertensive 


Agents* 


This  author  reviews  the  experience  in  the 
Hypertension  Research  Clinic  at  the  Univer- 
sity of  Nebraska  College  of  Medicine,  with  the 
various  drugs  presently  in  use  to  control  ar- 
terial hypertension.  He  also  offers  some  useful 
advice  about  the  observation  of  the  hypertensive 
patient  before  and  during  treatment  with  these 
drugs. 
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At  the  University  of  Nebraska, 
a Hypertension  Research  Clin- 
ic has  been  established  for  the 
purpose  of  objective  evaluation  of  drugs  in 
the  management  of  hypertension.  Thus,  a 
group  of  patients  with  established  hyperten- 
sion and  previously  documented  responsive- 
ness are  observed  on  various  types  of  man- 
agement that  have  been  recommended  foi‘ 
the  control  of  elevated  blood  pressure. 

One  observation  which  bears  emphasis  is 
that  patients  coming  into  the  clinic  or  to  a 
doctor’s  office  with  essential  hypertension, 
who  are  not  in  the  malignant  oi  accelerated 
phase  and  not  pregnant,  should  be  studied 
thoroughly  before  drug  therapy  is  begun. 
There  is  no  real  reason  to  be  in  a hurry.  By 
deliberate  study  of  the  blood  pressure  levels 
over  a period  of  two  or  more  visits,  there 
are  several  advantages:  First,  a better 
baseline  of  observation,  because  the  first 
blood  pressure  taken  in  a doctor’s  office  is 
higher  than  on  subsequent  visits,  even  with- 
out therapy,  just  as  the  first  blood  pressure 
is  higher  than  the  second  on  the  same  visit; 
secondly,  there  is  a danger  of  betraying  to 
the  patient  any  sense  of  insecurity  and  fear 
about  hypertension  that  may  exist  in  the 
doctor’s  mind,  if  he  rushes  into  a therapeu- 
tic effort.  On  the  other  hand,  a calmer  ap- 
proach produces  a feeling  that  the  doctor  is 
thorough  but  not  unduly  alarmed  about  the 
patient’s  longevity  and  health.  Moreover, 
the  early  administration  of  reserpine  and 
phenobarbital  is  likely  to  interfere  with  a 
test  for  certain  curable  types  of  hyperten- 
sion, particularly  pheochromocytoma. 

We  believe  there  is  great  virtue  in  repeat- 
ed physical  examinations.  One  product  of 
this  procedure  is  our  ability  thus  to  estab- 
lish a baseline  for  each  patient.  Not  every- 
one’s normotensive  baseline  is  the  same.  For 
some,  at  age  20,  it  may  be  as  low  as  90  mm. 
of  Hg.  systolic  and  60,  diastolic;  while  foi- 


others  it  may  be,  let  us  say,  130  mm.  of  Hg. 
systolic  and  70,  diastolic.  If  this  be  true, 
then  the  level  at  which  the  patient  becomes 
hypertensive  is  also  variable.  At  the  pres- 
ent time  it  seems  to  us  that  some  of  the 
agents  for  the  treatment  of  hypertension  are 
sufficiently  safe,  yet  the  hypertensive  com- 
plications may  be  so  alarming,  that  it  is 
foolish  to  wait  for  the  development  of  ob- 
jective evidence  of  damage  in  the  heart, 
lung,  kidneys,  or  brain  before  starting  ther- 
apy. 

Next,  we  would  emphasize  the  importance 
of  having  the  same  person  take  the  blood 
pressure  of  any  one  patient,  each  time.  A 
comparison  of  the  blood  pressure  readings 
taken  by  a competent  intern,  nurse,  and 
physician  on  the  same  patient,  in  sequence, 
is  illustrated  in  the  following  table. 

Lying  196  98  212/120  198/99 

Sitting  204/130  196  120  194/114 

Standing  ..172/100  170/100  168/112 

Which  one  of  these  blood  pressure  read- 
ings was  the  more  nearly  accurate  is  hard 
to  say^in  view  of  the  fact  that  the  blood 
pressure  continuallj"  changes  and  its  deter- 
mination is  indirect  and  only  approximate. 
It  is,  of  course,  possible  that  more  than  one 
of  them,  because  of  the  time  involved,  was 
accurate.  Sometime  during  the  course  of 
the  investigation  of  hypertension  it  is  neces- 
sary to  measure  the  pressure  in  these  three 
body  positions  and  also  in  the  two  arms. 
There  is  evidence  that  a disparity  between 
the  two  ai-ms  is  more  common  in  the  hyper- 
tensive than  in  the  normotensive  person. 

In  the  management  of  the  hypertension, 
if  one  has  decided  that  some  kind  of  drug 
therapy  is  necessary,  unless  contraindi- 
cation exists,  the  best  drug  with  which  to  be- 
gin is  a product  of  Rauicolfia  serpentina. 

♦Presented  before  Omaha  Mid-West  Clinical  Society  27th 
Annual  Session.  November,  1959. 
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The  effectiveness  of  this  drug  depends  upon 
release  of  serotonin.  So  far  as  can  be  deter- 
mined there  is  not  a great  deal  of  advantage 
of  one  rauwolfia  product  over  another.  In 
general,  most  physicians  tend  to  use  too 
much.  The  best  starting  dose  is  0.8  or  1 
milligram  of  reserpine  daily,  or  its  equiva- 
lent in  related  drugs.  After  a month  or 
so,  this  is  reduced  to  one-half  or  even  one- 
quarter  of  the  initial  dose.  However,  the 
drug  is  quite  safe.  Case  reports  have  ap- 
peared showing  how  hard  it  is  to  commit 
suicide  wdth  this  drug  as  contrasted  with  a 
barbiturate,  for  instance.  One  20-month- 
old  baby  accidentally  ingested  260  milli- 
grams of  reserpine.  It  was  observed  that 
the  child  had  a flushed  appearance,  a tem- 
perature of  101.4°  and  that,  while  somnolent, 
it  could  be  aroused  for  feeding.  There  was 
marked  miosis  of  the  pupils.  In  two  or  three 
days  the  child  was  almost  fully  recovered 
without  any  specific  treatment.  The  great 
advantage  of  reserpine  is  that  it  makes  an 
effective  precursor  for  such  drugs  as  hy- 
dralazine (Apresoline'^O-  In  our  clinic  we 
have  seen  occasional  nightmares  with  reser- 
pine or  its  analogues,  but  we  have  not  seen 
psychosis,  or  depression,  or  diarrhea,  or  ag- 
gravated Parkinson’s  disease  with  it. 

Hydralazine  (Apresoline'^’)  still  has  a 
place  in  the  armamentarium  especially  when 
used  in  conjunction  with  rauwolfia.  It  is 
believed  that  keeping  the  daily  dose  below 
400  milligrams  will  result  in  less  of  the  lupus 
erythematosus  syndrome  than  when  the  larg- 
er dosages  are  used.  However,  the  syn- 
drome has  been  reported  with  quite  small 
doses.  Also,  polyneuritis  and  arthritis  have 
been  recorded  during  therapy  with  this 
drug.  However,  these  reactions  are  revers- 
ible and  there  is  no  reason  why  it  may  not 
be  used  easily  in  almost  all  patients,  in  the 
small  dosages.  Recently,  a long-acting 
product  has  become  available  in  100  milli- 
gram tablets  which  is  likely  to  replace  the 
presently  available  tablets. 

The  various  “thiazides,”  chloro-  or  dyhy- 
drochloro-  or  flumethiazide,  are  approxi- 


mately equally  effective.  Their  major  effect 
is  on  sodium  and  water  balance.  They  are 
particularly  striking  in  their  effect  on  hy- 
pertension when  ganglionic  blocking  agents 
are  being  used.  The  main  precaution  to  be 
observed  is  to  avoid  potassium  deprivation 
through  its  increased  excretion  in  the  urine 
and,  thereby,  the  enhancement  of  digitalis 
toxicity.  Other  side  effects  seen  occasional- 
ly are  hypochloremic  alkalosis,  the  precipi- 
tation of  gout  by  hyperuricemia,  and  in- 
creased nitrogen  retention.  On  the  whole, 
they  are  valuable  drugs.  It  is  essential, 
when  one  is  using  doses  of  chlorothiazide  as 
large  as  one  gram  or  more,  to  determine,  oc- 
casionally, the  sodium  and  potassium  levels 
in  the  serum  or  else  supplement  with  addi- 
tional potassium  which  may  be  given  as  or- 
ange juice,  or  as  potassium  chloride  one 
gram  three  times  daily. 

Of  the  ganglionic  blocking  agents,  the 
best  one  at  this  time  is  mecamylamine,  best 
known  by  its  trade  name,  Inversine.*^>  We 
have  had  success  in  using  this  drug  on  out- 
patients so  long  as  we  start  with  dosages 
of  2.5  milligrams  twice  or  three  times  a 
day.  However,  pentolinium,  (Ansolysen<^>) 
and  chlorisondamine,  (Ecolid'^0  may  also 
be  used  effectively. 

We  have  had  some  experience  with  the 
monamine  oxidase  inhibitors,  but  they  are 
not  yet  ready  for  use  in  the  doctor’s  office. 
They  are  manufactured  by  two  drug  com- 
panies and  may  be  useful  for  angina  but 
should  not  be  used  freely  for  hypertension. 
One  of  the  recent  drugs  we  have  worked 
with  is  Guanethidine  (Ismelin'^^').  a drug 
the  effect  of  which  lasts  for  about  one  week. 
It  is  amazingly  effective  without  paralyzing 
the  parasympathetic  nervous  system,  so  it 
does  not  cause  urinary  symptoms  or  consti- 
pation. 

Thus,  the  mainstays  for  the  treatment  of 
hypertension  are  reserpine,  hydralizine,  and 
the  “thiazides,”  with  mecamylamine,  and 
possibly  guanethidine,  useful  in  the  more  se- 
verely hypertensive  patients. 


“A  very  practical  thing  to  know  about  newborn  infants  is  that 
they  are  nose  breathers;  they  may  die  unless  an  aii-way  is  provided. 
This  is  true  simply  because  mouth  breathing  is  a voluntary  arrange- 
ment that  is  established  as  a habit  at  three  to  four  months  of  age.” 
(Doctor  Oiwar  Swenson:  The  Physiologic  Differences  Between  In- 
fants and  Adults.  Annual  Session  N.S.M.A.,  1960). 
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A Message 

To:  All  Candidates  for  the  1961  Nebraska 

Legislature 

From:  The  Nebraska  State  Medical  Asso- 

ciation, 1315  Sharp  Building,  Lincoln, 
Nebr. 

Subject:  Osteopathy 

SINCE  the  Nebraska  Primaries 
in  i\Iay,  and  perhaps  even  be- 
fore, you  have  received  volum- 
inmous  material  from  the  osteopaths  pre- 
senting many  arguments  regarding  their 
qualifications  to  practice  medicine  and  sur- 
gery (not  osteopathy)  and  lamenting  the 
fact  that  they  do  not  have  this  privilege  un- 
der Nebraska  law.  As  a result  of  this  ma- 
terial, we  have  received  inquiries  from  some 
of  you,  wondering  if  there  are  not  two  sides 
to  this  question.  Of  course  there  are,  and 
we  want  to  present  some  basic  facts  to  you. 
]\Iany  of  the  arguments  presented  by  the 
osteopaths  appear  plausible  to  many  indi- 
viduals who  are  not  acquainted  with  the 
facts.  We  do  not  wish  to  bore  you  with 
reams  and  reams  of  meaningless  arguments 
or  claims  which  cannot  be  substantiated  or 
which  are  not  documented. 

By  innuendo  and  inference,  repeated  state- 
ments are  made  indicating  that  the  regular 
medical  profession  is  opposed  to  osteopaths 
practicing  osteopathy  and  that  the  public  is 
thus  deprived  of  a type  of  service  which 
they  desire.  Nothing  could  be  further  from 
the  truth.  The  medical  profession  recog- 
nizes that  there  is  a place  in  the  healing  arts 
field  for  the  well  trained  osteopath.  There 
has  never  been  any  thought  or  intent  of  in- 
terference with  the  practice  of  their  profes- 
sion. 

The  ostepaths  have  their  own  examining 
board  in  osteopathy  which  examines  them 
for  this  type  of  license  to  practice  their  pro- 
fession according  to  their  osteopathic  train- 
ing. The  objection  arises  when  the  osteo- 
paths want  to  leave  their  field  and  practice 
medicine  and  surgery  on  an  unlimited  basis, 
with  an  osteopathic  education.  They  do  not 
want  to  meet  the  same  standards  of  qualifi- 
cations set  up  by  law  for  the  medical  schools 
and  the  doctors  of  medicine.  For  years  they 
have  persistently  petitioned  the  Nebraska 
Legislature  to  permit  them  to  practice  medi- 


cine and  surgery  with  an  osteopathic  educa-  I 
tion.  Thus  far  they  have  been  unsuccessful.  ■ 
It  is  evident  that  they  plan  to  try  again  in  I 

the  1961  session.  | 

Attempts  are  now  being  made  by  the  os-  ^ 

teopaths  to  show  that  there  is  little  or  no  ^ 

difference  between  regular  medicine  and 
osteopathy,  and  that  there  never  has  been.  | 

They  make  claims  that  medicine  and  surgery 
have  always  been  taught  in  osteopathic 
schools.  Enclosed  you  will  find  a brochure 
entitled,  “Osteopathy— Theory  and  Teaching 
of  Its  Graduates.”  If  you  will  take  just  a 
few  moments  to  read  this  little  booklet,  you 
will  learn  without  a doubt  that  these  two 
professions  are  diametrically  opposed. 

The  early  osteopath  was  a drugless  healer 
by  his  own  statements.  Their  literature  re- 
fers to  drugs  as  “poisons,”  and  surgery  with 
instruments  was  “butchery.”  Their  theory 
of  disease  was  that  it  was  “the  result  of  ana- 
tomical abnormalities  followed  by  physiolog- 
ical disorders.”  To  cure  disease,  the  ab- 
normal parts  must  be  adjusted  to  the  nor- 
mal. When  the  parts  are  readjusted,  disease 
gives  place  to  health.  Tliis  theory  consti- 
tutes a categorical  denial  of  the  germ  theory 
of  medicine.  They  were  opposed  to  vaccina- 
tion and  the  use  of  serums.  Their  entire 
profession  was  based  on  the  theory  of  ana- 
tomical adjustment.  This  was  their  treat- 
ment for  the  cure  of  all  disease.  These  are 
their  original  and  basic  concepts  for  which 
they  have  crusaded  so  fervently  since  the 
founding  of  osteopathy  in  1874.  They  are 
now  practicing  in  Nebraska  under  a defini- 
tion of  ostepoathy  which  they  wrote  for 
themselves,  and  in  w h i c h they  confined 
themselves  to  this  philosophy. 

Their  literature  is  replete  with  reference 
to  these  basic  concepts  of  osteopathy,  and,  as 
late  as  1954,  one  of  the  osteopathic  schools 
annouced  in  its  catalogue  that  their  funda- 
mental puiTJOse  is  to  prepare  its  students  for 
the  practice  of  osteopathy.  Does  this  mean 
that  they  are  still  teaching  the  original  con- 
cepts of  osteopathy,  or  have  they  quietly 
adopted  a new  definition?  Is  it  assumed 
that  we  are  now  to  believe  that  they  are 
teaching  scientific  medicine  and  surgery  on 
a basis  comparable  to  that  of  the  approved 
medical  schools?  Have  they  now  embraced 
the  germ  theory  of  medicine;  do  they  be- 
lieve in  vaccination  and  the  use  of  serums: 
and  are  they  teaching  this  to  their  students  ? 

Or  just  what  are  they  teaching  — and  how? 

When  did  this  complete  changeover  take 
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place  — or  has  it  actually  taken  place? 
What  year  are  we  to  accept  as  the  date  when 
osteopathy  ceased  to  be  osteopathy  and  be- 
came scientific  medicine  and  surgery?  The 
osteopaths  have  never  yet  officially  re- 
nounced their  original  concepts  of  ostopathy. 
These  original  concepts  have  been  repeatedly 
affirmed  and  reaffirmed  down  through  the 
years. 

On  the  left  hand  pages  of  this  booklet  you 
will  find  the  names  of  osteopaths  licensed  to 
practice  osteopathy  in  Nebraska.  Perhaps 
you  may  even  recognize  some  of  these  names 
in  your  own  district.  On  the  right  hand 
pages  you  will  find  quotes  from  osteopathic 
colleges  and  leaders  of  the  profession  for 
the  years  when  these  licensed  osteopaths 
were  in  school  and  being  taught  this  profes- 
sion. Please  note  that  all  of  these  quotes 
and  information  are  taken  from  osteopathic 
literature  — not  from  medical  literature. 
Photostatic  copies  of  all  originals  are  avail- 
able. 

It  is  conceded  that  the  osteopathic  schools 
have  improved  their  teaching  over  the  years, 
but  there  is  no  evidence  that  they  have 
reached  the  standards  of  medical  schools. 
Most  of  their  teaching  is  still  done  by  osteo- 
paths. They  will  not  permit  inspection  of 
their  schools  by  the  same  accrediting  agency 
that  inspects  and  approves  medical  schools. 
If  they  would  permit  these  inspections,  and 
if  they  now  meet  the  standards  and  qualifi- 
cations which  are  demanded  of  medical 
schools  and  medical  students  as  they  claim, 
then  all  objections  would  automatically  be 
removed.  Provision  is  already  made  in  the 
Nebraska  statutes  for  this  event.  There  is 
no  need  for  any  new  legislation. 

The  osteopaths  make  much  of  the  fact  that 
they  are  permitted  more  privileges  of  prac- 
tice in  many  of  the  states  other  than  Ne- 
braska. A recent  survey  indicates  that 
there  are  only  13  of  the  states  in  which  all 
osteopaths  actually  have  unrestricted  and 
unlimited  privileges.  In  the  rest  of  the 
states,  there  are  some  osteopaths  who  have 
unrestricted  privileges  under  varying  con- 
ditions, but  there  are  still  many  osteopaths 
who  practice  in  those  states  under  a limited 
license.  In  some  of  these  states  where  they 
claim  unlimited  licenses,  they  may  serve  on 
boards  of  health,  in  others  not.  In  some  of 
these  states  they  may  serve  as  local  health 
officers,  in  others  not.  One  state  reports 
that  they  may  serve  as  municipal  health  of- 
ficers in  smaller  municipalities. 


In  some  of  the  states  they  have  been  suc- 
cessful in  legislatively  forcing  in  so-called 
composite  examining  boards  — part  osteo- 
pathic and  part  medical.  The  osteopaths  call 
this  progress.  It  seems  to  make  it  easier 
for  them  to  secure  medical  licenses  if  they 
have  some  authority  in  the  examining  body. 
From  time  to  time  there  have  been  instances 
in  some  of  these  states  of  an  osteopath  be- 
ing president  of  the  board  that  examines 
medical  students  from  approved  medical 
schools.  In  such  cases,  the  president  of  the 
board  does  not  have  qualifications  equal  to 
that  of  the  student.  The  medical  profession 
in  Nebraska  is  opposed  to  ever  having  such 
a thing  occur  in  this  state.  The  Nebraska 
Medical  Examining  Board  was  established 
for  the  purpose  of  examining  students  grad- 
uated from  a medically  approved  medical 
school.  Any  dilution  of  this  board  can  only 
lower  medical  standards.  A study  of  the 
various  practice  acts  presents  quite  a picture 
of  utter  confusion. 

There  is  not  a shred  of  evidence  in  any  of 
these  states  to  indicate  that  these  extra  priv- 
ileges are  based  on  inspection  and  approval 
by  the  accepted  agency  that  approves  med- 
ical schools.  In  each  instance  it  has  been 
accomplished  by  legislative  fiat.  Surely  no 
one  could  seriously  consider  that  legislative 
influence  is  a substitute  for  scientific  edu- 
cation to  practice  medicine  and  surgery, 
especially  when  there  is  no  authoritative 
proof  of  those  qualifications. 

In  1943,  the  Nebraska  medical  practice 
act  was  completely  revised  and  the  present 
law  was  passed  by  the  legislature.  At  that 
time,  as  at  the  present,  the  osteopaths  were 
making  their  same  claims  of  equal  medical 
training.  In  deference  to  those  insistent 
claims,  the  medical  profession  approved  a 
provision  that  was  inserted  into  the  new 
law  that  osteopaths  then  in  practice  in  Ne- 
braska with  an  osteopathic  license  would  be 
given  the  privilege  until  July  1,  1948  to  take 
the  medical  board  examination  and  if  they 
passed  would  receive  a license  to  practice 
medicine  and  surgery.  Perhaps  it  should  be 
pointed  out  here  that  the  examinations  are 
given  by  a number  attached  to  each  paper. 
The  examiner  has  no  way  of  knowing  the 
identity  of  the  one  taking  this  examination. 
There  is  no  way  of  knowing  the  name,  nor 
the  school  from  which  the  examinee  gradu- 
ated. This  has  been  a procedure  since  the 
establishment  of  the  medical  examining 
board,  and  is  provided  by  law  to  protect  all 
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who  take  the  examination.  This  same  rule 
was  applied  to  those  osteopaths  who  took  the 
examination.  They  sat  with  the  medical  ex- 
aminees and  the  examiners  had  no  means  of 
identifying  either.  It  w a s surprising  to 
learn  after  the  examinations  were  complet- 
ed that  so  few  osteopaths  took  it.  Perhaps  it 
really  should  not  be  too  surprising  since  all 
of  these  osteopaths  made  their  choice  many 
years  ago  to  study  osteopathy.  They  were 
taught  that  osteopathy  was  a complete  sys- 
tem of  healing  and  that  they  did  not  need 
drugs  nor  operative  surgery  with  instru- 
ments. A few  of  the  present  day  osteopaths 
will  not  agree  with  this  statement,  but  nei- 
ther does  their  own  literature  agree  with 
their  present  statements.  Possibly  the  ma- 
jority of  osteopaths  actually  wish  to  stay 
within  their  teaching  and  background  and 
practice  what  they  were  taught.  It  is  notice- 
able that  it  is  practically  the  same  small 
group  of  osteopaths  who  for  years  have  ap- 
peared in  session  after  session  before  the 
legislature  to  ask  for  special  privileges. 
Fewer  than  one  third  of  the  osteopaths  in 
practice  in  Nebraska  under  an  osteopathic 
lisense  in  1943  availed  themselves  of  this  op- 
portunity to  prove  their  qualifications  by 
taking  the  medical  examining  board.  Of 
this  small  group,  about  fifty  per  cent,  or 
only  one  half  made  passing  grades,  some  of 
these  after  one  or  more  trials.  There  are 
eight  of  these  licenses  still  in  existence  in 
Nebraska.  The  others  failed,  most  of  them 
miserably.  These  records  are  all  available 
to  you  at  the  State  Capitol.  One  osteopath 
who  had  been  performing  major  surgery 
with  instruments  in  the  western  part  of  the 
state  made  a grade  of  25  per  cent  in  surgery. 
Some  of  his  other  grades  were  even  lower. 
Another  osteopath  stated  recently  that  when 
he  took  the  examination,  he  knew  as  soon  as 
he  saw  the  questions  he  would  not  be  able 
to  pass.  He  commented  further  that  he  re- 
ceived fine  consideration  and  fair  treatment 
from  the  examining  board.  This  experi- 
ment proved  at  least  one  thing  conclusively, 
namely,  that  the  osteopathic  profession  as  a 
group  were  not  prepared  or  competent  by 
either  background  or  training  to  assume  the 
responsibility  of  the  practice  of  medicine 
and  surgery.  It  showed  also  that  there  are 
some  outstanding  individuals  in  the  osteo- 
pathic profession,  as  in  all  professions. 
These  individuals  by  some  concentrated  ef- 
fort and  diligent  study  were  able  to  rise 
above  their  training  and  educational  back- 
ground. These  m e n would  undoubtedly 


have  made  fine  medical  physicians  had  they 
chosen  to  study  medicine  and  surgery  in- 
stead of  osteopathy.  Frankly,  we  have  no 
way  of  knowing  and  evaluating  whether  the 
osteopathic  schools  are  doing  any  better  job 
of  teaching  medicine  and  surgery  today  than 
they  did  back  in  1943  and  prior  years.  The 
only  positive  way  for  anyone  to  know  is  for 
them  to  open  their  schools  to  approved  med- 
ical inspection.  This  service  is  gladly  of- 
fered to  them  and  is  available  at  any  time. 
Here  is  the  simple  solution  to  the  problem. 

The  second  point  of  attack  for  osteopathic 
recognition  is  aimed  at  securing  staff  priv- 
ileges in  approved  hospitals.  This  comes 
after  the  licensing  phase  and  is  usually  di- 
rected toward  tax  supported  public  hospitals, 
since  the  privately  owned  hospital  is  not 
vulernable  to  such  attack.  The  usual  pro- 
cedure is  followed  bv  legislative  attempts  or 
a resort  to  the  courts.  In  cases  where  these 
efforts  meet  any  degree  of  success,  it  is  of 
course  immediately  understood  that  the  hos- 
pial  or  hospitals  which  are  the  victims  of 
such  successful  attacks,  immediately  lose 
their  accreditation,  with  the  resulting  loss 
of  standards.  Hospitals,  too,  attempt  to 
maintain  high  standards  of  care  to  the  pa- 
tient to  match  the  high  standards  of  the 
medical  profession.  For  this  reason  accredi- 
tation is  extremely  important  to  all  hos- 
pitals. It  assures  the  physician  that  his  pa- 
tient will  receive  the  very  best  of  care,  and 
that  his  orders  will  be  promptly  and  effi- 
ciently carried  out  in  the  interest  of  that  pa- 
tient. 

So  important  is  accreditation  that  many 
Blue  Cross-Blue  Shield  plans,  welfare  de- 
partments, and  labor  unions  insist  on  it  as 
an  assurance  that  their  policy  holders  or 
beneficiaries  receive  the  best  possible  care. 
This  is  of  utmost  economic  value  to  the  hos- 
pitals. In  a case  just  released  in  Medical 
Economics,  a national  publication,  August  1, 
1960  issue,  page  64,  a West  Virginia  hos- 
pital admitted  an  osteopath  to  its  staff.  The 
hospital  was  notified  by  the  Joint  Commis- 
sion that  the  minute  a D.O.  started  using  the 
hospital,  accreditation  had  been  automatical- 
ly dropped.  Since  the  hospital  had  lost  its 
accreditation,  it  was  “impractical”  for  M.D.’s 
to  use  the  hospital,  declared  the  medical 
staff.  So  the  medical  staff  threatened  to 
quit.  In  order  to  prevent  this  catastrophe, 
the  hospital  withdrew  the  D.O.’s  privileges. 
But  he  promptly  got  a three-month  court  in- 
junction to  hold  onto  his  privileges  while  a 
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judge  studied  the  situation.  The  judge  final- 
ly decided  that  the  hospital  trustees  were 
within  their  legal  rights  in  withdrawing  the 
D.O.’s  privileges,  since  (1)  the  hospital  had 
lost  its  accreditation  because  of  him,  and 
(2)  the  hospital  was  threatened  with  the  loss 
of  the  rest  of  its  staff.  So  the  osteopath 
lost  his  hospital  privileges.  But  it  won’t  be 
easy  for  that  hospital  to  get  back  its  accredi- 
tation. A new  Joint  Commission  suiwey  will 
be  required  before  the  institution  can  finally 
be  sure  of  becoming  accredited  again.  The 
point  here  is  that  the  granting  of  special 
privilege  licensure  to  an  osteopath  by  a legis- 
lature does  not  necessarily  solve  any  prob- 
lems. It  is  more  likely  to  create  additional 
ones. 

The  osteopaths  make  claims  that  the  “as 
taught  and  practiced’’  clause  in  the  Nebras- 
ka law  gives  them  the  right  to  practice  medi- 
cine and  surgery,  since  these  subjects  are 
now  taught  in  osteopathic  schools.  They 
have  attempted  to  force  this  issue  by  legal 
action,  with  varying  degrees  of  success  in 
some  states.  However,  the  Nebraska  Su- 
preme Court,  after  complete  investigation 
and  due  deliberation,  has  said  that  this 
clause  has  a limiting  as  well  as  a permissive 
effect.  The  Court  states  that  any  of  these 
subjects  now  taught  must  apply  only  in  re- 
lationship to  the  practice  of  osteopathy.  In 
other  words,  if  one  of  the  osteopathic  schools 
should  decide  to  put  in  a course  in  law,  it 
would  not  qualify  the  graduates  to  practice 
law.  Of  course,  the  Nebraska  legal  profes- 
sion would  never  permit  such  a ridiculous 
situation  to  occur  — and  rightly  so.  To  se- 
cure a license  to  practice  law  in  Nebraska, 
the  applicant  must  be  a graduate  of  an  ap- 
proved school.  Should  not  this  same  rule 
apply  to  the  practice  of  such  a great  learned 
profession  as  medicine  and  surgery,  as  well 
as  to  all  of  the  professions  requiring  a li- 
cense in  Nebraska?  Can  this  be  considered 
“unjust  and  unjustifiable,  unfair,  un-Ameri- 
can and  undemocratic,  as  well  as  monopo- 
listic?’’ These  epithets  recently  appeared  in 
a News  Letter  of  the  Nebraska  Osteopathic 
Association  sent  out  to  legislative  candidates. 
No  specific  names  were  mentioned,  although 
they  were  mentioned  in  connection  with  the 
fact  that  osteopaths  are  not  admitted  to 
work  in  most  of  the  hospitals.  However,  it 
is  only  logical  to  assume  that  these  invec- 
tives were  hurled  at  all  and  sundry  who  had 
in  any  way  opposed  the  osteopaths  in  their 
ambitions,  and  principally  the  medical  pro- 
fession. Logical  inclusion,  must  be  past  and 


present  legislators  who  would  not  acquiesce 
to  their  unwarranted  demands.  Too,  they 
must  be  considered  to  apply  to  the  Nebraska 
Supreme  Court  for  the  decision  handed  down 
regarding  osteopathy  in  Nebraska.  This 
high  tribunal  has  been  severely  criticized 
by  the  osteopaths.  If  given  any  serious  con- 
sideration, then  they  must  further  apply  to 
all  licensed  professions  and  some  occupa- 
tions. A barber  cannot  secure  a license  in 
Nebraska  without  being  a graduate  of  an  ap- 
proved school;  neither  can  a beauty  opera- 
tor. Is  this  un-American  — or  monopo- 
listic — or  is  it  just  a sensible  way  to  handle 
and  provide  good  services  for  our  people? 
Why  should  osteopaths  be  given  special,  un- 
earned privileges? 

The  Nebraska  Legislative  Council  directed 
that  the  two  groups  should  get  together  and 
attempt  to  iron  out  problems.  Two  of  these 
meetings  have  been  held.  Little  or  nothing 
has  been  accomplished.  At  the  last  meeting, 
held  on  February  27,  1960,  medical  repre- 
sentatives presented  a proposal  to  the  osteo- 
paths that  they  have  medical  inspection  of 
their  schools,  and  that  if  they  met  equal 
medical  standards,  then,  and  in  that  case,  the 
Nebraska  State  Medical  Association  would 
cooperate  in  giving  them  equal  practice 
rights  in  Nebraska. 

The  reply  received  from  one  of  the  osteo- 
paths was  to  the  effect  that  they  have  their 
own  inspection  teams  for  their  own  schools. 
This  would,  of  course,  be  an  osteopathic 
team  inspecting  osteopathic  schools  only,  and 
we  would  assume  upon  osteopathic  stand- 
ards. He  stated  further  that  he  did  not 
believe  that  the  osteopathic  schools  would 
allow  an  inspection  by  a medical  team.  This 
was  followed  by  a contradictory  statement 
that  any  members  of  the  licensing  board  of 
Nebraska  are  welcome  to  inspect  the  osteo- 
pathic schools  at  any  time.  It  was  under- 
stood, of  course,  that  this  would  not  consti- 
tute an  approved  and  acceptable  medical  in- 
spection. None  of  the  members  of  the  exam- 
ing  board  are  medical  educators  or  trained 
in  the  field  of  inspections,  and  for  this  rea- 
son do  not  feel  competent  for  this  type  of 
work. 

Further,  if  such  an  inspection  were  made 
by  the  Nebraska  Board,  and  the  osteopathic 
school  was  rejected,  we  would  expect  to  im- 
mediately hear  the  familiar  cry  of  persecu- 
tion and  prejudice  from  the  osteopaths.  Such 
inspection  should  be  done  objectively  by  the 
same  group  that  inspects  medical  schools 
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and  is  trained  in  this  field.  It  was  stated 
further  by  one  of  the  osteopaths  that  osteo- 
pathic schools  are  now  accredited  in  38(?) 
states  and  he  saw  no  reason  why  they  should 
“lower”  themselves  to  allowing  medical  in- 
inspection of  their  schools.  It  would  seem 
only  logical  that  if  the  osteopaths  now  wish 
to  deviate  from  their  original  concepts  of 
osteopathy  and  want  to  add  the  practice  of 
medicine  and  surgery  to  their  profession, 
they  would  desire  and  ask  for  the  proper  in- 
spection and  accreditation  of  their  schools 
in  the  regular  and  approved  manner.  If  they 
have  reached  medical  standards,  why  not 
prove  it?  Why  keep  it  a secret,  known  only 
to  themselves  ? This  situation  presents  such 
tragic  potentials  that  mere  “claims”  can- 
not and  should  not  be  accepted.  Their  re- 
peated expressed  fear  of  prejudice  and  dis- 
crimination has  long  since  become  a trite  as- 
sumption. There  must  be  another  reason. 
However,  it  is  conclusively  apparent  that  the 
Nebraska  osteopaths  plan  to  pursue  the 
same  tactics  of  legislative  pressure  and  in- 
fluence, without  acceptable  proof  of  qualifi- 
cations, that  has  been  successful  in  othei’ 
states.  The  meetings  have  been  discontinued 
as  futile. 

There  are  now  eleven  professions  under 
supervision  of  the  Bureau  of  Examining 
Boards  in  the  Nebraska  State  Department 
of  Health.  Each  has  its  own  examining 
board,  conducted  by  members  of  that  profes- 
sion. Each  has  its  own  approved  schools. 
Each  has  its  own  definition  of  practice. 
Every  candidate  for  a license  to  practice 
any  of  these  professions  must  show  that  he 
is  a graduate  of  an  approved  school  of  his 
profession.  He  must  meet  all  of  the  basic 
requirements  for  licensure  in  his  chosen 
field.  In  the  history  of  the  operation  of  this 
bureau  there  has  never  been  an  attempt  for 
the  dental  profession  to  seek  a license  to  prac- 
tice other  than  dentistry.  The  chiropractors 
have  never  made  an  attempt  to  practice 
osteopathy  under  their  chiropractic  examin- 
ation and  license.  The  optometrists  have 
never  expected  that  their  license  should  pei- 
mit  them  as  a group  to  practice  in  the  field 
of  ophthalmologj’.  All  of  these  groups  have 
expected  nothing  other  than  to  stay  within 
their  own  approved  training  and  license. 
There  is  one  exception.  The  osteopaths  have 
long  attempted  to  enter  the  field  of  medicine 
and  surgery  with  their  osteopathic  license 
and  osteopathic  education  without  meeting 
the  basic  requirements  for  a license  to  prac- 
tice this  profession.  They  jubilantly  pro- 


claim and  repeatedly  enumerate  their  vary- 
ing degrees  of  success  in  some  of  the  states. 

The  practice  of  medicine  is  a serious  pro- 
fession and  one  of  gi’eat  personal  responsi- 
bility. Almost  daily  the  doctor  is  faced  with 
the  problems  of  life  and  death  of  a patient. 
When  that  frantic  call  comes  in  the  middle 
of  the  night,  the  doctor  never  knows  just 
what  kind  of  situation  he  will  meet  in  that 
home.  He  can  conscientiously  answer  that 
call  for  help  only  with  the  feeling  that  his 
background  and  training  are  the  best  that 
modern  medical  science  has  to  offer.  The 
medical  profession  believes  that  our  Nebras- 
ka people  are  entitled  to  that  kind  of  service. 
The  average  citizen  knows  little  about  the 
actual  training  and  background  required  of 
those  individuals  who  are  permitted  to  prac- 
tice the  healing  arts.  Any  practitioner  who 
is  permitted  to  use  the  term  “Doctor”  with 
his  name  in  connection  with  the  healing  arts, 
is  almost  always  accepted  by  the  public  as 
qualified  in  all  fields  of  health  unless  a def- 
inite distinction  is  made.  The  citizen  must 
place  his  confidence  some  place.  This  con- 
fidence is  placed  in  the  licensing  bureaus  of 
the  state,  and  these  licenses  in  turn  are  gov- 
erned by  the  laws  passed  by  the  State  Legis- 
lature. If  licensed  by  the  state,  the  public 
accepts  them  as  being  qualified.  Herein  lies 
a great  responsibility  and  the  highest  integ- 
rity is  required  to  maintain  the  high  quality 
of  medical  care  that  is  now  available  to  our 
citizens.  The  State  of  Nebraska  has  appro- 
priated millions  of  dollars  to  establish  and 
build  up  the  University  of  Nebraska  College 
of  Medicine.  It  is  fast  becoming  one  of  the 
great  medical  centers  of  the  United  States. 
Creighton  University  School  of  Medicine, 
also  in  Omaha,  produces  well  trained  doctors 
under  strict  medical  supervision.  To  now 
open  the  back  door  to  a group  who  do  not 
feel  that  they  should  “lower”  themselves  to 
prove  their  qualifications  and  meet  Nebras- 
ka standards,  would  appear  to  constitute  an 
irresponsible  paradox.  Who  should  bene- 
fit? Would  it  be  the  patient,  who  is  cer- 
tainly entitled  to  first  consideration? 

We  are  enclosing  some  other  literature 
which  we  hope  you  will  examine  carefully. 
We  know  that  you  want  to  be  informed  in 
this  subject,  and  we  sincerely  thank  you  for 
your  time  and  for  your  inquiries. 

Nebraska  now  ranks  with  the  very  top 
states  in  the  standards  of  medical  care.  Our 
present  medical  practice  act  sets  up  and 
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maintains  standards  that  are  the  admiration 
and  envy  of  the  other  states.  Quacks  and 
quackery,  cultism  and  incompetence  are  at  a 
practically  irreducible  minimum.  Well 
trained  doctors  are  attracted  to  Nebraska 
from  other  states  because  of  these  facts. 

If  you  are  a member  of  the  1961  Nebraska 
Legislature,  we  hope  that  you  will  lend  your 
influence  to  maintaining  these  standards  and 


the  well  earned  reputation  that  Nebraska 
holds  in  this  field  of  the  healing  arts  which 
is  so  important  to  the  citizens  of  our  state, 
and  in  the  best  interests  of  the  health  and 
well-being  of  our  people. 

If  you  desire  any  further  information,  the 
facilities  of  the  Nebraska  State  Medical  As- 
sociation are  always  available  to  you. 

M.  C.  SMITH. 


“Furthermore,  (in  the  newborn)  gastrointestinal  function,,  which 
has  been  nil,  must  nourish  the  individual;  the  renal  system  must  begin 
to  function;  other  systems  must  also  come  into  play  to  see  that 
thoroughly  normal  conditions  exist  in  the  physiology  of  the  new- 
bom.”  (Doctor  Orvar  Swenson:  The  Physiologic  Differences  Be- 
tween Infants  and  Adults.  Annual  Session  N.S.M.A.,  1960). 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
November  5,  Norfolk,  Norfolk  State  Hos- 
pital 

November  19,  Hastings,  Mary  Lanning 
Hospital 

December  3,  Alliance,  Central  School 
Building. 

AMERICAN  MEDICAL  ASSOCIATION 
CLINICAL  SESSION  — November  28- 
December  1,  1960,  Washington,  D.  C. 

NINTH  ANNUAL  CANCER  SEMINAR, 
Arizona  Division  American  Cancer  So- 
ciety— January  12,  13  and  14,  1961 ; Tide- 
lands  Motor  Inn,  Tucson,  Arizona. 


Medicare  in  Operation 

The  following  questions  are  some  of  those 
most  frequently  asked  concerning  the  Medi- 
care Program ; 

1.  When  the  dependent  wife  of  a service 
member  is  residing  in  your  city  and 
her  husband  is  stationed  in  Florida, 
would  it  be  necessary  for  her  to  obtain 
a Medicare  Permit  in  order  to  be 
eligible  for  in-hospital  medical  care  ? 

A.  NO.  The  dependent  of  a service  mem- 
ber who  is  not  residing  with  him  is 
not  required  to  obtain  a Medicare  Per- 
mit. 

2.  Is  a service  member  entitled  to  Medi- 
care benefits  ? 

A.  NO.  Medicare  is  a dependent’s  Medi- 
cal Care  Program  for  the  dependents 
of  the  service  personnel  only. 

3.  What  is  the  difference  between  a Med- 
icare Permit  and  a Non-availability 
Statement? 

A.  None. 

4.  How  many  pre-natal  care  visits  does 
Medicare  authorize  in  the  first  tri- 
mester? Second  trimester?  Third  tri- 
mester ? 

A.  Two  visits  in  the  first  trimester,  three 
in  the  second,  and  five  in  the  third. 

5.  MJien  the  same  doctor  performing  the 
delivery  also  renders  the  normal  new- 
born care,  does  he  receive  full  coverage 
by  Medicare  for  his  charges  for  this 
care  ? 


A.  NO.  He  receives  payment  of  one  half 
of  his  charge  or  one  half  of  the  maxi- 
mum Medicare  allowance,  whichever  is 
less,  for  these  services. 

6.  MJiat  amount  is  the  dependent  or  serv- 
ice member  required  to  pay  on  acci- 
dent care  in  the  office  before  Medicare 
benefits  can  begin? 

A.  The  first  $15.00  of  the  physician’s 
charge. 

7.  What  allowance  is  authorized  under 
the  Medicare  Program  for  injections 
administered  prenatally  for  complica- 
tions of  pregnancy? 

A.  Reimbursement  of  the  physician’s  cost 
of  the  drugs  used. 

8.  When  rendering  care  to  someone  cov- 
ered by  Medicare  who  has  an  identi- 
fication card  with  an  indefinite  expir- 
ation date,  is  it  acceptable  to  use  this 
in  item  No.  7 of  the  Medicare  claim 
form  ? 

A.  NO.  Effective  January  1,  1960,  a def- 
inite expiration  date  is  required  in 
item  No.  7 of  the  claim  form.  The 
service  member  or  dependent  may  ob- 
tain this  date  from  the  official  duty 
station  of  the  service  member. 

9.  When  you  receive  a Medicare  Permit 
or  Non-availability  Statement  to  at- 
tach to  your  claim  form  and  the  date 
covered  by  the  Permit  is  June  6,  1960, 
but  your  services  were  rendered  on 
June  4,  5,  6,  and  7,  1960,  would  Medi- 
care cover  these  services  ? 

A.  Medicare  would  cover  your  seiwices  of 
June  6 and  7,  but  no  services  rendered 
prior  to  the  date  covered  by  the  Per- 
mit would  be  authorized.  Therefore, 
you  could  bill  the  service  member  for 
the  services  of  June  4 and  5. 

10.  In  what  item  of  the  Medicare  claim 
form  is  it  necessary  to  have  the  doc- 
tor’s personal  signature? 

A.  Item  No.  29. 

11.  Where  do  you  find  the  information 
required  in  items  No.  6 and  No.  7 of 
the  Medicare  claim  form? 

A.  On  the  dependent’s  identification  card. 

12.  Who  is  responsible  to  obtain  the  Medi- 
care Permit  or  Non-availability  State- 
ment? 

A.  The  dependent  or  service  member. 
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13.  How  many  days  of  in-hospital  care  is 
authorized  by  Medicare  for  care  of 
emotional  disorders  which  constitute 
an  emergency? 

A.  Twenty-one  days  maximum. 

14.  Why  must  the  physician  accept  the 
Medicare  allowance  as  payment  in  full 
for  covered  services? 

A.  Because  the  Government  desires  “serv- 
ice” or  “payment  in  full”  benefits  for 
the  dependents  and  the  program  was 
negotiated  on  that  basis.  If  a physi- 
cian accepts  a patient  under  Medicare, 
he  must  accept  the  Medicare  allowance 
as  full  payment  for  the  services  on  the 
claim  form  which  are  covered  under 
the  Medicare  Program.  However,  he 
may  charge  the  service  member  for 
any  services  not  covered.  When  the 
Medicare  office  makes  payment  on  a 
claim  in  a less  amount  than  the  physi- 
cian has  charged,  a notice  is  sent  to 
him  prior  to  the  date  he  receives  pay- 
ment, telling  him  why  his  payment  is 
less  and  whether  or  not  anything  is 
due  from  the  service  member. 

15.  Is  it  necessary  to  include  the  l.m.p. 
date  on  foiTns  for  pre-natal  care? 

A.  Yes.  It  is  to  the  advantage  of  the 
physician  to  list  the  l.m.p.  date  on  his 
claim  form.  The  trimesters  of  care 
must  be  broken  down  by  the  Medicare 
office  before  payment  can  be  made 
and  when  the  l.m.p.  date  is  on  the 
claim  form  the  trimesters  can  be  fig- 
ured immediately  and  the  claim  form 
can  be  processed  more  promptly. 


CLINICAL  MEETING  OF  A.M.A., 
November  28  to  December  1 

The  American  Medical  Association  looks 
forward  to  holding  its  14th  Clinical  Meet- 
ing in  Washington,  D.C.,  November  28-De- 
cember  1 because  the  physicians  who  attend 
this  meeting  in  the  nation’s  capital  can  an- 
ticipate one  of  the  finest  scientific  programs 
of  our  day. 

I want  to  welcome  all  physicians  to  this 
meeting  and  to  urge  all  members  of  the 
American  Medical  Association  to  take  part  in 
the  scientific  activities,  to  visit  the  scientific 
and  industrial  exhibits,  and  to  attend  the  ses- 
sions of  our  House  of  Delegates. 

Considerable  time  has  been  spent  to  de- 


velop the  finest  scientific  program  possible, 
which  will  stress  the  theme,  “New  Develop- 
ments in  Old  Diseases  and  Old  Developments 
in  New  Diseases.” 

A feature  of  particular  interest  to  the 
practicing  physician  will  be  the  presentation 
of  both  sides  of  a question  where  differences 
exist  concerning  the  management  of  a dis- 
ease or  medical  condition,  I personally  look 
forward  to  some  interesting  debate  on  many 
subjects  where  opinions  differ. 

Some  of  the  topics  to  be  covered  by  lead- 
ing physicians  and  scientists  from  across  the 
nation  include  gynecology,  hematology,  ob- 
stetrics, coronary  disease,  pathologic  nodules, 
psychiatry,  artificial  kidneys,  orthopedic 
surgery,  ophthalmology,  diarrhea,  a n t i- 
biotics  and  tranquilizers. 

The  scientific  sessions,  to  be  held  in  the 
National  Guard  Armory,  will  be  so  arranged 
so  that  three  sections  will  take  place  simul- 
taneously in  both  morning  and  afternoon. 
One  section  will  be  devoted  to  presentation 
of  formal  papers,  another  to  panel  discus- 
sions, and  the  third  will  be  a symposium.  Of 
course,  all  sections  will  be  followed  by  ques- 
tion-and-answer  periods. 

The  months  of  prolonged,  detailed  plan- 
ning for  these  meetings  have  been  directed 
to  one  goal ; to  give  you,  the  doctor,  the 
latest,  up-to-the-minute  scientific  informa- 
tion. Our  clinical  meetings  are  designed  as 
a sort  of  post-graduate  course  in  medicine, 
to  provide  you  with  all  the  major  scientific 
advances  under  one  roof. 

A scientific  highlight  of  this  meeting  will 
be  a series  of  six  one-hour  television  presen- 
tations from  Georgetown  University  Hos- 
pital. These  shows  will  feature  dermatol- 
ogy, pediatrics,  emergency  treatment  of  ma- 
jor injuries,  and  newer  methods  in  surgical 
treatment  of  peptic  ulcer,  orthopedics  and 
pathology. 

Three  scientific  breakfasts  will  be  held  on 
both  Tuesday  and  Wednesday  at  the  Statler 
Hotel,  highlighting  the  themes,  “To  Do  or 
Not  To  Do,”  and  “Problems  of  Manage- 
ment” in  particular  diseases  or  types  of 
cases. 

During  the  meeting,  the  House  of  Dele- 
gates, A.M.A.’s  policy-making  body,  will 
meet  at  the  Sheraton  Park  Hotel.  I cordially 
invite  every  member  of  A.M.A.  to  attend  the 
sessions  of  the  House.  Although  only  dele- 
gates are  permitted  to  speak  from  the  floor. 
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any  A.M.A.  member  may  express  himself 
on  issues  in  the  reference  committee  meet- 
ings, scheduled  to  meet  all  day  Tuesday,  No- 
vember 29th.  This  is  one  of  the  rights  of 
A.M.A.  membership,  and  I hope  any  of  you 
who  wish  will  take  advantage  of  it. 

This  participation  by  doctors  from  all  over 
America  is  one  of  our  guarantees  that 
A.M.A.  will  continue  to  serve  its  members 
best.  There  is  no  member  who  cannot  be 
heard  from,  or  who  will  be  refused  an  audi- 
ence. Not  only  is  this  a right,  but  I regard 
it  as  a duty  of  physicians  to  speak  up  on  mat- 
ters they  think  of  interest  or  concern  to  the 
A.M.A.  and  American  medicine.  Only  in 
this  way  can  we  remain  alert  to  changing 
opinions,  new  developments  and  whispering 
crises. 

Another  highlight  of  this  meeting  will  be 
the  election  of  the  General  Practitioner  of 
the  year.  This  is  in  line  with  the  purpose 
of  the  clinical  meeting  — to  provide  the 
family  doctor  with  the  newest  developments 
in  medicine.  Of  course,  the  scientific  meet- 
ing is  also  designed  to  inform  specialists  and 
researchers  as  well  as  general  practitioners. 

But  whether  you  are  a general  practition- 
er or  a specialist,  a practicing  physician  or 
a research  scientist,  you  cannot  afford  to 
miss  this  outstanding  clinical  meeting.  On 
behalf  of  the  American  Medical  Association, 
I cordially  invite  and  urge  you  to  attend. 
The  success  of  our  meetings  is  measured 
solely  by  how  helpful  and  informative  they 
are  for  you,  the  doctor. 

E.  Vincent  Askey,  M.D., 

President, 

American  Medical  Association. 

Added  to  the  interesting  medical  presen- 
tations mentioned  by  Doctor  Askey,  there  is 
the  city  and  its  envii’ons.  Perhaps  no  city  in 
the  United  States  offers  so  much  in  the  way 
of  imposing  monuments  and  historical  charm 
and  background  as  does  Washington,  D.C. 
Its  rich  historical  tradition  is  exemplified 
by  such  items  as  the  Government  building, 
the  White  House  and  its  various  subsidiary 
“Houses”  such  as  the  Blair  House.  Then 
there  are  the  world  famous  landmarks  such 
as  the  Lincoln  Memorial  and  Washington 
Monument. 

There  is  the  Smithsonian  Institute  with 
its  51,000,000  historical  items  and  George- 
town with  its  historical  colonial  charm. 
Robert  E.  Lee’s  restored  mansion ; many 


places  such  as  Alexandria  associated  with 
the  man,  Washington;  several  museums  and 
art  galleries;  excellent  restaurants,  many  of 
them  featuring  seafoods;  and,  not  the  least, 
attractive  shopping  facilities.  These  name 
but  a few  delights  of  a Washington  visit. 

Autumn  in  Washington  can  be  a delightful 
season  for  the  visiting  physician  and  his 
family. 

Should  We  Close  Our  Offices  Part  of 
Election  Day?  — 

In  Georgia,  a drive  has  been  initiated  to 
induce  doctors  to  close  their  offices  part  of 
election  day.  The  objects  are  to  give  the  doc- 
tors and  their  help  ample  time  to  vote.  Sec- 
ondarily, this  move  may  help  convince  the 
public  that  doctors  are  not  “rugged  individu- 
alists” who  are  not  interested  in  political 
and  civic  activities.  A quotation  from  an 
editorial  in  the  Journal  of  the  Medical  Asso^ 
ciation  of  Georgia  set  this  matter  in  bold  re- 
lief : 

“No  political  party  has  a monopoly  on  the 
allegiance  of  the  medical  profession,  and  to 
contemplate  such  a situation  is  unthinkable. 
In  these  times  it  behooves  each  of  us,  as 
doctors  and  responsible  citizens,  to  demon- 
strate our  interest  in  good  government  with- 
in our  individual  communities.  We  must  be 
recognized  as  a strong  responsible  group  of 
citizens,  if  our  voice  is  to  be  heard  through 
the  din  of  national  and  international  poli- 
tics. We  must  change  the  recent  false  pub- 
lic image  of  the  doctor  from  that  of  a rather 
passive  individual  in  civic  affairs  to  that  of 
a strong  aggressive  fighter  for  the  principles 
on  which  the  country  was  founded.” 

This  is  a suggestion  that  well  could  be  fol- 
lowed throughout  the  nation.  Such  a show 
of  interest  could  redound  to  our  credit. 

Medicine  in  the  News 

From  the  Lincoln  Journal — 

The  University  of  Nebraska  College  of 
Medicine  has  instituted  its  first  course  in 
“Immediate  Care  of  the  Sick  and  Injured” 
for  Nebraska  laymen  involved  in  giving 
emergency  treatment. 

State,  county  and  city  policemen,  firemen, 
plant  safety  officers,  disaster,  hospital  and 
ambulance  personnel  and  others  called  upon 
to  provide  emergency  and  first  aid  treat- 
ment were  invited  to  enroll. 

The  15-week  series  began  on  September 
7th. 
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Human  Interest  Tales 

Dr.  Gordon  Francis,  Bellevue,  has  moved 
from  this  community  to  resume  his  prac- 
tive  in  Arapahoe. 

Dr.  and  Mrs.  Dwaine  Peetz,  Neligh,  at- 
tended a “flying  physicians”  meeting  in  Ok- 
lahoma in  September. 

Dr.  James  J.  O’Neil,  Omaha,  presented  two 
papers  at  the  Pan-Pacific  Surgical  meeting 
in  Honolulu  in  September. 

Dr.  H.  F.  Elias,  Beatrice,  was  a guest 
speaker  at  a regular  meeting  of  the  Beatrice 
Rotary  club  in  September. 

Dr.  J.  E.  Nordstrom  and  family  have  left 
Shelton  for  Denver  where  Dr.  Nordstrom 
will  begin  a residency  in  radiology. 

Dr.  C.  B.  Smith,  formerly  of  Hartington, 
has  returned  to  this  community  following  a 
year  of  postgraduate  study  in  Omaha. 

Dr.  George  John,  Wayne,  has  closed  his 
office  in  this  community  and  has  moved  to 
Winside  where  he  will  resume  his  practice. 

Dr.  and  Mrs.  Scott  Moore  and  family  of 
Montgomery,  Alabama,  have  moved  to  Elm- 
wood where  Dr.  Moore  will  open  an  office. 

Dr.  Max  Gentry,  Gering,  was  a guest 
speaker  at  a recent  educational  in-seiwice 
program  at  St.  Mary  Hospital  in  Scottsbluff . 

Dr.  Thomas  D.  Fitzgerald,  Alliance,  has 
been  named  1960  chairman  for  St.  Louis 
University’s  Alumni  Fund  Council  for  Ne- 
braska. 

Dr.  B.  J.  Koszewski,  Omaha,  left  for  Japan 
in  September,  as  a delegate  to  attend  the  In- 
ternational Society  of  Hematology  meeting 
in  Tokyo. 

Dr.  F.  Lee  Stone,  Chicago,  who  started  his 
medical  practice  in  Beaver  Crossing,  48 
years  ago,  passed  away  on  August  1st  follow- 
ing a stroke. 

Dr.  Rachel  M.  Cooper,  Grand  Island, 
passed  away  in  a Grand  Island  hospital  in 
September.  Dr.  Cooper  had  at  one  time 
practiced  in  Aurora. 

Dr.  Nathan  R.  Adkins,  Omaha,  has  re- 
ceived a one-year  clinical  fellowship  for  work 
in  radiotherapy  and  nuclear  medicine  from 
the  American  Cancer  Society. 

Dr.  William  Myers,  Blue  Hill,  discussed 
the  subject  of  epidural  anesthesia  at  the 


September  meeting  of  the  Adams  County 
Medical  Society  in  Hastings. 

Dr.  and  Mrs.  Donald  Craig  and  family  of 
Winside  have  left  this  community  to  make 
their  new  home  in  Long  Beach,  California. 
Dr.  Craig  came  to  Winside  in  1938. 

Dr.  Arthur  J.  Offerman,  Omaha,  was 
elected  October  11th  to  the  Board  of  Direc- 
tors of  the  National  Association  of  Blue 
Shield  Plans,  representing  District  Ten. 

Dr.  Lloyd  Wagner,  Touston,  Texas,  has 
joined  the  staff  of  Mary  Lanning  Memorial 
Hospital  as  pathologist.  Dr.  Wagner  for- 
merly practiced  at  Leigh  from  1952  to  1955. 

Drs.  A.  B.  Anderson,  and  II . C.  Stewart, 
Pawnee  City,  are  presently  in  the  process 
of  having  the  former  United  Presbyterian 
Church  in  that  city  remodeled  into  a clinic 
building. 

Dr.  Robert  P.  Heaney,  Omaha,  was  invited 
to  participate  in  a conference  sponsored  by 
the  Council  of  International  Organization  of 
Medicine  Sciences  in  Princeton,  New  Jersey 
in  August. 

Dr.  J.  L.  Gordon,  Lincoln,  has  joined  the 
staff  at  the  Valentine  Clinic.  Dr.  Gordon 
recently  completed  his  internship  at  St.  Eliz- 
abeth Hospital  where  he  also  took  postgrad- 
uate training. 

Dr.  Richard  Q.  Crotty  was  the  guest 
speaker  at  the  Wisconsin  Academy  of  Gen- 
eral Practice,  at  Milwaukee,  Wisconsin,  on 
September  19.  His  paper  was  on  “What’s 
New  in  Dermatology.” 

Dr.  E.  E.  Curtis,  Neligh,  has  been  awaixled 
a certificate  of  appreciation  from  President 
Eisenhower  in  recognition  of  his  five  years 
of  service  as  medical  advisor  to  the  Selective 
Service  Board  of  Antelope  county. 

Dr.  and  Mrs.  Friedrich  W.  Niehaus,  Oma- 
ha, recently  returned  from  a two  months  tour 
of  Europe.  While  abroad  Dr.  Niehaus  at- 
tended the  Sixth  International  Congress  of 
Diseases  of  the  Thorax,  in  Vienna. 

Dr.  John  R.  Finkner,  Minden,  has  been 
awarded  a certificate  of  appreciation  by 
President  Eisenhower  in  recognition  of  five 
years  of  service  as  medical  advisor  of  the 
Selective  Service  Board  of  Kearney  county. 

Dr.  Ivan  M.  French,  Wahoo,  was  recently 
installed  as  president  of  the  Nebraska  Chap- 
ter of  the  American  Academy  of  General 
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Practice.  The  organization  named  Dr.  Ber- 
nard F.  Wendt  of  Lincoln  as  president-elect. 

Dr.  Leslie  Osborn,  has  been  appointed  a 
director  of  the  new  Carl  and  Caroline  Swan- 
son Children’s  Clinic  of  the  Nebraska  Psy- 
chiatric Institute.  Dr.  Osborn  was  also 
named  a Professor  in  the  Department  of 
Neurology  and  Psychiatry  of  the  College  of 
Medicine. 

Dr.  John  R.  Schenken,  Professor  and 
Chairman  of  the  Department  of  Pathology' 
at  the  University  of  Nebraska  College  of 
ISIedicine,  is  the  current  president  of  the 
American  Association  of  Blood  Banks.  Doc- 
tor Schenken  assumed  the  duties  of  this  of- 
fice at  the  meeting  of  this  Association  in  San 
Francisco,  the  past  summer. 

Dr.  Leon  S.  IMcGoogan,  Professor  of  Ob- 
stetrics and  Gynecology  at  the  University 
College  of  Medicine,  presented  a paper  en- 
titled “The  Small  Full-Term  Infant  and  Pla- 
cental Insufficiency,”  at  the  Pan-Pacific 
Surgical  Association’s  meeting  in  Honolulu. 
He  also  took  part  in  a breakfast  seminar 
on  “Toxemia  of  Pregnancy.” 


Announcements 

Arizona  in  January,  for  Cancer  Study — 

The  Arizona  Division  of  the  American 
Cancer  Society  will  present  the  9th  Annual 
Cancer  Seminar  at  the  Tidelands  Motor  Inn, 
Tucson,  January  12,  13,  and  14,  1961.  The 
theme  of  the  presentation  will  be  “Changing- 
Concepts  in  Tumor  Formation  and  Thera- 
py.” An  outstanding  faculty  will  participate 
by  way  of  lectures,  round  table  discussions, 
question-and-answer  sessions,  and  panel  dis- 
cussions. 

For  further  information  write  Darwin  W. 
Neubauer,  M.D.,  Chairman,  37  East  Jackson 
Street,  Tucson,  Arizona. 

Wiscon.siu  Opportunity — 

Director,  Community  Health  Services. 
Help  develop  community  mental  health  con- 
sultant service  of  state  division  of  IMental 
Hygiene.  Start,  $19,860;  range  to  $21,660. 
Need  certification,  and  supervised  work  in 
child  psychiatry  training  program  or  two 
years  in  community  mental  health  or  clinic 
program.  Write  Dr.  Leonard  J.  Ganser,  Di- 
rector, 1552  University  Avenue,  IMadison, 
Wisconsin. 


International  Clinical  Postgraduate  Program — 

Physicians  and  surgeons  from  three  na- 
tions will  participate  in  an  international  clin- 
ical post  graduate  program  to  be  offered  by 
University  of  California  Extension  in  Janu- 
ary of  1961. 

The  second  annual  program,  sponsored 
jointly  by  the  School  of  Medicine,  U.C.L.A.; 
Universidad  Nacional  Autonoma  de  Mexico; 
the  University  of  Guadalajara  School  of 
Medicine  and  the  Escuela  Nacional  de  Medi- 
cina,  Mexico,  D.F.,  is  an  illustration  of  inter- 
national cooperation  in  the  field  of  IMedicine. 
It  is  designed  to  give  participating  doctors 
an  unusual  opportunity  to  avail  themselves 
of  different  types  of  case  material  in  this 
section  of  the  American  continent. 

The  program,  which  will  convene  in  IMex- 
ico  City,  continue  in  Acapulco  and  close  in 
Guadalajara  will  be  as  follows: 

In  Mexico  City: 

IMonday,  January  9 — Gastroenterology 
and  Internal  Medicine,  will  be  discussed  by 
Dr.  Raul  Fournier  Villada,  dean  of  the 
School  of  IMedicine  at  University  City  in 
IMexico,  and  Dr.  Sherman  1\I.  Mellinkoff  and 
Dr.  Bernard  Sepulveda. 

January  10  — Cardiology-,  by  Dr.  Ignacio 
Chavez,  Dr.  Demetrio  Sodi  Pallares  and  Dr. 
Forrest  H.  Adams,  at  the  National  Institute 
of  Cardiology. 

Januaiy  11 — Pediatrics,  Drs.  Forrest  H. 
Adams  and  Lazaro  Benvides,  at  the  Chil- 
dren’s Hospital. 

January  12  — Dermatology  and  Mycology 
by  Drs.  Antonio  G.  Gonzales  Ochoa  and 
Thomas  H.  Sternberg  at  the  Institute  of 
Tropical  Diseases. 

January  13  — General  Surgery,  by  Drs. 
Guillarmo  Alamilla,  Harvey  M.  Lippman, 
and  Angel  Matute  at  the  Spanish  hospital. 

In  Acapulco : 

January  15 — Obstetrics  and  Gynecology 
by  Drs.  J.  George  IMoore  and  Bernardo  Cas- 
tro Villagrana. 

January  17 — Traumatic  Surgery  by  Drs. 
Franklin  L.  Ashley,  Aurelio  Perez  Teuffer 
and  IMario  Gonzales  Ulloa. 

In  Guadalajara,  topics  for  study  through 
January  20  will  be  announced. 

Requests  for  additional  information  or 
applications  concerning  the  course  should 
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be  made  to:  Thomas  H.  Sternberg,  M.D., 
Assistant  Dean  for  Postgraduate  Medical 
Education,  University  of  California  Medical 
Center,  Los  Angeles  24  (GRanite  8-9711  or 
BRadshaw  2-8911,  Station  7114). 

Announcement  for  General  Practitioners 
And  Internists — 

Applications  for  Charter  Membership  in 
the  American  Society  of  Diagnostic  Radiol- 
ogy are  now  being  received.  Membership  is 
open  to  General  Practitioners  and  Internists 
?r/to  do  or  may  desire  to  do  some  types  of 
Diagnostic  Radiology  in  their  offices.  For 
further  information,  please  write:  Louis 
Shattuck  Baer,  M.D.,  F.A.C.P.,  411  Prim- 
rose Road,  Burlingame,  Calif. 

More  Medical  Students  To  Be  Chosen 
For  Foreign  Fellowships — 

The  Association  of  American  Medical  Col- 
leges this  week  began  seeking  applicants  for 
an  unusual  foreign  fellowship  program 
which  gives  future  American  doctors  oppor- 
tunity to  study  medicine  in  remote  areas  of 
the  world. 

The  program,  begun  last  year  as  the 
Smith,  Kline  & French  Foreign  Fellowships, 
enables  selected  medical  students,  who  have 
finished  either  their  third  or  fourth  year  of 
training,  to  benefit  from  unusual  clinical  ex- 
periences and  to  practice  preventive  medicine 
at  outpost  facilities  in  greatly  differing  so- 
cieties and  cultures. 

Dr.  Ward  Darley,  executive  director  of 
the  A.A.M.C.,  said  application  forms  and 
brochures  detailing  complete  information  on 
the  S.K.&F.  Foreign  Fellowships  have  now 
been  mailed  to  deans  of  all  U.S.  medical 
schools. 

Last  year,  grants  totaling  some  $50,000, 
were  made  to  29  students  under  the  program. 
The  cash  awards  are  made  from  a $180,000 
fund  provided  by  Smith,  Kline  & French 
Laboratories,  Philadelphia  pharmaceutical 
firm. 

Designed  to  acquaint  American  students 
with  health  problems  not  generally  seen  in 
this  country,  and  to  introduce  them  to  physi- 
cians working  where  facilities  are  limited. 
Smith,  Kline  & French  Foreign  Fellowships 
have  become  an  established  factor  in  inter- 
national medicine.  Dr.  Darley  said.  It  is  the 
only  program  of  its  kind. 

The  29  Fellows,  who  will  have  gone  to 


three  continents  to  participate  in  the  1960 
program,  will  have  a greater  realization  of 
the  acute  need  for  medical  knowledge  and 
care  in  these  moi’e  isolated  areas.  Dr.  Darley 
added. 

Fellowships  are  available  to  men  and  wom- 
en who  have  completed  their  junior  year  of 
medical  school ; eligibility  will  continue 
through  the  senior  year.  Those  who  have 
started  internships  will  not  be  eligible.  It  is 
expected  that  about  30  Fellows  will  be  named 
in  1961. 

Applications  for  1961  grants  are  available 
through  medical  school  deans  and  must  be 
returned  to  the  A.A.M.C.  by  December  31, 
1960. 

An  A.A.M.C.  Selection  Committee  of 
prominent  medical  educators  will  act  on  the 
applications  in  early  February,  and  Fellows 
will  be  announced  in  early  March,  Dr.  Dar- 
ley said. 

Medical  Continuation  Courses,  Center  for 
Continuation  Study,  University  of  Minnesota — 

February  27  to  March  1,  1961 — Pediatrics 
for  General  Physicians  and  Specialists 

March  13  to  15,  1961 — Allergy  for  General 
Physicians  and  Specialists 

March  17  to  18,  1961 — Trauma  for  Gener- 
al Physicians 

March  27  to  29,  1961 — Urology  for  Spe- 
cialists 

For  further  information,  write  to  the  Di- 
rector, Department  of  Continuation  Medical 
Education,  1342  Mayo  Memorial,  University 
of  Minnesota,  Minneapolis  14,  Minnesota. 

The  Van  Meter  Prize  Award  for  1961  — 

The  American  Goiter  Association,  Inc., 
again  offers  the  Van  Meter  Award  of  $300  to 
the  essayist  submitting  the  best  manuscript 
of  original  and  unpublished  work  concerning 
“Goiter — Especially  Its  Basic  Cause.”  The 
studies  so  submitted  may  relate  to  any  aspect 
of  the  thyroid  gland  in  all  its  functions  in 
health  and  disease.  The  award  will  be  made 
at  the  Annual  Meeting  of  the  Association  in 
the  Warwick  Hotel,  Philadelphia,  Pennsyl- 
vania, May  3-6,  1961.  A place  on  the  pro- 
gram will  be  reserved  for  the  winning  essay- 
ist, providing  he  can  attend  the  meeting. 

For  further  information,  write  John  C. 
McClintock,  M.D.,  Secretary,  702  Madison 
Avenue,  Albany  8,  N.Y. 
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Bahamas  Conferences  Coming  Up — 

The  following  Seventh  Annual  Series  of 
Bahamas  Conferences  will  be  presented  in 
Nassau  during  the  coming  winter  and 
spring : 

Tenth  Medical  Conference — Nov.  30-Dec. 
10,  1960 

Third  Surgical  Conference — Dec.  28-Jan. 
7,  1961 

Conference  on  Hypertension — Jan.  8-Jan. 

14,  1961 

Third  Serendipity  Conference — Jan.  22- 
Jan.  28,  1961 

Second  Allergy  Conference — Feb.  9-Feb. 

15,  1961. 

Eleventh  Medical  Conference  — April  3- 
April  15,  1961 

Conference  on  Internal  Medicine  — April 
30-May  6,  1961 

Further  information  may  be  obtained  by 
addressing  Mr.  Irvin  M.  Wechsler,  Executive 
Director,  Bahama  Conferences,  P.O.  Box 
1454,  Nassau,  Bahahams.  (Postage  10c  to 
Nassau). 

Symposium  on  Clinical  Nutrition — 

A symposium  on  Clinical  Nutrition  will  be 
held  in  Washington,  D.C.,  on  November  30, 
1960.  This  symposium,  sponsored  by  the 
Council  on  Foods  and  Nutrition  of  the  Amer- 
ican Medical  Association  in  cooperation  with 
the  Medical  Society  of  the  District  of  Colum- 
bia, will  begin  at  8:30  a.m.,  Wednesday,  No- 
vember 30,  1960,  in  Room  B of  the  National 
Guard  Armory.  The  meeting  will  be  opened 
to  all  interested  persons. 

The  program  will  be  divided  into  two 
panel  discussions  of  the  problem  of  nutrition, 
as  follows: 

Panel  I — The  Diagnosis  of  Nutrient  Defi- 
ciencies; and 

Part  II — The  Management  of  Dietary  In- 
adequacies. 


News  and  Views 

Phenomenal  Growth  of  Blue  Shield — 

The  74  Blue  Shield  Plans  located  in  North 
America  reported  a net  gain  of  151,394  new 
members  during  the  second  quarter  of  1960, 
bringing  total  enrollment  to  45,798,636  as  of 
June  30,  the  National  Association  of  Blue 
Shield  Plans  announced  in  Chicago  recently. 


The  second  quarter  Blue  Shield  growth 
included  the  enrollment  of  Surgical  Service, 
Inc.,  the  Plan  serving  the  State  of  New  Mex- 
ico. Recently  approved  as  an  active  member 
of  the  National  Association  of  Blue  Shield 
Plans,  the  58,218  membership  of  the  New 
Mexico  Plan  was  included  in  the  national 
Blue  Shield  totals  for  the  first  time  during 
the  second  quarter  of  1960. 

“Blue  Shield  now  has  enrolled  one  out  of 
every  four  persons  in  the  United  States,  and 
almost  15  per  cent  of  the  total  Canadian  pop- 
ulation,” the  National  Association  indicated 
in  its  report. 

Four  Blue  Shield  Plans  have  enrolled  more 
than  60  per  cent  of  the  population  in  the 
areas  they  serve,  according  to  the  National 
Association.  They  are  the  Plans  serving 
the  District  of  Columbia,  Rhode  Island,  Dela- 
ware and  Rochester,  New  York  areas. 

Annual  Disaster  Medical  Care  Conference 
Will  Be  Held  in  Chicago,  November  4-6 — 

The  “father  of  the  H-bomb,”  Edward  Tell- 
er, Ph.D.,  will  head  a list  of  prominent 
speakers  at  the  11th  annual  County  Medical 
Societies  Disaster  Medical  Care  Conference 
in  Chicago,  Nov.  4-6. 

The  three-day  meeting  is  sponsored  by  the 
American  Medical  Association’s  Council  on 
National  Security  and  will  be  held  at  the 
Palmer  House. 

Conference  highlight  will  be  a presenta- 
tion by  the  newly  formed  Division  of  Health 
Mobilization  of  the  U.S.  Public  Health  Serv- 
ice which  will  outline  a program  of  objec- 
tives and  activities  for  preparing  the  nation 
to  meet'  the  health  needs  of  the  civilian  pop- 
ulation in  the  event  of  a national  disaster. 

Outlining  the  federal  government  program 
will  be  Dr.  W.  Palmer  Dearing,  director  of 
health  services  for  the  Office  of  Civil  and 
Defense  Mobilization,  and  Dr.  Carruth  J. 
Wagner,  director  of  the  Division  of  Health 
Mobilization. 

Dr.  Harold  C.  Lueth,  Evanston,  111.,  chair- 
man of  the  council,  said,  “Through  this  con- 
ference we  hope  to  establish  a closer  work- 
ing relationship  with  state  medical  societies 
and  to  assist  and  help  them  to  be  better  pre- 
pared to  meet  all  types  of  disasters. 

“A  portion  of  this  year’s  program  will  be 
devoted  to  subjects  which  emphasize  the  ne- 
cessity for  cooperation  and  integration  in 
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planning  with  the  Public  Health  Service  and 
state  and  local  civil  defense  agencies.” 

Dr.  Teller,  former  director  of  the  Univer- 
sity of  California’s  radiation  laboratory  and 
presently  an  instructor  at  the  University  of 
California  at  Los  Angeles,  will  address  the 
concluding  luncheon  on  Sunday,  Nov.  6. 

The  A.M.A.  considers  this  Conference  to 
be  of  great  importance  and  urges  as  great 
representation  from  each  county  and  state 
medical  society  as  possible.  A block  of  rooms 
has  been  set  aside  for  those  attending  the 
Conference,  at  the  Palmer  House,  and  you 
are  requested  to  write  directly  to  the  Hotel 
for  your  accomodations.  Be  sure  to  mention 
the  fact  that  you  are  attending  the  Annual 
Disaster  Medical  Care  Conference. 

Hereditary  Metabolic  Disorders — 

There  are  more  than  300  hereditary  meta- 
bolic disorders  — that  is,  inborn  errors  of 
metabolism  as  a consequence  of  genetic  mu- 
tation — according  to  the  latest  issue  of 
PoAterns  of  Disease,  a Parke,  Davis  & Com- 
pany publication  for  the  medical  profession. 

The  incidence  of  many  of  these  disorders 
is  not  known.  However,  they  do  include  a 
wide  range  of  diseases  — from  the  frequent- 
ly fatal  cystic  fibrosis  to  gout,  an  acutely 
painful,  but  comparatively  mild  condition. 
In  many  instances,  in  fact,  the  metabolic  dis- 
turbance may  be  so  mild  that  it  is  not  clin- 
ically apparent.  In  others,  the  clinical  mani- 
festations are  serious. 

Of  this  latter  group,  one  of  the  most  dis- 
tressing, and  one  on  which  increasing  medi- 
cal interest  is  being  focused,  is  phenylketo- 
nuria. 

Incidence  of  this  disease  is  greater  than  is 
generally  believed  — as  many  as  1 in  every 
25,000  persons  may  be  affected.  Children 
born  with  this  condition  are  mentally  re- 
tarded. Moreover,  retardation  is  severe. 
Approximately  70  per  cent  of  people  with 
phenylketonuria  have  intelligence  quotients 
of  less  than  20.  An  additional  14  per  cent 
have  I.Q.’s  of  between  20  and  30.  Of  these 
persons  with  I.Q.’s  under  25,  54  per  cent  can 
walk,  but  only  8 per  cent  can  talk. 

Phenylketonuria  accounts  for  1 per  cent  of 
all  institutionalized  mental  defectives. 
Though  the  commonest,  it  is  not,  however, 
the  only  metabolic  disorder  associated 
with  mental  retardation.  Others  include 
cystinuria,  Fanconi  syndrome,  galactosemia 


and  maple  sugar  urine  disease.  In  fact,  it 
is  estimated  that  about  5 per  cent  of  all  in- 
stitutionalized mental  defectives  have  heredi- 
ary  metabolic  disoi’ders. 

Children  also  are  the  chief  victims  of  cys- 
tic fibrosis,  another  hereditary  metabolic 
disorder.  In  1958,  cystic  fibrosis  outranked 
diabetes,  rheumatic  fever  and  poliomyelitis 
as  a cause  of  death  of  children  under  15 
years  of  age.  Incidence  of  the  disease  is  es- 
timated to  be  1 in  every  1,000  live  births, 
while  2 to  20  per  cent  of  the  population  are 
genetic  carriers  of  the  disease.  It  is  noted 
that  ‘‘there  is  a trend  toward  survival  after 
childhood,”  but  the  toll  is  exremely  heavy. 
Of  550  patients  in  one  hospital,  only  106 
lived  beyond  10  years  of  age. 

A major  characteristic  of  many  hereditary 
metabolic  disorders  is  the  complexity  both 
of  symptoms  and  effects.  This  is  true  of  the 
primary  malabsorption  syndroyne,  a disorder 
of  the  small  intestine. 

“No  part  of  the  body  escapes  the  effects 
of  the  malabsorption  syndrome,”  Patterns 
observes,  and  lists  some  of  the  possible  clin- 
ical entities  associated  with  the  disorder.  It 
may  result  in  conditions  as  widely  varied  as 
hemorrhage,  tetany,  diarrhea  and  osteo- 
malacia. Onset  occurs  at  varied  times.  One 
variation  of  the  syndrome,  celiac  disease,  oc- 
curs in  childhood.  Another,  idiopathic  sprue, 
does  not  appear  until  adulthood. 

It  is  usually  in  the  middle  years  that  idio- 
pathic sprue  manifests  itself.  But,  as  it  is 
pointed  out,  “duration  of  symptoms  may  be 
as  long  as  50  years  because  of  the  insidi- 
ous onset,  vagueness  of  symptoms  in  early 
stages,  and  occurence  of  periods  of  remis- 
sion.” 

Even  at  the  onset  of  the  disease,  symptoms 
vary  greatly.  Some  14  major  signs  and 
symptoms  are  listed,  but  of  these  “the  most 
consistent  combination  of  complaints  in- 
cludes diarrhea,  weakness  and  weight  loss 
which  averages  about  25  pounds.” 

Gout  is  another  hereditary  metabolic  dis- 
order which  does  not  appear  until  adulthood. 
This  disease,  which  has  an  incidence  of  0.6 
per  cent,  occurs  most  frequently  in  men  over 
30  years  of  age.  Over  half  of  the  patients 
have  a family  history  of  gout. 

A possible  link  between  gout  and  diabetes 
is  discussed  in  the  publication.  Because 
many  gout  victims  have  elevated  blood  sugar 
levels,  a symptom  of  diabetes,  it  has  been 
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suggested  that  the  two  diseases  are  related 
but  that  the  “occurence  of  gout  may  suppress 
development  of  clinical  diabetes.”  However, 
Patterns  observes,  “the  increased  blood  lev- 
els of  uric  acid  may  be  responsible  for  hyper- 
glycemia.” 

Increasing  interest  in  the  field  of  heredi- 
tary metabolic  disorders  is  reflected  in  the 
dramatic  rise  of  research  funds  for  this  pur- 
pose. Funds  awarded  for  research  by  Fed- 
eral and  nongovernment  agencies  have  in- 
creased 500  fold  in  the  past  15  years.  Most 
striking  “has  been  the  increased  spending 
for  research  in  metabolic  disorders  other 
than  diabetes.”  Up  until  1950,  funds  for  re- 
search in  diabetes  were  considerably  higher 
than  for  other  metabolic  disorders.  Last 
year,  however,  research  funds  for  diabetes 
amounted  to  less  than  $1,100,000,  compared 
to  $2,350,000  for  other  metabolic  diseases. 

Progress  is  reported  in  the  diagnosis  of 
many  hereditary  metabolic  disorders.  Urine 
tests  for  phenylketonuria,  F anconi  syn- 
drcme  and  the  other  diseases  associated  with 
mental  retardation  have  proved  of  great 
value  in  diagnosis.  And  improved  diagnos- 
tic technics,  such  as  the  sweat  test  for  elec- 
trolytes, also  have  resulted  in  earlier  recog- 
nition of  cystic  fibrosis. 

New  Developments  in  Psychiatric  Therapy 
Depicted  in  Films — 

A new  “Psychiatric  Newsreel,”  the  second 
of  film  reports  depicting  current  develop- 
ments in  the  mental  health  field,  has  been  re- 
leased by  Smith,  Kline  & French  Labora- 
tories. 

The  30-minute,  sound  movie  is  available  on 
a free-loan  basis  to  professional  audiences 
at  private,  state  and  veterans  mental  hos- 
pitals through  local  representatives  of  the 
Philadelphia  drug  firm.  The  film,  which  de- 
picts an  unusual  approach  to  mental  health 
at  Cassel  Hospital  in  England,  as  well  as  in- 
novations in  Kentucky  and  California,  also 
is  available  to  the  neuro-psychiatric  divi- 
sions of  general  hospitals,  Borland  said. 

The  Cassel  Hospital  sequence,  filmed  at 
Ham  Common,  Surrey,  deals  with  a fully  in- 
tegrated program  of  therapy  for  mothers 
which  permits  them  to  bring  their  children 
with  them  when  they  are  admitted  to  the 
mental  hospital.  According  to  Dr.  Thomas 
Main,  medical  director  at  the  hospital,  the 
program  was  designated  to  treat  mothers 
without  impairing  the  mother-child  relation- 


ship. The  experiment  appears  to  speed  the 
process  of  therapy  for  the  mothers,  and  ini- 
tial fears  that  the  children  might  be  adverse- 
ly affected  have  proved  groundless.  Dr.  Main 
said. 

A mobile  unit  which  brings  “psychiatric 
first  aid”  to  the  hill  people  of  eastern  Ken- 
tucky is  the  subject  of  the  film’s  second  se- 
quence. The  unit,  operated  jointly  by  the 
Eastern  State  Hospital,  Lexington,  and  the 
State  Division  of  Community  Services,  pro- 
vides follow-up  care  for  discharged  mental 
patients,  limited  diagnostic  and  treatment 
services  as  well  as  inservice  training  of  local 
teachers  and  nurses  and  a public  mental 
health  education  program. 

The  final  portion  of  the  “newsreel”  de- 
picts group  therapy  being  used  in  conjunc- 
tion with  the  rehabilitation  of  habitual  crim- 
inals at  the  California  Medical  Facility  at 
Vacaville.  Studies  under  the  program  have 
shown  that  inmates  who  participated  in  the 
therapy  generally  have  become  more  positive 
in  their  attitudes  and  have  been  motivated 
toward  work  and  self-improvement. 

$780,000  Contributions  ^lade  to  Project 
HOPE  by  Drug  Firms — 

Fifty-two  of  the  nation’s  leading  prescrip- 
tion drug  manufacturers  have  contributed  in 
excess  of  $780,000  in  products  and  cash  to 
Project  HOPE,  according  to  Dr.  William  B. 
Walsh,  president  of  the  People-to-People 
Health  Foundations,  sponsor  of  the  Project. 
Over  $100,000  of  the  companies’  contribu- 
tions were  in  cash.  Product  values  w ere 
computed  according  to  manufacturers’ 
wholesale  prices. 

The  donations,  coordinated  by  the  Phar- 
maceutical Manufacturers  Association,  came 
from  P.M.A.  member  companies. 

“The  support  of  the  member  companies  of 
P.M.A.  has  earned  the  unending  gratitude 
of  the  people  of  Indonesia  and  Viet  Nam,” 
Dr.  Walsh  said,  “And  it  serves  as  an  example 
of  enlightened  generosity  to  our  own  fellow 
citizens.  This  response  has  earned  the  deep- 
est gratitude  of  all  of  us  connected  with 
Project  HOPE.” 

A part  of  President  Eisenhower’s  People- 
to-People  program.  Project  HOPE  will  send 
a 15,000-ton  hospital  ship,  the  SS  HOPE  I, 
to  Southeast  Asia  on  September  22.  Staffed 
with  American  doctors,  nurses,  and  medical 
technicians,  the  floating  medical  center  will 
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bring  modern  medical  knowledge  and  tech- 
niques to  the  medical  and  health  professions 
of  newly  developing  countries  throughout 
the  world. 

New  Grants  to  Scientists  Made  by 
Tobacco  Research  Group — 

Research  grants  totaling  over  $523,000 
have  been  made  to  40  scientists  so  far  in 
1960  by  the  Tobacco  Industry  Research  Com- 
mittee, it  was  announced  recently  by  Chair- 
man Timothy  V.  Hartnett. 

The  projects  include  work  in  such  subjects 
as  possible  interaction  of  viruses  and  tobac- 
co smoke,  environmental  factors  and  pulmon- 
ary disease,  coronary  artery  disease,  psycho- 
logical differences  between  smokers  and  non- 
smokers,  characteristics  of  aromatic  hydro- 
carbons, effect  of  tobacco  derivatives  on  ar- 
terial and  myocardial  tissue  cultures,  role  of 
the  nucleolus  in  normal  and  malignant  cells, 
and  the  effect  of  negatively  charged  ions  on 
human  tracheo-bronchial  ciliary  action. 

All  grants  are  made  by  the  Scientific  Ad- 
visory Board,  composed  of  nine  doctors,  sci- 
entists and  educators  who  retain  their  insti- 
tutional affiliations.  Chairman  of  the  Board 
is  Dr.  Kenneth  Merrill  Lynch,  Chancellor  of 
the  Medical  College  of  South  Carolina, 
Charleston. 

Mr.  Hartnett  said  20  of  the  1960  grants 
were  new  and  20  were  for  continuation  of 
work  under  way.  Grants-in-aid  by  the  Sci- 
entific Advisory  Board  to  the  T.I.R.C. 
have  been  made  to  over  100  independent 
scientists  since  mid-1954,  and  recipients  have 
already  published  more  than  120  research 
papers  on  their  investigations,  he  said. 
T.I.R.C.  has  so  far  appropriated  $3,700,000 
for  its  continuing  research  program. 

Cancer  Research  Opens  Up  New  Areas,  Extra 
Funds  Appropriated  for  Study — 

The  Tobacco  Industry  Research  Commit- 
tee is  stepping  up  its  financial  support  of  in- 
dependent health  research  and  broadening 
the  scope  of  its  grants-in-aid  program,  Tim- 
othy V.  Hartnett,  chairman,  announced  re- 
cently. 

The  reason : cancer  research  has  opened 
up  new  areas  that  need  further  investiga- 
tion, such  as  viruses,  previous  lung  damage, 
constitutional  differences  among  smokers 
and  non-smokers,  and  air  pollution,  Mr. 
Hartnett  said. 
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An  additional  $300,000  has  been  author- 
ized for  scientific  study  this  year,  making  a 
total  of  $4  million  since  the  Committee’s  in- 
ception in  1954,  Mr.  Hartnett  said.  The  new 
funds  are  in  addition  to  the  Committee’s 
regular  appropriation  of  $500,000  for  1960. 

The  extra  funds  were  requested  by  Dr. 
Clarence  Cook  Little,  scientiHc  director  of 
the  Committee,  because  of  the  growing  com- 
plexities of  scientific  work  on  major  health 
problems. 

How  Would  You  Like  to  Practice 
Here  and  Here? — 

From  N ewsletter  of  the  World  Medical  As- 
sociation, No.  26,  we  pick  up  the  following 
question  and  answer; 

Did  you  know  that — 

— Guatemala  with  a population  of  3,500,- 
000  has  700  physicians,  500  of  whom 
practice  in  the  capital  city? 

— The  Sudan  Medical  Asociation  has,  since 
that  count  rybecame  independent, 
changed  its  registration  from  a Trade 
Union  to  that  of  socio-academic  organi- 
zation ? 

— Ghana  has  219  doctors,  20  of  whom  are 
specialists,  for  a population  of  about 
51/2  million? 

— The  Australian  Pharmaceutical  Bene- 
fits Scheme  has  been  extended,  impos- 
ing indirect  limitations  on  prescribing 
and  a cumbersome  administrative  pro- 
cess? 

— Under  the  Japanese  Health  Insurance 
scheme  the  doctor  receives  a fee  of  15 
cents  for  a complete  physical  examina- 
tion or  a consultation? 

Implications  of  the  Term  “Poliomyelitis” — 

Dr.  Robert  J.  Huebner,  chief  of  the  infec- 
tious disease  laboratory  at  the  National  In- 
stitutes of  Health,  speaking  at  the  Fourth 
Annual  Symposium  on  Infectious  Diseases, 
in  Kansas  City,  Missouri,  said  the  term  non- 
paralytic  polio  is  outdated.  Because  the 
“polio”  virus  causes  several  other  conditions, 
the  term  poliomyelitis  should  be  reserved  for 
paralytic  disease. 

The  Lure  of  the  Big  City — 

Medical  World  News  has  made  a special 
study  of  the  recent  census  figures  anent 
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shifts  in  doctor-population  as  related  to  pop- 
ulation in  general.  The  conclusions  of  this 
study  are  not  unexpected,  although  possibly 
somewhat  disturbing. 

In  the  first  place,  doctors  are  still  flock- 
ing to  the  cities,  especially  the  larger  centers, 
particularly  if  these  centers  have  a tradition- 
al reputation  in  the  teaching  world.  In  the 
East,  this  tendency  creates  a situation  that 
appears  somewhat  dubious.  In  New  York 
City,  for  example,  total  population  has  de- 
creased 2 per  cent  while  the  physician-popu- 
lation has  increased  17  per  cent.  Boston  had 
an  18  per  cent  increase  in  doctors  with  a 15 
per  cent  decrease  in  total  pouulation.  This 
leads  to  a doctor-inhabitant  ratio  of  1 to  159. 
Washington  and  San  Francisco  attained  a 
ratio  of  doctor  to  inhabitants  of  1 ;290  and 
1 ;292  respectively. 

On  the  other  hand,  some  of  our  rapidly 
growing  cities  such  as  Phoenix  find  them- 
selves with  a relative  shortage  of  doctors  de- 
spite a great  influx  of  doctors.  In  Phoenix, 
there  was  a doctor-increase  of  94  per  cent, 
yet  the  ratio  is  1 :906.  In  El  Paso  and  Tam- 
pa one  finds  the  ratio  to  be  1 :1008  and  1 :966 
respectively. 

The  article  is  concluded  with  “Go  West 
(or  South),  young  doctor,  go  West  (or 
South) !” 

Unique  Course  of  Instruction  for 
Nonprofessional  Persons — 

A new  and  unique  course  for  laymen  is 
being  presented  at  the  University  of  Ne- 
braska College  of  Medicine.  The  only  course 
of  its  nature  to  be  offered  in  any  college  in 
the  United  States,  the  course  is  entitled  the 
“Immediate  Care  of  the  Sick  and  Injured.” 
The  fifteen-week  series  began  September  7 
and  will  run  through  December  14  present- 
ing training  in  proper  treatment  procedures 
for  immediate  care  of  accident  and  emer- 
gency victims. 

Trainees  for  the  course  include  eighty- 
eight  state,  county  and  city  policemen,  fire- 
men, plant  safety  officers,  emergency  room 
personnel  including  nurses,  personnel  from 
disaster  organizations,  hospital  representa- 
tives, ambulance  attendants  and  others  in- 
volved in  emergency  and  first  aid  work.  Al- 
though originally  limited  to  75  enrollees,  re- 
sponse was  so  great  that  larger  teaching 
quarters  were  located  and  a few  additional 
persons  selected  for  instruction.  Names  of 
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additional  persons  have  been  placed  in  file 
awaiting  next  year’s  sessions. 

Conducted  under  the  direction  of  the  Uni- 
versity of  Nebraska  Surgery  Department, 
the  course  will  present  four  nationally- 
known  authorities  in  addition  to  faculty 
members  of  the  College  of  Medicine. 

Included  among  guest  speakers  will  be  Dr. 
George  Curry,  Past  Chairman  of  the  Sub- 
committee on  Transportation  of  the  Injured 
of  the  American  College  of  Surgeons:  “Re- 
sponsibility to  the  Injured;”  Dr.  W.  H. 
Crosby,  (Col.  U.S.C.M.)  Chief  of  the  Depart- 
ment of  Hematologv^  at  Walter  Reed  Army 
Medical  Center:  “Hemorrhage  and  Shock;” 
Dr.  Robert  Joyer,  Medical  Director  of  the 
Douglas  County  Chapter  of  the  American 
Red  Cross  and  Director  of  the  Nebraska- 
lowa  Regional  Program  of  the  American 
Red  Cross:  “Blood  and  Blood  Products;” 
and  Dr.  Ed  H.  Vogel,  Director  of  the  Sur- 
gical Research  Unit  at  Brook  Army  Medical 
Center : “Management  of  Wounds  and 
Burns.” 

The  course  is  co-sponsored  by : The  Amer- 
ican Red  Cross,  Medical  Education  for  Na- 
tional Defense  Program,  Omaha  Fire  De- 
partment Rescue  Squad,  Omaha  Chapter  of 
the  National  Safety  Council  and  the  Omaha- 
Douglas  County  Civil  Defense  and  Disaster 
Organization. 


Ambulances  and  Traffic  Laws — 

Ambulances  with  loud  sirens  and  flashing 
red  lights  may  be  part  of  the  American 
scene  in  most  places,  but  not  in  all.  Accord- 
ing to  an  editorial  in  the  Texas  State  Jour- 
nal of  Medicine,  speeding  ambulances  are  at 
least  as  dangerous  as  any  other  speeding  ve- 
hicle. They  may  be  more  dangerous  if,  in 
addition  to  speeding,  they  break  other  traf- 
fic laws  such  as  those  governing  red  lights, 
stop  signs  and  one-way  traffic. 

The  noise  of  the  siren  may  shake  the  pa- 
tient’s composure  and  a fast  and  therefore 
rough  ride  may  impair  his  comfort  or  cause 
further  injury.  It  is  said  to  be  rare  that 
saving  a few  minutes  in  transportation  time 
will  save  a life.  Nearly  always  the  increased 
danger  of  a traffic  accident  exceeds  the  pos- 
sible harm  that  could  result  from  a delay. 

Cities  such  as  New  York  and,  more  recent- 
ly, San  Antonio,  have  done  away  with  all  the 
privileges  of  ambulances  and  compel  them 
to  obey  traffic  laws  just  as  should  any  other 
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vehicle.  The  results  are  reported  to  be  good 
and  these  cities  have  no  intention  of  going 
back  to  the  previous  rules  which  permitted 
ambulances  to  disregard  traffic  laws. 

The  Committee  on  Transportation  Safety 
of  the  Texas  Medical  Association,  of  which 
the  editorialist  is  chairman,  recently  sug- 
gested to  the  Texas  Funeral  Directors  and 
Embalmers  Association  that  the  latter  group 
urge  its  members  to  refrain  from  speeding 
and  breaking  other  traffic  laws  when  op- 
erating their  ambulances.  This  approach  re- 
sulted from  a belief  that  it  is  easier  to  in- 
duce a group  of  people  to  police  themselves 
than  to  attempt  to  have  many  communities 
pass  new  laws. 

The  association  operating  ambulances  in 
Texas  received  the  committee’s  suggestions 
well  and  in  a recent  annual  convention  re- 
solved to  urge  its  members  to  support  the  ef- 
forts of  medical  associations  and  other  inter- 
ested groups  toward  the  reduction  of  exces- 
sive speeds  by  ambulances. 

It  is  urged  that  physicians  express  their 
satisfaction  to  ambulance  operators  who  ob- 
serve the  traffic  laws.  Physicians  are  also 
urged  to  explain  to  the  public  in  general  and 
to  patient’s  familiies  that  an  ambulance  driv- 
er’s disregard  for  traffic  laws  does  not 
usually  help  the  patient’s  chances  for  recov- 
ery and  expose  both  the  patient  and  others 
to  the  serious  danger  of  an  accident  involv- 
ing the  ambulance. 

Increased  Safety  for  Aviation — 

The  safety  record  of  scheduled  airlines 
continues  to  improve  with  less  than  one  fa- 
tality per  100  million  passenger  miles  for 
the  year  1959,  according  to  comments  in  the 
Statistical  Bulletin. 

The  actual  rate  of  passenger  death  in  the 
United  States  is  0.44  per  100  million  pas- 
senger miles  and  can  be  compared  with  a 
rate  of  4.70  in  1937-39  or  a reduction  of  more 
than  90  per  cent  in  the  past  20  years.  With- 
in the  past  10  years,  the  rate  has  declined 
more  than  75  per  cent. 

There  were  actually  fewer  deaths  in  1957- 
59  than  in  1947-49,  although  the  volume  of 
flying  as  measured  in  passenger  miles  in- 
creased more  than  4 times.  Over  a 20  year 
period,  the  rate  of  growth  of  air  travel  as 
measured  in  passenger  miles  indicates  more 
than  50  times  the  travel  in  the  more  recent 
period. 


An  even  more  marked  reduction  in  the  fa- 
tality rate  has  occurred  in  the  international 
operations  of  United  States  scheduled  car- 
riers, a section  of  aviation  which  has  also 
shown  tremendous  growth.  Our  airlines 
have  an  appreciably  better  safety  record 
than  that  of  foreign  airlines,  although  the 
latter  have  also  improved  their  safety  per- 
formances. 

The  death  rate  per  unit  of  passenger  miles 
is  still  slightly  higher  for  the  domestic  sched- 
uled airlines  than  it  is  for  the  railroad  pas- 
senger train  travel  or  for  bus  travel,  but  is 
only  one-third  the  death  rate  of  passenger 
miles  on  turnpikes,  which  are  considered 
considerably  safer  than  automobile  travel  in 
general. 

Outpatient  Insurance  Coverage — 

A controversial  aspect  with  regard  to  Blue 
Cross  coverage  has  been  the  limitation  on 
hospitalization  for  diagnostic  studies.  A dis- 
cussion in  the  Pennsylvania  Medical  Jomnval 
by  the  Chairman  of  the  Subcommittee  on 
Insurance  for  the  Philadelphia  Medical  So- 
ciety, indicates  that  this  limitation  was  in 
the  first  policies  offered  by  Blue  Cross.  The 
exclusion  was  based  on  the  realization  that 
it  would  be  impossible  to  pay  hospital  bills 
for  everyone  who  might  find  it  convenient  to 
have  X-ray  or  laboratory  studies  made  as  an 
inpatient. 

Over  the  years  it  has  become  clear  that 
many  patients  and  physicians  attempted  to 
circumvent  this  exclusion.  A rate  hearing  in 
1958  with  references  to  Blue  Cross  insurance 
indicated  that  this  exclusion  had  been  ig- 
nored or  evaded  in  many  instances.  The 
exclusion  was  retained  with  the  development 
of  considerable  resentment. 

In  an  effort  to  encourage  the  performance 
of  such  studies  on  an  outpatient  rather  than 
an  inpatient  basis,  new  Blue  Cross  contracts 
(“Co-Pay”)  were  developed.  These  con- 
tracts were  intended  to  provide  the  needed 
services  under  circumstances  that  both  the 
patients  and  the  Blue  Cross  Plan  could  af- 
ford. 

After  one  and  one-third  years  of  experi- 
ence with  a Blue  Cross-Blue  Shield  Compre- 
hensive and  Co-Pay  Comprehensive  Plan,  it 
was  the  general  impression  that  hospitaliza- 
tion for  diagnostic  purposes  had  been  re- 
duced and  that  patients’  attitudes  towards 
having  such  studies  made  had  also  altered. 
To  evaluate  this  impression,  a questionnaire 
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was  prepared  to  be  completed  by  physicians 
who  would  remain  anonymous. 

Those  who  responded  represented  physi- 
cians in  general  practice  and  in  15  special- 
ties. Comments  volunteered  in  addition  to 
the  answering  of  questions  included  sugges- 
tions for  liberalizing  the  present  contracts 
and  an  indication  that  many  patients  did 
not  understand  the  provisions  of  their  con- 
tracts. The  answers  divided  between  those 
who  thought  that  the  change  had  reduced  un- 
necessary hospialization  somewhat  and  a 
great  deal. 

A second  question  attempted  to  determine 
whether  the  new  type  of  outpatient  coverage 
had  changed  the  patients’  attitudes  about  the 
need  for  the  convenience  of  being  admitted 
to  a hospital  for  diagnostic  studies.  The 
answers  indicated  that  the  new  plans  had  led 
a high  percentage  of  subscribers  to  believe 
that  it  is  neither  necessary  nor  more  conven- 
ient to  undergo  needed  studies  as  a bed  pa- 
tient. 

A further  question  resulted  in  the  impres- 
sion that  physicians  in  widely  diversified 
types  of  practice  have  found  patients  with 
the  new  coverage  decidedly  more  willing  to 
have  their  needed  studies  done  as  outpatients 
than  they  were  if  admission  to  the  hospital 
was  necessary  to  secure  insurance  benefits. 

In  response  to  question  four,  25  per  cent 
of  the  physicians  answering  indicated  that 
patients  were  exhibiting  a tendency  to  re- 
quest more  diagnostic  X-ray  studies  than 
were  needed. 

A fifth  question  was  intended  to  judge  the 
incidence  of  fear  on  the  part  of  patients  to 
a “radiation  hazard.”  The  answers  indicat- 
ed that  physicians  found  only  infrequently 
that  patients  were  reluctant  to  undergo  need- 
ed diagnostic  X rays  because  of  such  fear. 

Changing  Aspects  of  Blindness — 

Both  improved  health  and  increased  lon- 
gevity have  altered  many  aspects  of  the 
problem  of  blindness.  Also,  the  relative  im- 
portance of  the  various  causes  of  blindness 
has  changed  radically. 

Earlier  in  this  century  the  infectious  dis- 
eases and  injuries  were  prominent  among 
the  major  causes.  Recently  there  has  been 
increasingly  effective  control  over  these  con- 
ditions and  in  their  place,  with  a longer  life 
span,  the  general  systemic  diseases  altering 
visual  function,  as  well  as  glaucoma  and 


cataract,  have  become  increasingly  import- 
ant major  causes  of  blindness. 

It  is  estimated  that  the  number  of  legally 
blind  persons  in  the  United  States  has  in- 
creased during  the  past  20  years.  The 
amount  of  the  increase  is  much  more  marked 
among  those  more  than  65  years  of  age.  In 
fact,  the  majority  of  the  legally  blind  are 
estimated  to  be  in  a group  more  than  65 
years  old.  In  the  past  20  years,  there  has 
been  a lessening  of  the  rate  of  blindness 
among  those  under  40  years  of  age. 

An  extreme  example  of  the  effect  of  the 
control  of  infectious  disease  is  related  to  the 
incidence  of  ophthalmia  neonatorum.  In 
1907,  this  disease  was  responsible  for  28  per 
cent  of  the  blindness  in  a sample  group  of 
children  in  schools  for  the  blind.  By  1955, 
only  1 pupil  in  1000  in  schools  for  the  blind 
had  lost  his  sight  because  of  this  disease. 

For  the  world  as  a whole,  trachoma  is  the 
leading  cause  of  blindness  and  is  still  en- 
demic in  many  parts  of  the  world.  It  still 
causes  loss  of  vision  in  the  United  States  but 
to  a much  lesser  degree  than  before  the  in- 
troduction of  sulphonamides  and  the  anti- 
biotics. 

A review  of  this  problem  by  the  Health 
Information  Foundation  continues  with  a re- 
port of  retrolental  fibroplasia,  an  eye  disease 
characterized  by  the  presence  of  fibrous  tis- 
sue behind  the  lens,  and  first  recognized  in 
1941  as  occurring  in  premature  infants.  By 
1950,  when  its  cause  was  still  not  known, 
this  disease  accounted  for  about  half  of  the 
blindness  in  children  of  preschool  age.  The 
recognition  of  the  production  of  this  disease 
by  the  routine  administration  to  premature 
infants  of  a high  concentration  of  oxygen 
has  permitted  its  prevention  and  a lessening 
of  its  incidence. 

During  20  years,  the  general  systemic  dis- 
eases causing  blindness  are  estimated  to  have 
increased  threefold.  Blindness  caused  by 
diabetes  and  resulting  from  vascular  condi- 
tions as  well  as  glaucoma  account  for  most 
of  this  increase.  The  incidence  of  all  these 
diseases  is  associated  with  advancing  years. 

The  development  of  cataracts  is  described 
as  the  single  most  important  cause  of  blind- 
ness, and  most  of  them  are  “senile”  cata- 
racts. 

The  review  concludes  that  there  is  no  easy 
answer  to  the  present  problems  of  blindness, 
and  that  further  progress  may  well  entail 
greater  efforts  and  increased  expenditures. 
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News  From  Our  Medical  Schools 

Duane  Mabeus,  13331/2  South  35th  Street, 
Omaha,  recently  returned  from  eleven  weeks 
of  travelling  service  throughout  rural  and 
urban  Thailand.  Winner  of  a 1,756-dollar 
Smith,  Kline  & French  Fellowship,  Mr.  Ma- 
beus’s  12-week  trip  took  him  to  four  major 
cities  and  many  outlying  areas  in  the  rugged 
country  where  he  assisted  with  almost  all 
forms  of  medical  treatment.  He  is  a senior 
medical  student  at  the  University  of  Nebras- 
ka College  of  Medicine. 

Scheduled  for  service  at  McCormick  Mis- 
sion Hospital  in  Chiengmai,  he  arrived  in 
Thailand  to  find  he  was  to  serve  at  four 
hospitals. 

The  medical  center  of  Thailand  except  for 
Bangkok,  McCormick  Hospital  is  a 150-bed 
institution  serving  about  500,000  rural  Thai. 
Here  Mr.  Mabeus  “scrubbed  in”  on  many 
surgery  cases.  Because  of  the  limited  num- 
ber of  persons  qualified  to  assist  in  surgery 
there,  he  was  able  to  observe  surgical  pro- 
cedures much  more  thoroughly  than  he  could 
in  this  country.  Because  of  the  many  oper- 
ative asistants  here,  he  would  be  relegated  to 
the  far  edge  of  the  operation,  probably  hold- 
ing sutures.  In  Thailand  he  was  able  to 
actively  assist. 

While  at  Overbrook  Hospital  in  Chieng- 
mai, Mr.  Mabeus  was  the  only  non-Asiatic 
in  town.  Although  a situation  of  this  sort 
in  many  surrounding  countries  would  be 
cause  for  concern,  Thailand  has  not  been  col- 
onized and  “no  evident  racial  prejudice  ex- 
ists,” he  said. 

At  Bangkok  Christian  Hospital,  he  assist- 
ed with  surgery,  made  Obstetrics-Gynecol- 
ogy rounds  and  observed  treatment  in  the 
outpatient  department.  Facilities  limit  most 
clinic  areas  to  one  room  where  all  complaints 
are  treated,  as  opposed  to  our  multi-room 
setups. 

At  the  25-bed  hospital  in  Prae,  Mr.  Ma- 
beus spent  the  majority  of  his  time  doing 
outpatient  work.  Here  he  was  able  to  see 
every  patient  every  day  during  his  stay.  At 
Prae  there  was  one  American  doctor,  one 
second  class  Thai  doctor  under  apprentice- 
ship and  one  intern.  A second  class  doctor 
is  one  who  has  not  graduated  from  medical 
school,  but  has  “just  learned”  his  profes- 
sion. “Surprisingly  enough,”  according  to 
Mr.  Maebeus,  “these  ‘doctors’  are  amazingly 
accurate  in  their  diagnoses  and  treatments.” 


“The  main  handicap  throughout  my  jour- 
ney,” he  said,  “was  the  need  for  an  inter- 
preter at  all  times.  With  the  repeating  and 
transmitting  of  information  for  each  patient, 
the  time  spent  with  every  patient  was  con- 
siderably lengthened. 

“Much  superstition,  coupled  with  the  eco- 
nomic problem,  creates  a problem  in  medical 
education.  Although  most  Thai  are  farmers, 
and  about  85  per  cent  of  them  own  their 
farms,  average  yearly  income  is  a mere 
$90.00.  Therefore,  if  an  average  operation 
costs  $22.00,  it  is  easy  to  see  why  a Thai 
will  hesitate  to  consult  a qualified  medical 
person.  The  “spirit  doctor”  who  performs 
his  “cures”  with  herbs  and  incantations  is 
usually  seen  first.  Second  on  their  list  of 
healers  is  the  “local  injectionist.”  Since  he 
may  sell  any  drug  not  containing  opium, 
drug  addiction  from  other  agents  is  preva- 
lent and  care  in  the  use  of  morphine  or  any 
like  pain-killer  must  be  exercised.  If  these 
first  methods  fail,  most  Thai  will  then  turn 
to  the  hospital.  Here  exists  another  prob- 
lem : the  ratio  of  patients  to  doctors.  There 
are  approximaely  3,500  doctors  in  Thailand 
and  3,000  are  within  the  city  of  Bangkok.” 

Mr.  Mabeus  made  several  trips  to  villages 
accompanied  by  a Christian  representative. 
On  these  trips,  they  would  travel  as  far  as 
possible  by  truck,  and  walk  the  remainder, 
carrying  all  necessary  equipment.  At  the 
villages  a religious  service  was  first  held, 
then  a meal  served,  and  lastly,  medical  ills 
attended  to.  Usually  between  fifteen  and 
twenty  persons  were  treated. 

Mr.  Mabeus  feels  his  outstanding  gain 
from  this  experience  was  the  personal  con- 
tact with  rare  diseases  found  in  isolated 
cases  in  the  United  States.  This  gave  him 
an  opportunity  to  examine  and  diagnose 
these  diseases  covered  in  medical  school 
study,  but  of  which  there  are  no  available 
cases  to  observe  or  to  instruct  by. 

This  advice  he  offered  to  persons  contem- 
plating a similar  trip : “Sharpen  your  physi- 
cal diagnosis.  You  cannot  depend  on  the 
type  of  clinical  diagnosis  in  such  areas  as  we 
have  available  in  this  country.  In  fact,  there 
is  no  clinical  laboratory  outside  of  Bangkok. 
And  if  a laboratory  analysis  must  be  ob- 
tained from  another  area,  it  may  be  two  or 
three  months,  provided  the  package  is  not 
lost,  before  the  information  is  returned  to 
the  sender.” 
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News  From  Nebraska  Heart 
Association 

At  the  annual  Awards  Banquet  and  Board 
of  Trustees  meeting  of  the  Nebraska  Heart 
Association  held  at  the  Cornhusker  Hotel, 
Lincoln,  recently,  Richard  L.  Egan,  M.D., 
Dean  of  the  Creighton  University  School  of 
Medicine,  Omaha,  was  elected  President  of 
the  State  Heart  Association  for  the  1960-61 
year.  Doctor  Egan  has  been  active  with  the 
Nebraska  Heart  Association  for  the  past  five 
years,  and  has  served  on  several  of  the  As- 
sociation’s committees.  He  has  represented 
the  Nebraska  Heart  Association  at  different 
regional  and  national  meetings  of  the  Amer- 
ican Heart  Association  participating  as  a 
speaker  at  the  ’58  annual  meeting  of  the 
American  Heai’t  Association  in  San  Francis- 
co. 

Officers  of  the  Nebraska  Heart  Associa- 
tion elected  with  Doctor  Egan  are:  Robert 
L.  Grissom,  M.D.,  President-Elect,  Omaha; 
W.  Wayne  Waddell,  M.D.,  First  Vice  Presi- 
dent, Beati-ice;  Mr.  Eugene  Ingram,  Second 
Vice  President,  Lincoln;  Richard  J.  Fang- 
man,  M.D.,  Secretary,  Omaha;  Mr.  David  F. 
Davis,  Treasurer,  Omaha.  Mr.  Edwin  F. 
Dosek,  a Lincoln  attorney,  was  re-elected  for 
a second  year  as  chairman  of  the  Board. 
Board  members  for  the  classes  of  1961,  ’62, 
’63  were  elected  and  announced. 

During  the  Annual  Awards  banquet,  out- 
standing volunteers  were  presented  awards 
to  honor  them  for  their  service  and  achieve- 
ments to  the  Nebraska  Heart  Association. 

Heart  Fund  Awards:  Mrs.  James  Helvie, 
Grant  County,  highest  per  capita  from  a 
county  under  10,000  population;  Mr.  Tom 
Nuss,  Phelps  County,  highest  per  capita  from 
a county  over  10,000  population ; Mrs.  James 
Allen,  Cheyenne  County,  highest  per  capita 
for  Memorial  contributions ; Miss  Alice 
Gray,  Nuckolls  Couny,  “Miss  Tag  Day.’’ 

Special  Awards:  Mrs.  Clifford  M.  Har- 

din, Lincoln,  1960  State  Heart  Fund  Chair- 
man; Daniel  A.  Nye,  M.D.,  Kearney,  Past- 
President;  Mrs.  Ileene  Smith,  Nuckolls 
County  Chainnan  and  Mrs.  L.  Mariska,  Busy 
Bee  4-H  Club,  best  County  Fair. 

Service  Awai'ds:  Mr.  V.  H.  R.  Hanson, 

Dixon  County,  ten  years  as  County  Chair- 
man; Mr.  Carroll  Templeton,  Custer  County 
and  Mrs.  R.  D.  Stevenson,  Harlan  County, 
seven  year  county  chainnen;  Mrs.  Charles 


Bosley,  Hitchcock  County;  Miss  Arvila  Wil- 
cox, Pawnee  County;  Mrs.  David  Garwood, 
Wayne  County;  Mrs.  C.  E.  Howitt,  Deuel 
County;  Mrs.  Jim  Bryson,  Greeley  County, 
four  year  county  chairmen. 


The  Woman's  Auxiliary 

Dawson  County  Medical  Auxiliary — 

Two  service  projects  were  continued  and 
one  initiated  at  the  September  meeting  of 
the  Dawson  County  Medical  Auxiliar>'^  in 
Lexington. 

The  group  again  agreed  to  send  “Today’s 
Health’’  magazine  subscriptions  to  county 
grade  and  junior  high  schools  for  use  in 
Home  Economics  and  Health  courses  and  in 
the  school  libraries. 

Bonny  Kirstein,  Gothenburg,  was  an- 
nounced as  the  1960-61  recipient  of  the 
Health  Career  Scholarship  Loan  Fund.  Miss 
Kirstein,  daughter  of  Mr.  and  Mrs.  Everett 
Kirstein,  is  attending  Hastings  College  as  a 
prenursing  student. 

A new  public  service  project  will  be  the 
distribution  of  first-aid  pamphlets  to  county 
grade  school  children.  The  pamphlets,  for 
home  use,  tell  prevention  measures  and  emer- 
gency treatment  of  accidental  home  poison- 
ing. 

Auxiliary  President,  Mrs.  V.  D.  Norall, 
introduced  the  program,  “Woman  and  Her 
Car.”  Mrs.  D.  A.  McGee  reported  on  “High- 
way Hypnosis.” 

Attending  the  meeting  were  Mesdames  B. 
W.  Pyle  and  S.  H.  Perry,  Gothenburg; 
Charles  Sheets,  Charles  Hranac,  0.  P.  Rosen- 
augh,  and  Rodney  Sitorius,  Cozad ; A.  W.  An- 
derson, W.  B.  Long,  D.  A.  McGee,  V.  D. 
Norall,  Ray  Wycoff,  Lexington. 

Mrs.  Wm.  B.  Long. 


Thirty-fifth  Annual  Business  Meeting  of  the 
Woman’s  Auxiliary  to  the  N.S.M.A. — 

April  26,  1960 

The  meeting  was  called  to  order  by  the 
President,  Mrs.  Chester  H.  Farrell  at  one 
o’clock  following  a twelve  o’clock  brunch  in 
the  Lancaster  Room  of  the  Hotel  Cornhusk- 
er in  Lincoln.  Mrs.  P.  0.  Marvel  gave  the 
Invocation,  following  which  the  members 
repeated  the  Auxiliary  Pledge. 
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Mrs.  Farrell  introduced  Mrs.  Frank  Gas- 
tineau,  President  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association  — our 
honored  guest.  The  next  to  be  introduced 
were  the  Past  Presidents  and  the  Members- 
at-Large. 

Mrs.  L.  0.  Pfeiffer,  convention  chairman, 
welcomed  the  members  to  Lincoln,  and  made 
announcements  concerning  the  “Fun  Night’’ 
to  be  held  at  the  Lincoln  Country  Club.  Mrs. 
Pfeiffer  also  reminded  the  members  of  the 
luncheon  to  be  given  the  next  day  with  Mrs. 
Gastineau  as  guest  speaker. 

The  minutes  of  the  1959  Business  Meeting 
were  read  and  approved. 

Mrs.  Hillyer,  Treasurer,  gave  the  treasur- 
er’s report:  cash  on  hand  $624.09.  The  re- 
port was  placed  on  file  for  audit.  The  audit- 
ing committee  reported  the  treasurer’s  books 
to  be  in  order. 

Mrs.  Arthur  Offerman  gave  the  report  of 
the  Financial  Committee  and  moved  that  the 
report  be  accepted.  Motion  was  seconded 
and  passed. 

Mrs.  Offerman  read  the  report  of  the 
Budget  Committee  for  the  year  1960-61  and 
moved  that  the  proposed  budget  be  approved. 
Motion  was  seconded  by  Mrs.  Jensen,  and 
carried. 

Mrs.  Travnicek  moved  that  the  recommen- 
dations of  the  Project  Committee  be  accept- 
ed. The  recommendation  was  to  give 
$400.00  to  A.M.E.F.  and  $224.09  to  N.M.E.F. 
The  motion  was  seconded  and  carried. 

Mr.  Frank  Tanner,  First  Vice  President, 
took  the  chair  while  Mrs.  Farrell  gave  the 
President’s  annual  report. 

The  reports  of  the  County  Auxiliary  Pres- 
idents were  given  as  follows : 

Adams  County  given  by  Mrs.  Landgraf. 

Buffalo  County  given  by  Mrs.  Kelley. 

Dawson  County  given  by  Mrs.  Wycoff  for 
Mrs.  Sitorius. 

Douglas  County  given  by  Mrs.  Brinkman. 

Four  County  given  by  Mrs.  Roy  Cram. 

Gage  County  given  by  Mrs.  Runty. 

Holt-Northwest  given  by  Mrs.  Kelley  for 
Mrs.  Wilson. 

Northwest  County — No  report. 

Platte  County  given  by  Mrs.  Kelley  for 
Mrs.  Kuper. 


Scotts  Bluff  County  given  by  Mrs.  Kelley 
for  Mrs.  Grubbs. 

6th  Councilor  District  given  by  Mrs.  Mar- 
vel for  Mrs.  Heib. 

Tri-County  given  by  Mrs.  Harvey  for  Mrs. 
Merrick. 

Mrs.  Farrell  expressed  her  appreciation  to 
the  county  presidents  for  sending  their  re- 
ports in  so  promptly. 

Mrs.  Christlieb  moved  that  the  reports  be 
accepted.  The  motion  was  seconded  and 
passed. 

Mrs.  Offerman  moved  that  the  reports  of 
the  standing  committees  not  be  read,  since 
they  were  read  at  the  morning  session.  Mo- 
tion was  seconded  and  carried. 

Mrs.  Brillhart  moved  that  the  revision  of 
the  constitution  be  sent  back  to  the  commit- 
tee for  further  study.  It  was  seconded  and 
passed. 

Mrs.  Brillhart  read  a resolution  which  ex- 
pressed gratitude  “to  all  who  have  contribut- 
ed to  the  success  of  this  convention,  and  for 
the  accomplishments  of  the  past  year.”  She 
then  moved  that  the  resolution  be  accepted 
as  read.  Seconded  and  motion  carried. 

Mrs.  Travnicek  reported  on  “Homemaker 
Service”  and  distributed  pamphlets  to  the 
members  in  order  to  make  them  aware  of 
the  importance  of  the  service.  Mrs.  Gas- 
tineau suggested  that  the  auxiliary  should  se- 
cure women  who  are  homemakers  and  who 
have  a “clean  bill  of  health”  from  a physi- 
cian. This  service  helps  to  lower  the  hos- 
pital costs  for  people  who  can’t  afford  long 
hospitalization.  Mrs.  Gastineau  said  that 
the  doctors  like  the  idea,  and  that  this  is  one 
way  to  defeat  the  Forand  Bill.” 

Mrs.  Wengert  moved  that  the  auxiliary 
discontinue  the  Essay  Contest,  but  to  allow 
the  local  groups  to  participate  if  they  de- 
sire. Motion  seconded  and  passed. 

Mrs.  Marvel  conducted  a Memorial  Service 
for  five  deceased  members  of  the  auxiliary. 
As  each  name  was  read,  Mrs.  Farrell  placed 
a white  carnation  in  a vase.  Those  who  were 
commemorated  were:  Mrs.  George  Charlton, 
Mrs.  Dean  Bloch,  Mrs.  H.  H.  Hervey,  Mrs. 
A.  F.  Srb  and  Mrs.  Barkey. 

Mrs.  Runty  presented  the  following  slate 
of  officers  for  the  coming  year : 

President — Mrs.  Wayne  Waddell,  Beatrice 
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President-elect — Mrs.  Frank  Tanner,  Lin- 
coln 

First  Vice  President — Mrs.  John  Christ- 
lieb,  Omaha 

Second  Vice  President — Mrs.  R.  B.  Rund- 
quist,  Columbus 

Treasurer — Mrs.  Robert  Hillyer.  Lincoln 

Directors  for  one  year : 

Mrs.  D.  B.  Wengert,  Fremont 
Mrs.  Ray  Wycoff,  Lexington 

Directors  for  two  years: 

Mrs.  W.  \V.  Bartles,  Grand  Island 
Mrs.  Sam  Perry,  Gothenburg 

There  being  no  nominations  from  the 
floor,  I\Irs.  Runty  moved  that  the  nomina- 
tions be  closed  and  that  the  secretary  be  in- 
structed to  cast  a unanimous  ballot.  The  mo- 
tion was  seconded  and  carried. 


standing  and  guidance  we  can  give  them  — 
at  every  level  of  our  professional  activity. 

Although  each  of  the  nation’s  68  Blue 
Shield  Plans  was  created  by  local  county  or 
state  societies  to  meet  the  particular  needs 
of  their  own  communities,  the  emergence  of 
medical  care  as  a national  issue  has  com- 
pelled our  profession  to  forge  Blue  Shield 
into  an  instrument  capable  of  meeting  and 
solving  prepa\TTient  problems  on  a national 
scale. 

In  the  past  two  decades,  both  management 
and  labor  have  firmly  embraced  the  prin- 
ciple of  industry-wide  bargaining.  Employ- 
ers, through  merger  and  trade  association 
action  — and  workers,  through  nation-wide 
unions  are  increasingly  concerning  them- 
selves with  welfare  and  health  programs  ex- 
tending from  coast  to  coast  and  from  border 
to  border. 


Mrs.  P.  0.  Marvel  conducted  the  installa- 
tion services  for  the  new  officers.  Follow- 
ing the  ceremony,  Mrs.  Maiwel  read  a beau- 
tiful and  inspiring  poem  entitled,  “What  We 
Did  on  the  Long,  Long  Road.” 

In  the  absence  of  Mrs.  Waddell  (due  to 
illness),  Mrs.  Farrell  announced  that  Mrs. 
R.  Brown  of  Beatrice,  will  be  the  recording 
secretary,  and  the  corresponding  secretary 
for  the  coming  year,  will  be  Mrs.  Arthur 
Bryant. 

The  meeting  was  adjourned. 

Respectfully  submitted, 

Irene  H.  Kelley, 
Recording  Secretary. 


Whether  we  like  it  or  not,  the  future  of 
medical  practice  will  be  shaped  by  great  con- 
tinental interests  and  forces.  If  we  wish  to 
preseiwe  the  principles  of  free  enterprise  and 
individual  integrity  in  American  medicine, 
we  must  look  to  the  national  spokesmen  of 
our  profession  for  the  same  bold  leadership 
and  firm  support  of  the  Blue  Shield  concept 
that  the  leaders  of  the  state  and  county 
sponsoring  societies  have  given  Blue  Shield 
during  all  its  tender  years. 


DIABETIC  VASCULAR  DEGENERATIVE 
DISEASE  AND  THE  ROLE 
OF  THE  PHYSICIAN  IN 
ITS  PREVENTION 

(Continued  from  page  530) 


Know  Your 
Blue  Shield  Plan 


Blue  Shield  and  Our  National  Leadership — 

The  American  Medical  Association’s  recent 
declaration  of  renewed  support  for  Blue 
Shield  demonstrates  that  the  national  lead- 
ership of  our  profession  recognizes  the  im- 
portance most  of  us  in  the  state  and  county 
medical  societies  long  ago  attached  to  our 
support  of  our  local  Plans.  In  its  essence, 
the  action  of  the  A.M.A.  House  of  Dele- 
gates comprises  an  acknowledgment  that 
medicine’s  own  sponsored  Blue  Shield  pre- 
payment plans  need  all  the  support,  under- 


2.  Diagnostic  Followup: 

The  case  finding  procedures  noted 
above  can  never  be  considered  diag- 
nostic, but  do  provide  a way  of  dis- 
covering those  who  are  most  likely  to 
be  afflicted.  Whether  blood  or  urine 
tests  are  used,  many  false  positives  as 
well  as  false  negatives  may  result. 
For  the  latter,  periodic  examinations 
may  eventually  uncover  the  true  situ- 
ation. All  positives,  however,  must  be 
regarded  stispected  until  proven  other- 
u'ise.  The  final  diagnosis  is  the  re- 
sponsibility of  the  family  physician. 
Diabetes  cannot  be  conclusively  ruled 
out  except  by  a glucose  tolerance 
test.  A blood  sugar  taken  two  hours 
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after  a 100  gram  carbohydrate  break- 
fast is  the  next  best  acceptable  proce- 
dure. 

3.  Thorough  Treatment : 

Every  case,  however  mild,  must  be 
taken  seriously  and  treated  thoroughly 
if  we  are  to  obtain  the  highest  degree 
of  control  necessary  for  prevention. 
This  implies  continuous  self-discipline 
on  the  part  of  the  patient  with  fre- 
quent checks  by  the  physician. 

4.  Patient  Education : 

The  entire  program  for  prevention  of 
the  vascular  degenerations  falls  down 
with  loss  of  cooperation  by  the  pa- 
tient, a situation  far  too  prevalent. 
Hence,  persistent  education  of  the  pa- 
tient on  the  necessity  of  perfect  con- 
trol and  the  methods  of  obtaining  such 
control.  While  mass  programs  of  edu- 
cation are  being  pushed  by  organiza- 
tions interested  in  diabetes,  the  best 
individual  education  can  be  provided 
only  by  the  family  physician  whose 
frequent  visits  to  the  home  affords 
him  the  chance  of  discovering  minor 
lapses  in  the  program  of  manage- 
ment and  of  advising  immediate  cor- 
rections. 


TUBERCULOSIS  ABSTRACTS 

THE  MANAGEMENT  OF  RELAPSE  IN 
TUBERCULOSIS 

Tuberculosis  patients  who  have  had  chemo- 
therapy in  the  past  are  more  difficult  to  treat 
if  relapse  occurs  than  those  who  were  treated 
without  dnigs.  Dings  combined  with  modified 
bed  rest  should  be  used  in  all  cases.  Effective 
first-treatment  is  the  best  defense  against 
relapse. 

The  management  of  patients  who  relapse  after 
treatment  for  tuberculosis  can  be  divided  into  two 
groups,  one  of  v/hich  is  relatively  easy,  the  other 
often  very  difficult.  The  easy  group  is  composed 
of  patients  who  were  treated,  apparently  success- 
fully, without  antituberculosis  drugs.  Every  year 
a small  number  of  these  are  found  to  have  active 
disease.  They  should  be  handled  exactly  as  first- 
treatment  cases:  with  adequate  rest,  two  dings, 

and  — if  indicated  — surgery.  If  the  patient  is 
a responsible  graduate  of  an  old-time  tuberculosis 
hospital,  it  may  not  be  necessary  to  keep  him  in 
a hospital  for  the  entire  duration  of  drug  therapy. 
A preliminary  hospital  work-up  is  needed  for  com- 
plete evaluation.  This  should  include  radiologic 
and  bronchoscopic  study,  pulmonaiy  function  tests, 
bacterial  drug  susceptibility  determinations,  and 
careful  obseiwation  for  untoward  drug  reactions. 
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After  this,  if  the  home  is  adequate  and  if  the  pa- 
tient is  sufficiently  intelligent  and  reliable,  he  can 
be  treated  on  an  outpatient  basis.  This  does  NOT 
mean  that  he  can  continue  to  work.  To  give  a pa- 
tient a bottle  of  pills  and  tell  him  to  come  back 
in  4 to  6 months,  is  not  tuberculosis  treatment. 

Patients  with  much  fibrosis  or  those  who  have 
had  pneumothorax  or  thoracoplasty  may  have  great- 
ly reduced  pulmonary  function.  Sui’gical  measures 
should  be  undei’taken  only  after  careful  assessment 
of  pulmonary  function.  Older  patients  who  improve 
and  tui-n  negative  on  chemotherapy  should  be  main- 
tained on  drags  for  a long,  long  time.  The  more 
extensive  the  original  lesion  or  the  older  the  pa- 
tient, the  longer  the  drag  regimen.  Drags  can  be 
taken  “For  Life”  in  the  treatment  of  tuberculosis, 
just  as  in  the  treatment  of  diabetes,  perncious  ane- 
mia, epilepsy,  and  other  diseases. 

RELAPSE  AFTER  CHEMOTHERAPY 
By  far  the  larger  and  more  difficult  group  of 
patients  seen  in  relapse  today  are  those  who  have 
had  chemotherapy  in  the  past.  The  great  majority 
of  these  unfortunate  situations  arise  because  some- 
one has  broken  one  of  the  three  fundamental  com- 
mandments of  chemotherapy: 

1.  Thou  shalt  not  stop  first-treatment  drags 
too  soon. 

2.  Thou  shalt  not  interrapt  treatment. 

3.  Thou  shalt  not  use  up  thy  best  drugs  in 
the  first  round. 

A patient  who  has  active  tuberculosis  after 
“adequate”  drag  treatment  is  in  a very  tough 
spot  indeed. 

The  initial  work-up  should  include,  in  addition  to 
the  items  mentioned  above,  a meticulous  history 
of  drug  treatment,  dosage,  and  duration.  Tests  of 
bacterial  susceptibility  to  drugs  are  mandatory.  By 
and  large,  test-tube  resistance  to  streptomycin  par- 
allels clinical  resistance.  Giving  more  streptomycin 
in  such  situations  can  cause  toxic  reactions  but  do 
no  good.  In  first-treatment  cases,  resistance  to 
isoniazid  in  the  test  tube  does  not  always  parallel 
the  clinical  situation;  if  the  drug  is  continued, 
clinical  improvement  may  be  anticipated.  This  does 
not  apply  to  patients  who  relapse  while  on  treat- 
ment or  after  treatment.  These  patients  usually 
show  both  test-tube  and  clinical  resistance.  If  the 
patient  in  relapse  has  not  had  one  of  the  major 
drugs  (isoniazid  or  streptomycin),  he  certainly 
should  get  it,  in  combination  with  PAS  or  a PAS 
substitute.  Usually,  unfortunately,  the  patient  has 
had  isoniazid-PAS-streptomycin  prior  to  relapse. 
One  reason  why  many  patients  use  up  their  two 
best  drags  during  first  treatment  is  the  improper 
evaluation  and  handling  of  drug  reactions.  Re- 
actions can  be  classified  as:  (a)  Toxic,  such  as 
eighth  neiwe  damage  due  to  streptomcyin  or  neu- 
ropathy due  to  isoniazid.  (b)  Intolerance,  gastro- 
intestinal symptoms  due  to  PAS.  (c)  Hypersensi- 
tivity, or  true  allergy:  fever,  adenitis,  rashes, 

changes  in  blood,  purpura,  hepatitis,  shock,  even 
death. 

DRUG  REACTIONS 

Eveiy  drug  reaction  should  be  analyzed  and 
classified,  as  each  type  requires  different  han- 
dling. 

Toxic  reactions:  reduce  dose,  change  foi’m,  give 

antidote  if  available  (B6  for  isoniazid). 
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Intolerance:  reduce  dose,  change  form  (KPAS 

or  resins  for  sodium  PAS),  give  counteracting 
medicine  (antacids,  etc.). 

Hypersensitivity:  STOP  DRUG.  Desensitize.  If 
the  patient  has  used  up  his  first  team  drugs,  the 
second  and  third  teams  are  left.  These,  alas,  are 
not  too  good.  Pyrazinamide  is  a potent  drug.  It 
is  best  when  given  in  combination  with  isoniazid, 
which  is  already  used  up.  It  is  potentially  toxic 
to  the  liver  (3.5  to  10  per  cent  in  various  studies), 
hence  most  physicians  prefer  to  give  it  for  a rela- 
tively short  time  — about  three  months,  with  fre- 
quent tests  of  liver  function.  If  any  surgery  is 
planned,  pyrazinamide  is  an  excellent  drug  to 
“cover”  the  period  of  surgery  and  convalescence. 

Cycloserine  is  not  a very  potent  diug;  used  alone 
to  treat  a patient  in  drug-resistant  relapse,  it  is  of 
little  value.  Viomycin  and  terramycin  have  some 
effect,  but  are  not  very  potent.  Kannamycin  has 
proved  more  toxic  than  useful.  Hinconstarch,  strep- 
tovaricin,  and  the  hydrazones  of  isoniazid  all  seem 
to  work  better  in  reports  from  abroad  than  in  pa- 
tients in  relapse. 

Corticosteroid  drugs,  which  can  be  vei*y  helpful 
in  some  selected,  very  sick,  first  treatment  cases, 
are  dangerous  and  should  be  avoided  in  relapse  pa- 
tients. If  these  agents  are  used  without  an  effective 
“umbrella”  of  antituberculosis  drugs,  they  can  cause 
serious  spread  of  the  tuberculosis. 

We  must  not  forget  the  value  of  old-fashioned 
bed  rest.  This  unspectacular  modality  has  helped 
untold  thousands  of  patients  in  the  past  hundred 
years;  in  many  cases  it  was  the  only  treatment  used. 
Bed  rest,  not  all  day  but  18  to  20  hours  a day,  can 
reduce  toxicity,  improve  resistance,  and  frequently 
allow  a relapsed  patient  to  “cool  off”  sufficiently, 
either  to  overcome  his  disease  or  to  tolerate  sur- 
ge ly. 

Surgery  does  not  have  to  be  resection.  There 
is  still  a place  for  thoracoplasty  in  patients  with 
localized  upper  lobe  cavitation,  who  are  poor  risks 
for  resection.  Plombage  is  a less  effective,  but 
also  less  drastic,  procedure  and  may  be  used  as  a 
temporary  expedient. 

Any  surgical  procedure  is  more  dangerous  when 
performed  on  a patient  w'ho  is  excreting  drug-re- 
sistant tubercle  bacilli.  It  takes  sound  and  mature 
medical  judgment  to  decide  w'hether  to  take  a 
calculated  risk  or  to  leave  a bad  situation  alone. 

To  sum  up  the  treatment  of  relapse:  There  is 
no  simple  formula.  Practically  all  patients  should 
be  in  a hospital.  A first-line  drug,  not  used  before, 
should  be  given  with  either  PAS  or  a comparable 
drug.  Isoniazid  may  be  given,  hopefully,  but  may 
do  no  good.  Only  occasionally  will  very  high  doses 
of  isoniazid  (with  10  per  cent  B6)  prove  helpful 
after  regular  doses  have  become  ineffective.  The 
best  combination  of  second  and  third  team  drugs 
should  be  used.  Modified  bed  rest  is  an  extremely 
valuable  treatment.  Collapse  or  resectional  sur- 
gery is  more  hazardous  in  the  presence  of  drug  re- 
sistant tubercle  bacilli,  but  can  be  carried  out  in 
selected  cases.  The  best  management  of  relapse  is 
to  ti-y  to  prevent  it  by  carrying  out  effective  first 
treatment. 


Invest  in  the 
future  health 
of  the  nation 


and  your  profession 


Give  to 


medical  education 

througli  AMEF 

To  train  the  doctors  of  tomorrow,  the 
nation’s  medical  schools  must  have 
your  help  today.  It  is  a physician’s 
unique  privilege  and  responsibility 
to  replenish  his  own  ranks  with  men 
educated  to  the  highest  possible 
standards.  Medical  education  needs 
your  dollars  to  stay  strong  and  free. 

Send  your  check  today! 


American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 
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ORGANIZATIONS.  STATE 


Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 
E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 

American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 

National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 

American  Cancer  Society 
Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
300  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
V'olker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  FYancisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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EDITORIALS 


The  Nebraska  State 


Medical  JournalyK 


SEASON’S  GREETINGS 

The  Editorial  Staff  of  your  Journal 
extends  to  each  of  you,  our  readers,  a 
sincere  wish  that  you  may  have  the  best 
that  life  offers  for  man,  now  a n d 
throughout  the  New  Year.  We  hope 
contemplation  of  “One  Solitary  Life” 
(see  cover)  at  this  season,  may  cause 
you  to  stop,  think,  and  enter  the  future 
with  greater  confidence  and  satisfac- 
tion. 


TO  DO  THE  IMPOSSIBLE 

It  always  takes  a little  longer  to  do  the 
impossible. 

When  Nebraska  Medical  Service  was  still 
a tantalizing  concept  being  tossed  around 
by  those  of  the  Nebraska  State  Medical  As- 
sociation who  were  deeply  interested  in  pro- 
viding prepaid  medical  care  to  low-income 
groups,  they  were  advised  by  experts  that  it 
couldn’t  be  done  — it  was  the  “impossible.” 
There  was  little  in  the  way  of  a blueprint. 
Experience  would  have  to  be  accumulated  if 
a plan  were  ever  put  into  action.  Regard- 
less of  the  “impossibility”  of  success  of  the 
proposed  Plan,  the  Nebraska  State  Medical 
Association  courageously  decided  to  moye 
ahead  and  put  the  Plan  in  operation,  with 
the  aid  of  the  Participating  Physicians. 

Such  a Plan  had  to  provide  the  members 
with  the  services  promised  in  the  contract, 
and  it  had  to  remain  solvent  ■ — pay  all 
legitimate  claims,  meet  all  oyerhead,  and  ac- 
cumulate the  reserves  required  by  law.  This 
the  Participating  Physicians  guaranteed  by 
their  signatures  to  the  Participating  Physi- 
cians agreements. 

The  beginning  had  to  be  cautiously  con- 
ceived. The  first  contracts  were  priced  so 
that  the  low-income  groups  could  afford 
them ; they  offered  in-hospital  surgical  bene- 
fits with  only  a few  procedures  in  home  or 
office.  It  was  the  intent,  providing  the  ini- 
tial efforts  were  successful,  to  add  benefits 
whenever  the  financial  condition  of  the  Plan 


Kstab’ished  1916  by  The  Nebraska  State  Medical  Association 

4^ Norfolk,  Nebraska,  December,  1960 No.  V2. 

warranted;  to  keep  the  price  of  the  basic 
contract  within  the  means  of  the  low-income 
group;  and  to  adjust  doctors’  fees  when  ac- 
tuarilly  possible.  Other  contracts  with 
greater  benefits,  higher  premium  rates,  and 
more  adequate  fees  for  Participating  Physi- 
cians were  to  be  added  as  public  demand  and 
willingness  to  pay  the  increased  premiums 
seemed  to  warrant. 

The  success  of  the  Plan  has  been  phenom- 
enally good,  as  the  profession  of  Nebraska 
is  aware.  Mild  interest  on  the  part  of  the 
American  Medical  Association  turned  to  en- 
thusiastic support  of  the  Blue  Shield  con- 
cept. The  success  of  Blue  Shield  can  be  laid 
to  the  wholehearted  support  of  the  Medical 
Profession  and  approval  of  the  “Service 
Benefit”  principle  and  the  Community  Rate, 
and  the  policy  of  continued  protection 
throughout  life,  regardless  of  employment, 
age,  condition  of  health  or  frequency  of 
usage. 

After  a few  years  of  its  existence,  Ne- 
braska Medical  Service  added  “In-Hospital 
Medical  Care”  benefits  to  surgical  benefits; 
reduced  and  finally  did  away  with  the  wait- 
ing period  in  the  hospital ; increased  p>er 
diem  doctors’  fees ; and  finally  came  up  with 
“In-Hospital  Medical  Care”  benefits  that  are 
satisfactory  to  all  concerned.  Let  it  be  em- 
phasized that  Nebraska  Medical  Seryice  has 
been  able  at  all  times  to  fulfill  its  obliga- 
tions as  to  payment  of  claims  and  mainten- 
ance of  more  than  adequate  reserves.  It 
has  always  been  able  to  return  an  approxi- 
mate ayerage  of  85  per  cent  of  its  income 
from  premiums  to  the  contract  holders  in 
the  form  of  benefits.  It  has  conducted  its 
business  on  an  approximate  average  of  less 
than  10  per  cent  of  its  income.  Its  reserves 
exceed  those  required  by  law.  The  Plan  is 
in  excellent  financial  position. 

The  Participating  Physicians  are  the  heart 
and  soul  of  a Medical  Service  Plan  and  the 
Doctors  of  Nebraska  have  made  a great  con- 
tribution to  the  Voluntary  Prepayment 
movement  in  Nebraska  by  their  generous  and 
enthusiastic  support  of  Nebraska  Blue 
Shield.  This  continued  support  is  necessary 
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and  can  be  made  evident  by  signing  the  new 
Participating  Physicians  agreement  for  the 
new  Series  of  Blue  Shield  contracts. 

Now,  with  the  consent  of  the  doctors  of 
Nebraska,  via  their  House  of  Delegates,  new 
service  benefit  contracts  at  several  levels 
are  already  to  be  offered  to  the  public  in 
January  1961.  These  contracts  range  up- 
ward in  price  and  benefits  to  offer  the  buy- 
ing public  anything  it  desires.  Every  Ne- 
braska physician  will  need  and  wish  to  be- 
come familiar  with  these  new  contracts.  In 
order  to  furnish  considerable  fundamental 
information  about  all  our  contracts,  Nebras- 
ka IMedical  Service  furnishes  a resume  of 
the  subject  in  this  issue  of  the  Journal  (see 
pp.  611  to  614).  Reference  to  this  section 
will  convince  the  reader  that  it  has  not  tak- 
en such  a veiy  long  time  for  Nebraska  Medi- 
cal Service  to  do  the  “impossible.” 

P.S. : Remember  — Sign  that  new 
Participating  Physicians  agreement 
when  it  is  presented  to  you.  It  is  your 
vote  for  the  “Voluntary  Way.” 

INFECTIOUS  HEPATITIS 

There  has  been  an  inordinate  rise  in  the 
incidence  of  infectious  hepatitis  in  Nebraska 
during  the  first  nine  months  of  1960,  as  re- 
ported to  the  Nebraska  State  Health  Depart- 
ment. There  is  also  an  increased  morbidity 
from  this  disease  nationwide,  but  it  only  ex- 
ceeds that  of  1959  by  about  35  per  cent, 
whereas,  in  Nebraska,  it  will  approximate 
300  per  cent. 

Infectious  hepatitis  has  been  noted  to  be 
cyclic  in  its  incidence.  The  last  high,  nation- 
wide, was  in  1954,  when  more  than  50,000 
cases  were  reported;  the  last  low  was  in 
1957,  with  fewer  than  15,000  cases.  In  Ne- 
braska, the  incidence  for  1954  was  compara- 
tively very  low  — 24  reported  cases  — while 
the  two  years  on  either  side  of  1954  were 
steady  at  from  93  to  99  cases.  These  figures 
make  1960  stand  out  prominently  with  213 
cases  reported  from  January  1 to  September 
30.  If  the  last  quarter  follows  the  usual 
pattern,  the  increase  will  appear  even  more 
marked,  because  the  greatest  incidence  oc- 
curs in  the  fall  and  winter  months.  What- 
ever the  significance  may  be,  the  greatest  in- 
cidence has  occurred  in  Southeastern  Ne- 
braska, centering  about  Douglas  County. 
For  instance,  in  August,  Douglas  County  re- 
ported 50  per  cent  of  the  total  cases  in  the 
State. 


Infectious  hepatitis  seemed  to  come  into 
focus  as  a real  problem,  especially  to  the 
military,  during  the  years  of  World  War  II, 
and  it  has  been  predicted  that  its  importance 
as  a problem  may  well  increase  in  the  next 
few  years.  Too  little  is  known  about  the 
etiology  and  prevention  of  this  disease.  It  is 
caused  by  a virus ; is  passed  from  person  to 
person  by  direct  or  indirect  contact;  has  an 
incubation  period  of  from  14  to  40  days;  it 
leaves  lifetime  immunity.  It  is  most  likely 
to  attack  persons  in  the  younger  age  group. 
It  is  endemic  in  most  areas  of  the  World 
but  may  assume  epidemic  proportions  under 
certain  circumstances.  The  cyclic  increases 
m morbidity  are  usually  of  insufficient 
magnitude  to  warrant  the  epidemic  category. 

Serum  hepatitis  is  caused  by  a different 
virus;  is  not  acquired  by  contact,  but  by 
way  of  the  blood ; has  a much  longer  incuba- 
tion period ; and  has  a steady  incidence.  The 
diagnostic  criteria,  clinical  and  laboratory, 
as  well  as  the  pathologic  changes,  do  not 
differ  materially  from  those  of  infectious 
hepatitis. 

Doctors  should  be  faithful  in  reporting 
their  cases  of  infectious  hepatitis  and  me- 
ticulous in  pinpointing  the  early  cases  of 
any  outbreak.  The  relationship  of  the  cases 
to  such  things  as  streams,  sewage  disposal, 
flooding,  and  the  presence  of  unusual  num- 
bers of  possible  vectors  such  as  flies  may  be 
of  importance  both  as  to  the  incidence  and 
the  spread  of  the  disease. 

MARCH  OF  DIMES 

The  coming  January  will  be  March-of- 
Dimes  , month.  The  National  Foundation 
will  ask  again  for  contributions  to  support 
research,  formerly  directed  at  the  objective 
of  conquering  poliomyelitis,  now  expanded 
into  other  fields,  notably  arthritis  and  con- 
genital anomalies. 

The  Foundation  is  unique  in  several  ways, 
notably  two : It  is  not  subsidized  by  govern- 
ment, and  its  financial  support  is  derived 
from  contributions  by  countless  private  in- 
dividuals. These  are  two  extremely  impor- 
tant characteristics,  because  the  gi'owing 
tendency  of  our  Federal  Government  to  sub- 
sidize research  introduces  many  evils  — too 
many  to  be  discussed  here  and  now ; and  be- 
cause small  donations  by  many  private  indi- 
viduals not  only  create  a widespread  inter- 
est in  the  work  of  The  Foundation  but  makes 
(Continued  on  page  596) 
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PRE-GAME 

Emotional 

Tension, 

Gastrointestinal 

Motility 

and  the 

Feeding 

of 

Athletes* 


IT  is  the  practice  in  many  col- 
leges and  universities  to  feed 
their  football  players  a rather 
heavy  pregame  meal.  This  is  true  at  our 
university.  A training-table  meal  consisting 
of  steak,  potatoes,  vegetables,  and  so  forth 
is  offered  at  9 ;00  to  9 ;30  a.m.  on  the  day 
of  the  game.  This  presumably  serves  two 
purposes : 

1.  The  voracious  hunger  of  these  healthy 
young  males  is  satisfied. 

2.  They  can  go  into  the  game  with  the 
feeling  that  they  are  supplied  with 
the  needed  energy  to  fulfill  the  re- 
quirements. 

The  meal  time  is  supposedly  far  enough 
in  advance  of  the  game  to  assure  complete 
digestion  before  game  time.  However,  a 
certain  degree  of  first-half  sluggishness  sug- 
gested that  the  validity  of  this  feeding 
regimen  should  be  investigated. 

Recitation  of  a few  common  analogies  will 
refresh  your  memory  on  the  relationship 
between  eating  and  physical  and  mental  ac- 
tivity. 

1.  All  of  you  who  have  eaten  a good 
holiday  meal  recall  only  too  vividly 
what  you  most  liked  to  do  immedi- 
ately afterward. 

2.  Although  subject  to  some  question  at 


K.  D.  ROSE,  M.D.,  and 
S.  I.  FUENNING,  M.D. 

University  Health  Service,  University  of  Nebraska 
Lincoln,  Nebraska 


the  present  time,  the  old  adage  of  “an 
hour  or  two  after  eating  before  swim- 
ming to  prevent  cramps”  is  well 
known. 

3.  The  phenomenal  drowsiness  of  stu- 
dents in  the  one-o’clock-lecture  class 
needs  no  elaboration. 

If  we  accept  the  fact,  then,  that  the  post- 
prandial interval  is  attended  by  mental  and 
physical  sluggishness,  what  relationship  has 
that  to  a football  player  fed  four  and  one- 
half  to  five  hours  before  game  time?  For 
a partial  understanding  of  the  relationship, 
let  us  turn  to  the  effect  of  emotions  on  di- 
gestion. All  of  you  have  heard  the  reminder 
not  to  argue  at  mealtime,  it  interferes  with 
digestion.  May  I quote  from  Cecil  & Loeb’s 
Textbook  of  Medicine  “The  symptoms  of 
the  psychophysiological  disturbance  in  the 
gastrointestinal  tract  are  the  consequence  of 
anxiety  in  interpersonal  affairs.  They  may 
take  the  form  of  anorexia,  nausea,  nervous 
indigestion,  vomiting,  belching,  distress 
from  gas,  and  epigastric  pain  resulting  from 
diarrhea  and  constipation.”  What  could 
cause  more  “anxiety  in  interpersonal  af- 
fairs” than  the  week  to  week  need  to  be  up 
for  the  big  game,  particularly  in  a relatively 
young  man  not  yet  accustomed  to  the  emo- 
tional vicissitudes  of  this  modern  life  as 

♦Presented  at  national  meeting  of  National  Athletic  Train- 
er’s Association,  Kansas  City,  Missouri,  June  28,  1960. 
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exemplified  by  present  day  college  or  varsity 
competition.  The  correlation  between  pre- 
game tension  and  digestion  needs  no  further 
elaboration. 

In  order  that  we  not  be  complacent  in  the 
knowledge  that  our  players  are  fed  at  least 
four  hours  before  game  time,  let  us  examine 
the  matter  of  gastrointestinal  motility.  Best 
and  Taylor^  in  the  Sixth  Edition  of  their 
book,  “Physiological  Basis  of  Medical  Prac- 
tice,” state  this  concerning  the  emptying 
t’me  of  the  stomach.  “In  normal  young 
males,  the  test  meal  is  evacuated  (from  the 
stomach)  in  about  two  hours.” 

Referring  to  intestinal  motility,  they  have 
this  to  say.  “The  material  (barium  meal) 
commences  to  leave  the  stomach  almost  im- 
mediately after  it  has  been  swallowed;  it 
moves  steadily  and  at  a fairly  rapid  rate 
through  the  duodenum  and  very  rapidly 
through  the  jejunum.  Its  progress  through 
the  ileum  becomes  progressively  slower  as 
the  ileocecal  opening  is  approached,  and  in 
the  lower  part  of  the  ileum  the  material 
tends  to  accumulate  before  it  is  passed  into 
the  cecum.  It  commences  to  enter  the  latter 
in  about  2 1/2  hours  on  the  average.  In 
four  hours  or  so,  the  material  arrives  at  the 
hepatic  flexure  and  in  about  six  hours  at  the 
splenic  flexure.” 

Figures  1,  2 and  3 are  from  a normal 


Figure  1 


small  bowel  motility  series  and  show  a pro- 
gression of  barium  through  the  stomach, 
duodenum,  jeunum,  ileum  and  colon  at  IV2, 
2 to  4 hours  after  ingestion  of  a barium 


Figure  3 

Normal  Small  Bowel  Series 
(Above  applies  to  Figures  1,  2.  3). 
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meal.  Notice  that  there  is  still  barium  in 
the  stomach  at  IV2  hours  but  that  the  stom- 
ach is  empty  at  two  hours.  In  addition,  pro- 
gression through  the  lower  small  bowel  is  on 
time  and  the  head  of  the  barium  column  is 
well  into  the  colon  at  4 hours. 

In  order  to  demonstrate  the  appearance 
of  a barium  meal  in  the  stomach  and  upper 
small  bowel  more  adequately,  Figure  4 is 
shown.  The  case  chosen  was  that  of  a twen- 
ty-year-old Jamaican  student  with  a “dis- 
turbance in  motor  function  of  the  stomach.” 
In  other  words,  he  had  a nervous  stomach. 
Note  that  the  barium  is  still  in  the  stomach 
and  duodenum  and  only  slightly  in  the  je- 
junum even  after  2 hours. 


Figure  1 

Two-hour  post-prandial  film.  Pati.nt  with  “Nervous 
Ston.ach.” 


In  the  spring  of  this  year,  four  of  our 
football  players  volunteered  to  serve  as  test 
subjects  in  an  analysis  of  gastrointestinal 
motility  before  and  after  a football  game. 
The  game  chosen  was  the  annual  Varsity- 
Alumni  Game,  one  most  likely  to  simulate 
actual  varsity  competition.  It  was  our  hy- 
pothesis that  pre-game  tension  would  be  suf- 
ficient to  affect  digestion  of  a pre-game  meal. 
It  is  the  custom,  as  stated  above,  to  feed  our 
football  players  a heavy  meal  consisting  of 
steak  (8  oz.),  potatoes,  vegetables,  and  so 


forth  at  9 :00  to  9 :30  a.m.  in  the  hope  that 
it  would  by  digested  by  game  time.  This 
procedure  was  followed,  but  with  a small 
glass  of  barium  sulfate  added.  About  2V2 
to  3 hours  later,  just  before  suiting  up  for 
the  game,  flat  film  X rays  were  taken  of 
their  abdomens.  These  X rays  were  then 
repeated  after  the  game  and  after  the  boys 
had  showered,  changed  clothes,  and  walked 
or  driven  to  the  Health  Service.  On  the 
average  this  was  7 to  7 1/0  hours  after  eating. 
By  this  procedure,  it  was  hoped  that  some 
information  might  be  obtained  on  rate  of 
passage  of  a pre-game  meal. 

The  results  obtained  were  surprising  but 
not  unexpected. 

Only  one  case  has  been  chosen  to  demon- 
strate the  delay  in  gastrointestinal  motility 
brought  about  by  pregame  tension.  Figure 
5 shows  a film  taken  at  2 1/2  hours  after  eat- 
ing. About  90  per  cent  of  his  meal  is  re- 
tained within  his  stomach.  After  the  game, 
and  six  hours  and  forty-five  minutes  after 
eating,  he  still  had  the  meal  in  his  jejunum 
and  it  was  only  just  entering  the  large  bowel 
(figure  6).  He  was  over  four  hours  behind 
in  his  digestive  schedule.  The  other  three 
boys  retained  25  per  cent  to  50  per  cent 
of  their  meals  in  their  stomachs  at  21/2  to 
3 hours  after  eating,  and  were  from  2 to  3 
hours  behind  on  their  digestive  schedule. 

We  do  not  believe  that  these  cases  rep- 
resent physiological  variations  but  rather 
examples  of  reduced  gastrointestinal  mo- 
tility secondary  to  pregame  emotional  ten- 
sion. The  net  result  was  that  these  4 play- 
ers were  simultaneously  playing  football  and 
digesting  a meal. 

Assuming,  therefore,  that  these  players 
were  digesting  while  playing,  let  us  exam- 
ine what  effect  that  might  have  on  their 
physical  and  mental  aptitude.  First  and 
most  important  is  the  reminder  that  it  takes 
blood  to  digest  food.  Under  normal  circum- 
stances, such  as  after  that  Thanksgiving 
meal,  one  becomes  sluggish  and  lies  down 
“to  let  his  food  digest.”  This  is  only  a mani- 
festation of  the  fact  that  the  bulk  of  his 
blood  supply  is  being  pooled  in  his  visceral 
organs  for  the  purpose  of  digestion.  If  one 
choses  to  be  physically  active  after  eating, 
the  situation  then  resolves  into  a conflict 
between  one’s  digestive  and  muscular  sys- 
tems for  the  available  blood  pool.  I do  not 
know  which  one  wins  in  any  given  case,  but 
I strongly  suspect  both  suffer.  In  muscular 
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activitj’,  glucose,  as  the  energy  source,  is 
burned  to  lactic  acid  in  an  oxygen-free  en- 
vironment giving  about  0.16  calories  per 


Fijjiire  5 

Two  and  one-half  hour  post-prandial.  Before-game 
film. 


Figure  6 

Six  and  one-half  hours  post-prandial.  Post-game 
film. 


gram.  Should  this  lactic  acid  accumulate  in 
the  muscles,  cramps  would  ensue.  This  is, 
in  part,  what  is  presumed  to  occur  when  a 
person  undertakes  too  strenuous  activity 
after  eating.  Our  bodies,  however,  are  en- 
dowed with  a mechanism  to  prevent  this  and 
to  obtain  more  energ>’.  In  the  presence  of 
oxygen,  as  furnished  by  the  blood,  lactic 
acid  is  burned  to  carbon  dioxide  and  water, 
releasing  3.8  calories  per  gram  of  original 
glucose.  This  is  twenty-five  times  the  en- 
ergy released  by  the  oxygen-free  mechanism. 
One  can  thus  see  the  importance  of  oxygen 
in  muscular  function,  i.e.,  to  further  oxidize 
the  lactic  acid  to  produce  the  major  part  of 
the  needed  energy.  Since  blood  is  the  oxy- 
gen transporter  in  our  system,  one  can  im- 
mediately recognize  the  detrimental  effect  a 
conflict  between  digestion  and  muscular  ac- 
tivity would  have  on  physical  stamina. 
Bullen  and  co-workers  stated,  in  a recent 
article  on  Athletics  and  Nutrition,-^  that 
“Availability  of  oxygen  and  its  efficient  use 
can  become  the  limiting  factor  in  perform- 
ance.” 

Next,  we  must  remember  that  the  mere 
act  of  digestion  is  a complex  process.  First 
of  all,  ingested  food  must  be  broken  down 
into  molecular-sized  particles  before  it  can 
be  transported  across  the  intestinal  mem- 
brane into  the  circulation.  From  there  it 
must  be  transported  to  the  liver  and  mus- 
cles to  be  so  altered  as  to  be  available  for 
use.  In  other  words,  one  is  not  sustained 
at  the  moment  by  what  is  in  the  process  of 
digestion  but  what  has  been  stored  in  the 
past.  Bullen  has  stated,  “In  sports  which 
demand  endurance  and  prolonged  activity, 
there  is  evidence  that  performance  is  better 
maintained  if  the  person  is  on  a high  carbo- 
hydrate diet  ...  if  these  diets  have  been 
consumed  for  several  days  prior  to  the 
event.”  And  again  “available  evidence  in- 
dicates that  the  relative  composition  or  size 
of  the  meal  preceding  an  athletic  event  of 
short  duration  is  generally  unimportant  to 
the  performance  of  the  athlete.” 

It  is  easy  to  pose  a problem,  but  less  eas> 
to  offer  a solution.  Should  you  feed  or  not 
feed  an  athlete?  If  not,  as  do  most  track 
men,  how  are  you  going  to  appease  that 
huge,  hungry  football  player?  We  believe 
that  there  is  a satisfactory  solution  to  the 
problem. 

“The  degree  to  which  the  gastric  con- 
tents have  been  reduced  to  fluid  or  semi- 
fluid consistency  appears  to  be  an  impor- 
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tant  factor  determining  the  rate  of  empty- 
ing of  the  stomach.”  “Solid  particles  act 
as  mechanical  stimuli  which,  coming  into 
contact  with  the  pylorus,  cause  pyloric 
closure”  and  prevent  emptying  of  the  stom- 
ach until  the  food  mass  is  fluid  or  semi- 
fluid. “Fluids  and  semifluids  commence  to 
leave  the  stomach  almost  immediately  after 
being  swallowed. ”2 

Steak  and  potatoes  should  be  taboo,  but 
there  are,  on  the  market,  certain  protein 
hydrolysate  mixtures  with  added  carbohy- 
drates and  vitamins  which,  when  mixed  with 
milk  as  a milk  shake,  produce  a palatable 
cold  drink  containing  about  2400  calories 
per  quart.  The  mixture  is  liquid,  would  be 
expected  to  leave  the  stomach  at  once;  it  is 
predigested  so  that  absorption  should  be  rap- 
id; a high  caloric  intake  is  concentrated  in 
a relatively  small  volume ; an  immediate  but 
not  sustained  energy  source  should  be  read- 
ily available;  the  finished  product  can  be 
made  quite  palatable  and  in  a form  accept- 
able to  the  young  adult,  namely,  as  a choco- 
late milkshake.  One  should  be  cautioned 
that  not  all  protein  hydrolysates  are  palat- 


able. Two,  marketed  under  the  trade  names 
of  Sustagen  and  Meritene,  are  in  the  ac- 
ceptable group.  In  any  event,  feeding  should 
be  early  in  the  day  of  the  game. 

Acceptance  of  such  a program  of  pre- 
game feeding  depends,  of  course,  on  the  ac- 
ceptance of  the  rationale  behind  it  by  the 
coaching  and  training  staff,  because  they  are 
the  ones  who  must  convince  the  players  that 
this  is  a basically  sound  method  of  prepar- 
ing them  to  be  in  peak  physical  state  when 
the  whistle  sounds.  We  hope  that  this  paper 
will  stimulate  some  of  you  to  give  considera- 
tion to  the  rationality  of  proper  pregame 
feeding. 
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AN  EVALUATION  of 

Home  Visits 

In  Poison  Control 


The  Poison  Control  Program  in 
Omaha,  Nebraska,  has  a three- 
fold approach  to  the  problem: 
an  information  and  treatment  center  at  the 
Children’s  ^Memorial  Hospital;  a commun- 
ity-wide educational  program;  and  a home 
visitation  program  by  the  public  health 
nurse.  During  1958,  the  first  year  of  its 
operation,  529  cases  of  accidental  poisoning 
were  seen.  Of  this  number,  423  were  vis- 
ited by  a public  health  nurse. 

The  primary  objectives  of  the  followup 
visits  were  to  collect  epidemiological  data 
and  to  give  families  information  on  acci- 
dent prevention.  After  an  analysis  of  the 
as.sembled  data,  the  question  arose:  “How 
well  did  the  home  visit  actually  meet  the 
objective  of  preventing  accidental  poison- 
ing?” In  view  of  the  successive  increase  in 
the  number  of  children  involved  in  acci- 
dental poisoning,  it  appeared  that  an  answer 
to  this  question  should  be  sought. 

Representatives  from  the  Poison  Control 
Center  met  in  an  effort  to  develop  some 
method  whereby  the  results  of  the  follow- 
up visits  could  be  evaluated.  Plans  were 
made  to  conduct  a telephone  survey  of  par- 
ents whose  children  were  treated  during  the 
year  1958.  'S'olunteers  were  recruited  to 
make  the  necessary  telephone  calls.  The 
following  questions  were  asked : 

Question  1.  Did  you  discuss  the  experi- 
ence of  the  accidental  poisoning  and  follow- 
up visit  with  others? 

Question  2.  How  was  the  visit  of  the  pub- 
lic health  nurse  helpful? 

Question  3.  What  changes  have  you  made 
in  your  home  to  make  it  safer? 

Question  U-  Have  you  had  any  further 
accidents  of  any  kind  requiring  medical  care 
since  the  initial  home  visit? 

The  volunteers  were  successful  in  contact- 
ing 241  families  involving  266  cases,  or  62.9 
per  cent  of  the  total  number  who  had  been 
reached  through  home  visits  in  1958.  The 
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remainder,  or  157  cases,  had  moved,  were 
without  telephone,  or  were  not  home  at  the 
time  of  the  telephone  call. 

Answers  to  the  first  question  revealed  that 
212,  or  88.0  per  cent,  of  the  families  dis- 
cussed the  experience  of  accidental  poison- 
ing and  the  followup  visit  with  others;  25, 
or  10.4  per  cent,  did  not;  and  4,  or  1.6  per 
cent,  did  not  remember. 

Response  to  the  second  question  showed 
that  218.  or  90.5  per  cent,  of  the  families 
found  the  visit  of  the  public  health  nurse 
helpful.  The  assistance  was  noted  in  the 
areas  of  specific  instruction  in  prevention 
of  accidental  poisoning,  instruction  in  gen- 
eral safety,  information  about  growth  and 
development  of  infants  and  children  in  rela- 
tion to'accidents,  and  advice  or  referral  for 
general  health  problems.  Only  17,  or  7.0 
per  cent,  stated  that  they  had  not  found  the 
visit  of  the  public  health  nurse  helpful;  and 
6 families,  or  2.5  per  cent,  had  not  been 
home  at  the  time  of  the  followup  visit. 

Families  who  were  unreceptive  at  the 
time  of  the  original  home  visits  claimed  no 
help  when  interviewed  by  telephone.  Of 
particular  significance  is  that  4 of  the  17 
families  who  indicated  that  the  visit  of  the 
nurse  had  not  been  helpful  had  further  ac- 
cidental poisoning. 

Changes  made  to  make  the  home  safer 
subsequent  to  the  home  visit  included  safer 
storage  of  medicine  and  other  hazardous 
substances,  exertion  of  greater  caution,  im- 
proved environmental  conditions,  and  follow- 
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up  of  other  health  problems  in  226,  or  93.8 
per  cent,  of  the  cases.  Only  15,  or  16.2  per 
cent,  of  the  cases  made  no  change.  It  is 
interesting  to  note  that  these  same  15  fam- 
ilies were  part  of  the  17  who  had  not  found 
the  visit  helpful.  It  is  suggested  that  fur- 
ther study  be  made  to  find  out  why  this  lim- 
ited number  was  not  motivated  to  take  pre- 
ventive measures. 

At  the  time  the  initial  home  visits  were 
made  in  1958,  an  alarming  pattern  of  repe- 
tition of  accidental  poisoning  was  evident. 
In  124  (29.3  per  cent)  of  the  423  cases, 
either  the  same  child  or  another  member  of 
the  family  had  been  involved  in  a previous 
incident  of  accidental  poisoning.  As  a fur- 
ther attempt  to  determine  the  success  of  the 
followup  visit,  the  fourth  question  of  the 


telephone  survey  measured  the  occurrence 
of  any  other  accidents  including  accidental 
poisoning  requiring  medical  care  since  the 
initial  home  visit  — a period  of  1(4  to  2 1/2 
years.  A remarkably  low  number  of  cases 
(3.7  per  cent)  had  been  involved  in  further 
accidents. 

It  would  appear  that  the  marked  reduc- 
tion of  repeated  accidental  poisoning  from 
124  cases  to  9 cases  might  be  due  to  some 
change  in  safety  practices  or  housekeeping 
methods  in  these  families.  The  responses 
to  the  telephone  survey  indicate  that  the 
poison  control  program  had  contributed  to 
motivation  of  families  to  make  a safer  home 
environment  and  that  the  followup  visit  by 
the  public  health  nurse  has  been  an  impor- 
tant factor. 


“On  the  other  hand,  let’s  remember  that  drugs  can  only  make 
living  cells  do  more  or  less  what  they  are  already  capable  of  doing. 
Let’s  not  fool  ourselves  into  thinking  that  we  can  get  dnigs  that 
will  keep  us  alive  indefinitely.  We  each  of  us  have  a responsibility 
to  prepare  ourselves  for  old  age  and  death  with  equanimity  and 
good  humor.  Drugs  may  help.  They  can  be  used  successfully  to 
relieve  pain.  They  can  alleviate  the  unpleasant  symptoms  of  many 
diseases.  They  can  help  in  the  preventing  of  disease.  They  can 
promote  resistance  to  disease.  But  perhaps  fortunately  they  cannot 
prolong  life  indefinitely.”  (Dr.  Chauncey  D.  Leake  in  The  News- 
letter of  the  Gerontological  Society). 
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Presacra  I Nitrous 
Oxide  Pneumography 

IN  UNILATERAL  HYPOGENESIS  OF  THE  KIDNEY 


A Case  Report 

History  and  Physical  Findings: 

This  20-year-old  Indian  woman,  entered 
the  hospital  with  the  history  of  recurrent 
urinary  tract  infection,  which  had  been 
treated  previously  with  antibiotics.  The  in- 
fection tended  to  resolve  and  then  recur.  She 
also  gave  a fifteen  month  history  of  dull  pain 
in  the  left  flank  and  left  suprapubic  area. 
There  was  no  history  of  urinaiy  incontinence 
and  the  act  of  voiding  was  normal.  On 
physical  examination,  Murphy’s  Punch  was 
negative  on  both  sides.  The  remainder  of 
the  physical  examination  was  essentially 
within  normal  limits. 

Laboratory  Data : 

A blood  count  at  time  of  admission  showed 
15,000  leucocytes  with  a slight  shift  to  the 
left  on  a differential  smear.  The  urinalysis 
revealed  a specific  gravity  of  1.025,  reaction 
acid,  no  albumin  or  sugar,  and  numerous  pus 
cells  per  high  power  field,  but,  no  erythro- 
cytes on  microscopic.  Urine  culture  revealed 
no  growth.  Blood  urea  nitrogen  was  10.8 
mg.  per  100  cc. 

X-ray  Data: 

Upper  and  lower  gastrointestinal  studies 
were  within  normal  limits.  Intravenous  py- 
elogram  demonstrated  a nonmal  appearing 
right  kidney,  but,  no  appearance  of  dye  on 
the  left  side. 

Operative  Data: 

Cystoscopy  revealed  a slight  urethral 
stricture,  mild  trigonitis,  and  evidence  of  a 
normally  placed  right  ureter  orifice;  but  no 
evidence  of  a ureteral  ridge  opening  into  the 
bladder  on  the  left  side.  Indigo  carmine 
was  given  in  an  attempt  to  demonstrate  an 
opening  of  a displaced  ureter  into  the  blad- 
der. The  dye  appeared  promptly  at  the  right 
ureteral  orifice,  but  there  was  no  evidence  of 
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dye  from  any  other  area  within  the  bladder. 
The  urinary  tract  infection  subsided,  and 
cystoscopy  was  repeated.  Again,  no  evi- 
dence was  seen  of  left  ureteral  orifice  in  any 
abnormal  position.  The  patient’s  com- 
plaints of  dull  left  flank  and  suprapubic  pain 
persisted.  Presacral  Nitrous  Oxide  Pneu- 
mography was  then  perfomied  with  insuf- 


Figure  1 
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flation  of  2,000  cc.  of  95  per  cent  nitrous  ox- 
ide and  5 per  cent  oxygen  into  the  retro- 
peritoneal space.  Technique^'  * consisted  of 
using  an  18  gauge  spinal  needle,  inserted  in- 
to the  retroperitoneal  space  beneath  the 
coccyx  in  the  midline,  with  an  index  finger 
inserted  into  the  rectum  serving  as  guide. 
The  gas  was  injected  by  means  of  a 50  cc. 
syringe  and  a 3-way  stopcock  using  the  tech- 
nique described.  Simultaneously,  an  intra- 
venous pyelogram  was  performed  which  re- 
vealed a normal  appearing  kidney  on  the 
right,  as  previously  demonstrated;  on  the 
left,  there  was  no  evidence  of  dye.  How- 
ever, a lobulated  mass  was  revealed  by  the 


retroperitoneal  gas.  We  felt,  therefore,  that 
surgery  was  indicated.  The  liver,  spleen 
and  the  retroperitoneal  structures  had  a nor- 
mal appearance  otherwise  (figure  1). 

At  operation,  a left  flank  incision  was 
made  beneath  the  12th  rib  and  when  we 
opened  what  was  thought  to  be  Gerota’s 
capsule,  in  the  upper  portion  was  found  a 
cystic  mass.  A fibrosed  vascular  pedicle 
was  found  attached  to  this  cystic  mass,  and 
a string-like  structure  seemed  to  come  off 
what  appeared  to  be  the  pelvis  of  this  struc- 
ture. Attempt  was  then  made  to  catheterize 
this  string-like  structure,  which  was  thought 


Figure  2 


Figure  3 
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to  be  the  left  ureter,  but  this  was  unsuccess- 
ful. The  string-like  structure  was  traced 
down  to  the  region  of  the  bladder,  was  li- 
gated and  removed.  The  cystic  mass  was 
then  removed  after  ligating  its  vascular 
fibrosed  pedicle. 

Pathology  Report: 

The  gross  specimen  consisted  of  a reddish- 
pink  saccular  structure,  measuring  55x35x15 
mm.,  weighing  35  grams,  and  containing  nu- 
merous cysts,  of  which  the  largest  measured 
15  mm.  in  greatest  diameter.  Attached  to 
one  of  these  cysts,  was  what  appeared  to  be 
a ureter.  On  cross  section,  there  was  tubu- 
lar network  and  pelvis,  but  no  discernable 
cortex  or  medulla  as  these  had  been  replaced 
by  cysts  and  fibrous  stroma  (figure  2). 

The  predominant  picture  of  the  micro- 
scopic study  was  much  dense  fibrous  tissue 
with  isolated  islands  of  dilated  renal 
tubules  and  cysts.  There  were  rudiments  of 
both  ureter  and  renal  pelvis  and  also  islands 
of  tubular  glomeruli  and  convoluted  tubules. 
No  evidence  of  inflammation  was  present 
(figure  3). 

Comments 

The  postoperative  course  was  uneventful; 
the  dull  pain  of  which  the  patient  had  com- 
plained completely  disappeared.  The  only 
explanation  for  this  pain  is  that  gained  from 
the  experience  of  Hogarth^  who  feels  that 
these  cysts  of  the  kidney  are  under  tension 
which  accounts  for  the  patient’s  distress. 
Removal  of  these  cj^sts  results  in  complete 


relief  of  pain.  The  only  evidence  in  the 
world  literature  on  the  advantages  of  nitrous 
oxide  over  other  gases,  in  the  studv  of  the 
retroperitoneal  spaces,  is  that  of  Teschen- 
dorf.® He  concludes  that  nitrous  oxide  dif- 
fuses at  a slower  rate  than  carbon  dioxide, 
fails  to  have  the  incidence  of  air  embolism 
of  oxygen,  and  offers  as  the  only  side  effect, 
drowsiness  of  the  patient.  Drowsiness  is, 
in  reality,  a benefit. 

Conclusions 

This  patient  presented  an  interesting 
problem  in  which  presacral  Nitrous  Oxide 
Pneumography  was  employed  in  order  to 
make  a definite  diagnosis.  Without  this  aid, 
exploration  of  the  left  kidney  area  would 
have  been  necessary  without  the  knowledge 
of  whether  or  not  a kidney  or  kidney  rem- 
nant was  present.  Aortagram  might  have 
been  of  aid,  but  was  not  necessary,  due  to  the 
excellent  results  of  Nitrous  Oxide  Pneumog- 
raphy. 
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Neurologic  Briefs: 

NEUROLOGIC  MANIFESTATIONS  of 

Biochemical  and  Metabolic  Disorders 

(In  the  Adult) 


1.  Wilson’s  Disease  (hepato-lenticular  de- 
generation) 

Often  familial,  hereditary. 

Onset,  ages  10-20. 

Kayser-Fleisher  pigmentation  at  cor- 
neal edges. 

Liver  cirrhosis  (usually  asymptomat- 
ic. 

Neurologic  features: 

Muscular  tremor  and  rigidity  (hy- 
pertonicity) . 

Limb  muscles. 

Face — spastic  grin. 

Throat — dysarthria,  dysphagia. 

Mental  deterioration  (eventually  to 
chronic  brain-syndrome) . 

Progressive  debility. 

Biochemistry: 

An  endogenous  copper  intoxication 
associated  with  deficiency  of  cer- 
uloplasmin. 

Excessive  copper  excretion,  amino- 
aciduria, peptiduria,  hypouricem- 
ia. 

Treatment : Chelating  agents. 

2.  Myasthenia  Gravis. 

A biochemical  disease  at  motor  end-plate. 
Weakness  progressing  to  flaccid  par- 
alysis. 

Affects  principally  head-and-neck  stri- 
ated muscles  (supplied  by  cranial 
nerves)  or  large,  proximal  muscles  of 
limbs. 

May  be  just  one  isolated  group  (e.  g. 
E.O.M.,  face,  throat)  or  more  diffuse, 
disseminated. 

Rarely,  acute  crises  of  paralysis  (may 
involve  respiration). 

Electromyographic  tests. 


JOHN  A.  AITA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Provocative-therapeutic  tests : 
Prostigmin,  Tensilon. 

Curare,  quinine. 

Treatment : 

Oral  cholinergic  drugs. 

3.  Subacute  Combined  Sclerosis. 

Due  to  defect  in  vitamin  B,.  metabolism. 
Spinal  cord  principally  affected  (neu- 
rologically) . 

Demyelinization  of  posterior  columns 
and  pyramidal  tracts. 

Symptoms : 

Paresthesias  (usually  distal). 
Weakness,  spastic  or  flaccid. 

Ataxia. 

Occasionaly  marked  personality 
changes. 

Signs : 

Weak  distal  muscles;  flaccid,  spastic, 
or  mixed. 

Deep  reflexes  increased  or  decreased. 
Babinski  often  positive. 

Loss  of  distal  deep  sensations. 

Tests : 

Pernicious  anemia  blood  picture  (may 
be  in  remission  despite  progressive 
neurologic  deterioration!) 

Bone  marrow. 

Gastric  analysis. 

Reticulocyte  response  to  Bj2. 

Schilling  test  to  determine  absorption 
of  radioactive  B,2. 

Treatment:  Maintenance  doses  of  Bj„ 

(lifelong) . 
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4.  Hepatic  Coma, 

Due  to  multibiochemical  defects  associ- 
ated with  acute,  severe  liver  disease 
or  chronic,  advanced  liver  disease. 

Mental  changes  (progress  to  acute  brain- 
syndrome)  . 

AbnoiTnal  motor  activity  (particularly 
tremor  including  “flapping”  tremor). 

Spasticity,  pareses. 

Hyperventilation  without  tachypnea. 

Fetor  hepaticus. 

Coma,  convulsions. 

Syndrome  may  wax  and  wane,  improve 
and  relapse. 

Improves  with  low  protein  intake  or  in- 
testinal antibiotic  medication. 

Blood  chemistry  alteration  (particularly 
increased  ammonia  levels). 

EEC  abnormalities. 

.5.  Uremia. 

Due  to  multibiochemical  defects  asso- 
ciated with  renal  failure. 

jMental  changes  (progress  to  acute  brain- 
syndrome)  . 

Abnormal  muscle  activity:  tremors,  my- 
oclonus, tetany. 

Focal  or  generalized  convulsions. 

Focal  neurologic  deficits  (hemiplegia, 
aphasia) . 

Coma. 

EEC  abnormalities. 

6.  Chronic  Pulmonary  Insufficiency. 

Due  to  longstanding  respiratory  impair- 
ment with  insidious  COg  narcosis. 

Lethargy  progressing  to  organic  brain- 
syndromes. 

Coma. 

Abnormal  muscle  activity : tremor, 

twitching. 

Cerebral  vascular  syndromes:  transient 

insufficiency  or  thrombosis. 

Papilledema,  elevated  spinal  fluid  pres- 
sure with  nonnal  protein  level. 

Polycythemia  (secondary). 

EEG  abnoraialities. 

7.  Porphyria  (Acute  intennittent  form). 

A hereditary  endogenous  toxicity;  dis- 
order of  metallo-enzyme  systems 
(zinc?). 

Usually  females,  ages  20-50. 


Syndrome  is  recurrent,  episodic. 
Precipitating  factors:  barbiturates,  al- 

cohol, sulfa,  fat  (paint)  solvents,  in- 
fection. pregnancy,  emotional  stress. 
Wine-  or  brown-colored  urine  during  at- 
tacks. 

Abdominal  colics  and  crises. 

Mental  changes:  “hysteria,”  “schizo- 

nhrenia.”  “depressive.” 

Neurologic  signs:  encephalopathy,  con- 

vulsions, coma,  extensive  paralyses. 
Biochemical  tests  for  porphyrin  excre- 
tion. 

Treatment:  Chelating  agents;  tranquil- 

izers; A.C.T.H. 

8.  Water-Electrolyte  Imbalance. 

A.  Hyperkalemia 

Manifested  by  flaccid  paralysis,  par- 
esthesias, EKG  changes. 

Occurs  with: 

Excessive  potassium  intake. 

Renal  excretory  failure. 

Untreated  diabetic  acidosis. 
Untreated  Addison’s  disease. 

Severe  dehydration. 

Adynamia  episodica  hereditaria. 

B.  Hypokalemia 

Manifested  by  flaccid  paralysis  and 
EKG  changes. 

Occurs  with: 

Familial  periodic  paralysis. 
Chronic  thyrotoxicosis  with  period- 
ic paralysis. 

- Hyperaldosteronism. 

Restricted  potassium  intake. 
Excessive  dilution  (over -hydra- 
tion) . 

In  treatment  of  diabetic  acidosis, 
Addison’s  disease. 

Excessive  treatment  with  ACTH, 
DOCA  or  cortisone. 

Alkalosis. 

Excretory  loss,  vomiting,  diarrhea. 
Renal  loss: 

With  excessive  sodium  intake. 
With  excessive  alkaline  salt  in- 
take. 

Renal  tubular  dysfunction. 
Uretero-enterostomy . 

Diuretics. 
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C.  Fanconi  Syndrome 

A renal  disorder  with  defective  tub- 
ular absorption  of  electrolytes. 
Results  in  hypokalemia,  hypocalcem- 
ia, acidosis. 

Osteomalacia,  skeletal  pain,  muscular 
weakness. 

D.  Alkalosis 

Produces  syndrome  of  tetany;  potas- 
sium deficiency  often  accompanies 
metabolic  alkalosis. 

Due  to: 

Excessive  respiratory  loss  of  CO2. 
Excessive  alkali  intake. 

Excessive  potassium  loss. 
Protracted  vomiting  with  loss  of 
hydrochloric  acid. 

Excessive  use  diuretics. 

Other  loss  of  H-ion. 

E.  Hypokalemia  with  Hypochloremic 

Alkalosis 

Due  to  protracted  vomiting. 

Marked  muscle  weakness. 

Tetany. 

Lethargy,  acute  brain-syndrome. 
Encephalopathy  with  focal  cerebral 
deficits. 

Convulsions,  coma. 

EEC  abnormalities. 

F.  Sodium  Depletion 
Due  to: 

Low  sodium  intake. 

Over  hydration. 

Loss  of  gastrointestinal  secretions. 
Loss  through  skin: 

Perspiration. 

Exudation. 

Burns. 

Sequestration  of  fluid  in  body. 
Paracentesis,  thoracentesis. 

Renal ; lack  of  sodium  conservation. 
Manifested  by: 

Weakness,  apathy,  lassitude. 
Muscular  weakness. 

Dull  headache. 

Giddiness;  faint  feelings. 

Nausea,  anorexia. 

Loss  of  skin  turgor,  elasticity. 


Physiologic  shock. 

Acute  brain-syndrome  (delirium) . 
Coma. 

G.  Sodium  Excess 

No  particular  neurologic  features. 

H.  Hypercalcemia;  rarely  of  neurologic 

interest. 

May  cause  organic  type  mental 
changes  in  advanced  stages. 
Uremia  may  occur  secondary  to  asso- 
ciated renal  damage. 

I.  Hypocalcemia 

Produces  the  syndrome  of  tetany ; 

convulsions;  EEG  changes. 

Due  to: 

Deficient  calcium  intake  or  absorp- 
tion. 

Excessive  calcium  loss. 

Excessive  infusion  of  citrate. 
Excessive  phosphorus  intake. 

Renal  disease. 

Hypoparathyroidism. 

Chelating  therapy. 

J.  Magnesium  Depletion 

Occurs  in  malnourished  patients  who: 
Lose  excessive  gastrointestinal  se- 
cretions. 

Have  renal  disease  with  salt  loss. 
Are  sustained  on  parenteral  fluids. 
Manifested  by: 

Acute  brain-syndrome. 

Tetany,  twitching  of  muscles. 
Tremor,  athetotic  or  choreiform 
movements. 

Convulsions. 

Painful  paresthesias  and  burning. 

K.  Magnesium  Excess 
Due  to: 

Chronic  renal  insufficiency  (urem- 
ia). 

Untreated  diabetic  acidosis  or  Ad- 
dison’s disease. 

Excessive  magnesium  intake. 
Water  loss,  desiccation. 

Manifested  by: 

Lethai’gy. 

Narcosis,  coma. 

Respiratory  failure. 

EKG  changes. 
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L.  Acidosis 

Metabolic : A common  accompani- 

ment of  diabetic  acidosis  and  ure- 
mia. Otherwise  not  of  particular 
neurologic  interest. 

Respiratory : 

Due  to: 

Breathing  air  with  above  normal 
CO,. 

Interference  with  respiratory  ex- 
change (See  Chronic  Pulmon- 
ary Insufficiency). 

Severe  myxedema. 

Manifested  by: 

(See  Chronic  Pulmonary  Insuf- 
ficiency) . 

M.  Dehydration  (desiccation) 

Rarely  of  neurologic  interest  unless 
very  severe. 

Lethargy,  acute  brain-syndrome 
(delirium),  coma. 

N.  Water  Intoxication  (hyperhydration) 
Occurs  with  excessive  fluid  intake. 
Following  patients  are  susceptible: 

^^hth  excessive  antiduretic  hor- 
mone secretion. 

Acute  infection. 

Anesthesia. 

Trauma. 

Surgery. 

Adrenocortical  deficiency. 

Acute  renal  insufficiency. 

Impaired  renal  blood  flow  with  con- 
gestive failure,  or  cirrhosis. 


Sodium  depletion. 

Manifested  by: 

Acute  brain-syndrome. 

Spastic  pareses. 

Muscular  twitching. 

Convulsions,  coma. 

EEC  changes. 

9.  Primary  Amyloidosis. 

Is  often  familial. 

An  abnormal  deposit  of  protein-poly- 
saccharide. Etiology  unknown. 
Somewhat  more  in  men,  ages  40-50. 
Vitreous  opacities. 

Myocardial  infiltration. 

Renal  infiltration. 

Lai’yngeal  infiltration. 

Polyneuropathy,  radiculitis  (infiltra- 
tion) . 

Distal,  sensory,  painful. 

Usually  lower  extremities  at  first. 
Distal  motor  deficits  later. 

Sensory  nerve  root  involvement  (ra- 
diculitis). 

Laboratory  tests: 

Biopsies. 

Blood  serum  protein  alterations. 
Treatment  unknown. 

10.  Gout. 

Tophaceous  gouty  deposits  may  aid  in 
entrapment  or  impingement  of  peri- 
pheral nerves  (medium,  ulnar,  pero- 
neal, plantar). 


“The  majority  of  our  senior  citizens  are  self  reliant,  independent 
and  desirous  of  solving  their  own  problems,  and  they  will  turn  to 
the  government  for  financial  assistance  in  meeting  essential  needs 
only  as  a last  resort. 

“These  were  conclusions  drawn  from  a recent  study  of  1,500 
persons  and  over  conducted  by  Pi’ofessors  James  W.  Wiggins  and 
Helmut  Schoeck,  social  scientists  on  the  faculty  of  Emory  University 
in  Atlanta.  The  results  of  the  study  were  outlined  in  a paper  pre- 
sented to  the  International  Association  of  Gerontology,  an  extract 
of  which  was  printed  in  the  Wall  Street  Journal  for  August  18.” 
(Blue  Shield  Newsletter,  September,  1960). 
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SPECIAL  ARTICLE 


"Third  Party  Medicine”* 


The  author,  President-elect  of  the  American 
Academy  of  General  Practice,  warns  us  of  the 
gradual  encroachment  of  third-party  medical  prac- 
tice upon  the  traditional  doctor  patient  relation- 
ship, He  reviews  the  history  of  this  trend  and 
points  to  its  gradual  acceptance  by  larger  and 
larger  segments  of  the  profession.  He  warns  of 
the  ultimate  in  third-party  medicine,  state  medi- 
cine. 

—EDITOR 


IF  o^ood  people  refuse  to  enter 
politics,  the  evil  surely  will,” 
wrote  Protagoras  in  a Greek 
civilization  two  thousand  five  hundred  years 
ago.  Today,  physicians  have  been  warned 
by  their  county  and  state  medical  societies, 
and  bv  our  parent  organization,  the  Ameri- 
can Medical  Association,  that  it  is  not 
enough  for  a doctor  to  be  skilled  in  the  diag- 
nosis and  treatment  of  his  patient;  that  he 
cannot  be  exclusively  absorbed  in  the  daily 
routine  of  medical  practice.  It  has  become 
evident  that  family  doctors  and  their  spe- 
cialist friends  must  join  hands  in  opposing 
any  third  party  system  which  can  depre- 
ciate the  tasks  and  services  of  a doctor  both 
economically  and  socially.  Physicians  must 
carry  on  a constant  battle  to  preserve  their 
professional  freedom  when  the  confidential 
relationship  between  two  people  — the 
physician  and  his  patient  — the  fundamental 
basis  of  all  medical  help  and  therapy,  is 
disturbed  with  an  interfering  third  party. 

Dr.  Dwight  Murray  of  California,  past 
president  of  the  American  Medical  Associa- 
tion, appropriately  described  the  division  of 
loyalty  on  the  part  of  the  physician  which 
must  occur  whenever  a third  party  enters 
the  physician-patient  relationship,  when  he 
said  at  an  American  Hospital  Association 
meeting  in  Chicago:  “Patients  confide  in 

their  physician;  they  trust  him,  and  they 
place  their  lives  in  his  care.  The  physician, 
consequently,  owes  his  entire  allegiance  and 
service  to  his  patient.  If  he  is  not  free,  he 
must  serve  his  third  party  ‘master’  first  and 
his  patient  second.” 

The  Medical  Society  of  the  State  of  North 
Carolina  in  recent  years  reported  a survey 
of  “Third  Party  Encroachment  on  the  Pri- 
vate Practice  of  Medicine.”  They  consid- 
ered that  third  party  influence  occurred 
when  “organized  groups  of  all  kinds  offer 


FLOYD  C.  BRATT,  M.D. 

Rochester,  New  York 

medical  care  to  members,  subscribers,  pur- 
chasers, enrollees,  employees,  and  even  to 
whole  population  groups  connected  by  suf- 
fering or  by  economic  rather  than  familial 
ties.” 

Dr.  W.  Benson  Harer  of  Pennsylvania  re- 
cently stated : “Medical  Services  are  now 
being  provided  and/or  paid  for  by  third 
parties  to  a large  and  rapidly  increasing 
number  of  persons.  Among  many  third 
parties  are:  Government;  Insurance  com- 
panies, including  Bine  Cross  and  Blue 
Shield;  Industry;  and  Union  - controlled 
health  and  welfare  funds.” 

Many  of  us  have  written  more  than  once 
during  the  past  year  to  tell  our  legislators 
that  political  medicine  is  had  medicine  for 
this  nation.  We  have  urged  these  law- 
makers not  to  support  Forand-type  legisla- 
tion. We  realize  that  when  the  Federal 
Government  takes  over  the  responsibility  for 
paying  medical  bills  of  millions  of  Ameri- 
cans, the  United  States  will  have  taken  a 
giant  step  toward  socialized  medicine.  For 
that’s  all  socialized  medicine  is  — govern- 
ernment  providing  medical  care  instead  of 
leaving  it  to  the  medical  profession  and  the 
individual  under  the  free  enterprise  system. 

Social  Security,  which  was  set  up  to  pro- 
vide retirement  income  so  people  would  not 
become  public  charges,  is  already  in  the  red 
with  unfunded  obligations  totaling  $339  bil- 
lion. Receipts  last  year  were  eight  billion 
one  hundred  million  dollars.  Disbursements 
were  nine  billion  four  hundred  million  dol- 
lars. A giant  medical  care  program  on  top 
of  Social  Security,  that  is  more  apt  to  cost 
in  the  neighborhood  of  $10  billion  a year 
than  the  unrealistically  low  estimate  of  $2 
billion  a year,  would  send  our  taxes  soaring 
and  make  the  program  still  more  unsound, 
economically.  As  a matter  of  information, 
the  Social  Security  Administration  is  al- 
ready mailing  more  than  13  million  checks 
a month  to  O.A.S.I.  beneficiaries.  This  is 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  April  27,  1960. 
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costing  the  taxpayers  about  $833  million  a 
month.  A little  simple  arithmetic  breaks 
this  do^^Tl  to  about  $60  a year  in  taxes  for 
eveiy  man,  woman  and  child,  or  $240  a year 
per  average  family. 

In  the  same  general  area,  the  IMedicare 
progi-am  will  cost  $67  million  during  the  cur- 
rent fiscal  year,  $83  million  during  the  next. 
These  are  the  estimates  of  Brigadier  Gen- 
eral Floyd  L.  Wergeland,  executive  director 
of  this  progi-am.  By  1964,  the  taxpayer 
will  be  required  to  pay  medical  bills  in- 
curred by  no  less  than  3,780.000  Medicare- 
progi’am  dependents.  In  addition,  there 
have  already  been  proposals  to  set  up  a 
“babj"  Medicare  program”  for  retired  serv- 
icemen and  their  dependents. 

Last  year  Dr.  Rufus  B.  Robins,  a past 
president  of  the  American  Academy  of  Gen- 
eral Practice  and  now  a trustee  of  the 
American  ]\Iedical  Association,  appeared  be- 
fore the  House  Committee  on  Ways  and 
IMeans  to  testify  against  the  Forand  bill. 
Just  having  returned  from  England,  he 
spoke  with  personal  knowledge  of  costs, 
shockingly  far  above  original  estimates,  in 
administration  of  the  National  Health  Serv- 
ice in  Great  Britain ; and  of  the  discontented 
family  doctors  who  were  not  permitted  to 
treat  their  patients  in  English  hospitals. 

As  jmu  know,  many  European  govern- 
ments provide  extensive  third  party  medical 
services.  It  was  my  privilege,  in  1958,  to 
visit  medical  clinics  in  all  of  the  Scandinavi- 
an countries.  I found  that  family  doctors, 
so  important  to  any  health  progi'am,  were 
hampered  in  their  ability,  and  even  their  de- 
sire to  practice  good  medicine,  in  proportion 
to  the  restrictions  in  each  respective  coun- 
try on  the  freedom  of  medical  practice. 

In  our  country.  Congress  is  rushing  head- 
long to  put  a medical-care-for-the-aged  bill 
together  for  passage  at  this  election-year 
session.  Forand-type  legislation  is  now  said 
to  be  supported  by  House  Speaker  Sam  Ray- 
burn and  Senate  Majority  Leader  Lyndon 
Johnson.  This  is  in  spite  of  the  fact  that 
the  Social  Security  system  already  has  lia- 
bilities of  $361  billions.  Republican  legisla- 
tors, with  Administration  backing,  prefer  a 
voluntary  care-for-the-aged  plan  financed  by 
Federal  Aid  to  States  for  a program  set  up 
in  cooperation  with  private  insurance  plans. 
It  would  include  the  four  million  over-65- 
year-old  people  who  would  get  nothing  from 
any  Forand-type,  Social  Security-based  pro- 


posal. This  is  not  a political  speech!  Con- 
gress will  pass  a sound  bill  only  if  our  legis- 
lators, both  Republican  and  Democrat,  get 
sensible  advice.  As  physicians  we  are  best 
equipped  to  discuss  alternatives  to  compul- 
sory health  insurance  and  third  party  medi- 
cine. We  must  again  write  to  our  repre- 
sentatives in  Washington  and  give  them  the 
benefit  of  our  thoughtful  consideration  of 
this  important  social  and  economic  legisla- 
tive problem. 

We  have  come  to  look  upon  insurance 
companies,  including  Blue  Cross  and  Blue 
Shield,  as  not  being  too  objectionable  as 
third  parties  in  medicine.  However,  in  New 
York  State  organized  groups  in  medicine 
have  found  it  necessaiy  to  reaffirm  our 
stand  that  radiology,  anesthesiology^  path- 
ology, together  with  diagnostic  procedures 
such  as  basal  metabolism  rates  and  electro- 
cardiograms are  medical  services  rather 
than  hospital  seiwices  . . . This  action  was 
taken  because  the  Northeastern  New  York 
State  Blue  Cross  Board  had  moved  to  pay 
for  such  services  for  outpatients,  only  if 
done  in  hospitals.  Here,  too,  the  physician 
must  be  alert  to  the  possibility  of  third  party 
encroachment  on  the  private  practice  of 
medicine. 

In  Industry,  many  of  us  as  physicians 
have  held  part  time  medical  jobs  with  small 
companies,  or  full  time  positions  as  indus- 
trial physicians  in  large  organizations.  We 
have  not  objected  when  such  third  party 
practice  was  limited  to  Industrial  Health, 
excluding  nonemplojunent-connected  illness 
and  injury,  which  can  best  be  handled  on  a 
twenty-four  hour  basis  by  the  family  physi- 
cian. However,  in  many  areas,  physicians 
are  alarmed  by  the  ever  increasing  tendency 
for  management  to  join  vdth  labor  in  plans 
to  provide  prepaid  comprehensive  medical 
care  in  health  centers  or  hospitals  where 
free  choice  of  physician  is  excluded. 

Some  of  our  most  serious  difficulties  have 
been  encountered  with  Union  Controlled 
Health  Funds.  You  are  familiar  with  the 
United  Mine  Workers  Welfare  and  Retire- 
ment Fund  policies  which  have  disturbed 
the  physician-patient  relationship  in  West 
Virginia,  Kentucky,  Pennsylvania,  Colorado, 
Illinois,  and  other  areas.  In  its  last  fiscal 
year,  this  fund  paid  out  $58  million  for  med- 
ical care  benefits  and  hospital  services  to 
finance  a decidedly  closed-panel  plan. 

This  money  was  paid  to  more  than  7,000 
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doctors  who  hospitalized  81,132  beneficiaries 
for  a total  of  1,300,000  days.  None  of 
these  beneficiaries,  or  any  others  under  the 
plan,  was  allowed  to  choose  their  own  doc- 
tor — unless  he  happened  to  be  on  the 
union’s  list. 

Many  people  are  interested  in  hearing 
about  New  York  City’s  Health  Insurance 
Plan,  often  called  H.I.P.  This  is  a closed 
panel  method  of  comprehensive  care  cover- 
ing all  New  York  City  employees.  The  city 
pays  50  per  cent  of  the  cost,  and  a doctor 
is  always  on  call  for  complete  medical  care. 
Salaries  are  reported  to  be  in  line  with 
those  paid  to  doctors  by  the  Permanente 
plan  in  California.  Physicians  not  on  the 
panel  do  not  like  H.I.P.,  because  this  form 
of  socialized  medicine,  not  on  a fee-for-serv- 
ices  basis,  is  unfairly  competetive.  Four 
groups  in  New  York  City  are  now  competing 
for  health  insurance;  and  unions  are  being 
urged  to  give  members  dual  choice  from 
among  the  following  plans: 

1.  Blue  Shield 

2.  H.I.P. 

3.  Group  Health  Insurance  Plan 

4.  Independent  Insurance  Carriers 

Americans  have  long  cherished  freedom 
of  worship  and  speech,  freedom  from  want 
and  fear.  Just  as  important  is  freedom  of 
choice  which  touches  every  phase  of  our 
daily  living,  and  allows  the  patient  to  choose 
the  physician  in  whom  he  has  the  greatest 
confidence.  The  Congi-ess  of  Delegates  of 
the  American  Academy  of  General  Practice 
is  on  record  as  upholding  free  choice  of 
physician  as  “a  fundamental  principle,  in- 
controvertible, unalterable,  and  essential  to 
good  medical  care  without  qualification.” 

Last  year,  at  Atlantic  City,  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion received  the  Larson  Report  of  a three 
and  one-half  years’  analysis  of  third  party 
plans.  This  report  suggested  that  the  med- 
ical profession  “assume  a more  judicious, 
tolerant,  and  progressive  attitude  toward 
developments  in  the  medical  care  field.” 
While  many  portions  of  the  Larson  Report 
were  approved,  a major  qualifying  state- 
ment on  freedom  of  choice  evolved.  It  is  the 
policy  of  the  American  Medical  Association 
that  free  choice  of  physician  is  the  right  of 
every  individual,  and  one  he  should  be  free 
to  exercise  as  he  chooses.  Each  individual 
should  be  accorded  the  privilege  to  select 
and  change  his  physician  at  will,  or  to  select 


his  preferred  system  of  medical  care;  and 
the  American  Medical  Association  vigorous- 
ly supports  the  right  of  the  individual  to 
choose  between  these  alternatives. 

The  question  may  well  be  asked  “What 
does  organized  medicine  want  from  third 
parties?”  May  I again  quote  Dr.  Harer  of 
Pennsylvania  who  lists  the  following  items : 

1.  A square  deal  for  all  patients,  all  doc- 
tors, and  all  third  parties. 

2.  A formal  signed  contract  binding  on 
third  parties  and  the  medical  profes- 
sion. 

3.  Free  choice  of  physician,  hospital,  or 
other  medical  facility. 

4.  Reasonable  fees  for  seiwices  rendered. 

5.  Fee-for-service  payment. 

6.  The  right  and  responsibility  of  the 
medical  profession  to  police  its  own 
members. 

7.  The  right  and  responsibility  to  judge 
the  professional  qualifications  of  doc- 
tors. 

Dr.  Edwin  T.  Dahlberg,  President  of  the 
National  Council  of  Churches  is  one  of  re- 
ligion’s most  articulate  spokesmen.  Ad- 
dressing graduates  of  the  Colgate  Rochester 
Divinity  School  last  June,  he  referred  to 
man’s  zeal  to  succeed  with  satellites  and  in- 
terplanetary travel  as  grubbing  among  the 
stars,  carrying  with  us  the  ancient  enmities 
of  Cain  and  Abel.  He  accuses  us  of  trying 
to  shoot  for  the  stars  while  fumbling  and 
blundering  at  home  in  the  field  most  vital 
to  genuine  progress  and  durable  peace- 
human  relations. 

We  as  physicians  have  a vital  human  rela- 
tions problem  in  the  field  of  Third  Party 
Medicine.  We  must  keep  in  mind  that  the 
welfare  of  the  patient  is  of  paramount 
importance.  Doctors  must  participate  more 
actively  in  public  affairs  and  in  politics  at  a 
local,  state  and  national  level. 

If  we  fail  to  do  this  we  will  surely  vali- 
date the  words  of  Protagoras.  If  we  suc- 
ceed, the  words  of  another  Greek — Pericles 
— will  be  borne  out,  that  “happiness  rests 
upon  freedom  and  freedom  upon  courage.” 

Mr.  Chairman  and  Friends ; may  we  have 
the  courage,  the  leadership,  and  the  states- 
manship to  vigorously  oppose  irretrievable 
changes  in  third  party  medicine  which 
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might  gravelj"  impair  the  economic  and  so- 
cial welfare  of  our  country.  By  preserving 
freedom  of  choice  of  physician  and  by  re- 
membering that  “political  medicine  is  bad 


medicine,”  we  will  be  happily  rewarded  with 
an  even  better  national  health  record,  with- 
out the  loss  of  our  individual  dignity  and 
freedom. 


“Further,  there  are  unexplained  differences  in  cigarette  smoking 
lung  cancer  calculations  as  one  goes  from  country  to  country,  from 
region  to  region,  or  fi’om  city  to  city  in  any  given  country  where 
such  data  have  been  collected.  For  instance,  people  in  the  United 
States,  who  smoke  30  per  cent  more  cigarettes  per  capita  than  the 
British,  have  a lung  cancer  death  rate  less  than  half  that  of  England 
and  Wales.  The  American  lung  cancer  death  rate  is  about  the  same 
as  that  of  Denmark  and  Switzerland,  where  per  capita  cigarette 
smoking  is  about  one-half  that  in  the  U.S.”  Clarence  Cook  Little, 
Sc.D.:  A Brief  Review  of  the  Smoking- Lung  Cancer  Theory). 
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E ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINIC— 

December  3,  Alliance,  Central  School 
Building. 

NINTH  ANNUAL  CANCER  SEMINAR, 
Arizona  Division  American  Cancer  So- 
ciety— January  12,  13  and  14,  1961 ; Tide- 
lands  Motor  Inn,  Tucson,  Arizona. 

MID-WINTER  MEETING— Board  of  Coun- 
cilors, Nebraska  State  Medical  Associa- 
tion, 10:00  a.m.,  Cornhusker  Hotel,  Lin- 
coln, February  12,  1961. 

MID-WINTER  MEETING— House  of  Dele- 
gates, Nebraska  State  Medical  Association, 
10:00  a.m.,  Cornhusker  Hotel,  Lincoln, 
February  19,  1961. 

AMERICAN  COLLEGE  OF  ALLERGISTS 
— Graduate  Instructional  Course  and  Sev- 
enteenth Annual  Congress,  March  12-17, 
1961;  Hotel  Statler  Hilton,  Dallas,  Texas. 
Write  John  D.  Gillaspti,  M.D.,  Treasurer, 
at  2141  Fourteenth  Stret,  Boulder,  Colo- 
rado. 

KANSAS  ASSOCIATION  OF  BLOOD 
BANKS  — Dec.  2-3,  1960;  Wesley  Hos- 
pital, 550  North  Hillside,  Wichita,  Kansas; 
workshop  and  scientific  program;  in  co- 
operation with  Kansas  Society  of  Patholo- 
gists, Kansas  Society  of  Medical  Tech- 
nologists, American  Association  of  Blood 
Banks,  and  University  of  Wichita.  Write 
Leo  P.  Cawley,  M.D.,  Associate  Director 
of  Laboratories,  Wesley  Hospital. 

NORTHEAST  FLORIDA  HEART  ASSO- 
CIATION— Will  hold  its  Annual  Cardio- 
vascular Seminar,  January  26,  27,  and 
28,  1961;  Prudential  Auditorium,  Jackson- 
ville, Florida.  Write  Daniel  R.  Usdin, 
M.D.,  President  at  1628  San  Marco  Boule- 
vard, Jacksonville,  Florida. 


Know  Your 
Blue  Shield  Plan 


New  Service  Agreements — 

Because  of  changing  times  and  economic 
conditions  Nebraska  Medical  Service  will  in- 
troduce four  new  Service  Type  Blue  Shield 
Agreements  on  January  1,  1961. 

These  Service  Agreements  were  developed, 
after  much  time  and  study,  by  the  Nebraska 
Blue  Shield  Board  of  Directors,  in  coopera- 
tion with  the  Uniform  Fee  Schedule  Com- 
mittee of  the  Nebraska  State  Medical  Asso- 
ciation. The  Agreements  are  based  on  a 
Relative  Value  Study  developed  by  the  Uni- 
form Fee  Schedule  Committee,  and  approved 
by  the  various  medical  specialties  in  the 
State  Medical  Association. 

The  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  tentatively  ap- 
proved the  proposed  new  Service  Agree- 
ments on  April  27,  1960.  The  Policy  Com- 
mittee of  the  State  Medical  Association  ap- 
proved the  final  draft  of  the  Agi-eements, 
together  with  the  income  classifications  for 
service  benefits,  on  September  22,  1960.  The 
following  is  the  resolution  as  passed  by  the 
House  of  Delegates: 

NEBRASKA  STATE  MEDICAL 
ASSOCIATION,  HOUSE  OF 
DELEGATES 
RESOLUTION 

WHEREAS,  changing  times  and  economic 
conditions  make  it  advisable  to  develop  new 
“Blue  Shield  Service  Agreements;’’  and, 

WHEREAS,  in  consideration  of  the  above, 
the  Nebraska  Blue  Shield  Board  of  Directors 
after  much  time  and  study  are  developing 
three  new  “Service  Agreements ;’’  and. 


GILL  MEMORIAL  EYE,  EAR  AND 
THROAT  HOSPITAL  — Roanake,  Vir- 
ginia, will  hold  its  Thirty-fourth  Annual 
Spring  Congress  in  Ophthalmology  and 
Allied  Specialties,  April  10  through  April 
15,  1961.  Write  E.  G.  Gill,  M.D.,  711 
South  Jefferson  Street,  Roanoke,  Va. 

TWELFTH  ANNUAL  VENEREAL  DIS- 
EASE SYMPOSIUM  — Sponsored  by 
American  Venereal  Disease  Association 
and  Public  Health  Service,  April  13-14, 
1961 ; Hotel  New  Yorker,  New  York  City. 


WHEREAS,  it  is  now  recognized  that 
“Service  Agreements’’  are  in  the  best  inter- 
est of  the  subscribers  and  the  Medical  Pro- 
fession; and, 

WHEREAS,  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  in  1958, 
by  resolution,  sponsored  and  approved  a new 
“Service  Agreement’’  with  annual  income 
limits  of  $6,000  for  a single  person  and  for 
a family  with  a total  annual  income  of 
$7,500;  and, 

WHEREAS,  the  Nebraska  Blue  Shield 
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Board  of  Directors  now  presents  the  three 
new  proposed  “Service  Contracts”  for  tenta- 
tive approval  of  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association. 
(The  proposed  benefits  in  the  new  contracts 
are  in  the  attached  exhibits,  dated  IMarch  19 
and  April  1,  1960). 

THEREFORE  BE  IT  RESOLVED,  that 
the  Nebraska  State  Medical  Association  ap- 
proves, endorses,  and  sponsors  the  final  de- 
velopment of  the  three  new  “Blue  Shield 
Service  Contracts:” 

$4,200  Ser\'ice  $6,000  Semce  $7,500  Service 

SERIES  42  SERIES  60  SERIES  75 

Approval  of  the  final  form  of  these  three 
new  “Service  Contracts”  will  be  requested 


at  the  February,  1961,  meeting  of  the  House 
of  Delegates  of  the  Nebraska  State  Medical 
Association. 

The  Nebraska  State  Medical  Association 
recommends  to  its  members  that  they  exe- 
cute appropriate  “Participating  Physicians 
Agreements”  with  Nebraska  Medical  Serv- 
ice (Blue  Shield)  upon  contractual  terms 
similar  to  those  upon  which  previous  “Par- 
ticipating Physicians  Agi'eements”  were  pre- 
mised. 

I move  the  adoption  of  this  resolution. 

Dated:  Apnl  27,  1960. 

Listed  below  are  examples  of  maximum 
payments  under  the  new  “service  agi’ee- 
ments.” 


Series  32 
Surg.  Anes. 


Tonsillectomy  and 

Adnoidectomv 

(Child)  $ 35  $ 20 

Hemorrhoidectomy 

External  and 

Internal  50  20 

Matemity  Deliveiy 60  20 

.Appendectomy 100  25 

Operation  for 

Hernia,  single 100  25 

Removal  of 

Gall  Bladder 150  36 

Hysterectomy, 

Total 150  40 

Removal  of  Breast, 

Radical  150  48 

Gastric  Resection, 

Sub-total  200  52 

Removal  of  Lung 200  80 


Series  42  Series  60  Series  75 


Surg. 

Anes. 

Surg. 

Anes. 

Surg. 

Anes. 

$ 40 

$ 20 

$ 50 

$ 25 

$ 60 

$ 30 

100 

20 

125 

25 

150 

30 

100 

20 

125 

25 

150 

30 

120 

25 

150 

30 

180 

36 

120 

25 

150 

25 

180 

30 

200 

36 

250 

45 

300 

54 

200 

40 

250 

50 

300 

60 

220 

48 

275 

60 

330 

72 

280 

52 

350 

65 

420 

78 

320 

80 

400 

100 

480 

120 

IN-HOSPITAL  MEDICALL  CARE  BENEFITS 


Initial  Hospital  Visit 

Including  Routine  History 
and  Physical 


Series  32 


$8 


Series  42  Series  60 

$8  $10 


Series  75 
$12 


(To  be  used  to  treat  majority  of  hospital  cases  of  a medical  nature.  Such  cases  will  not 
ordinarily  be  seriously  ill  or  present  difficult  diagnostic  or  therapeutic  problems). 


In-Hospital  Medical  Care 

$4  day 

$4  day 

$5  day 

$6  day 

begin  1st  day 

begin  1st  day 

begin  1st  day 

begin  1st  day 

Daily  Visits  bv  Attend- 

ing  Physician 

120  days 

120  days 

150  days 

150  days 

Concurrent  Medical  Care 

$4  per  day 

$4  per  day 

$5  per  day 

$6  per  day 

(In-Hospital  Medical  Care 

subsequent  to 

Surgical  Care  is  covered  if  the  cause  requiring 

medical  care  is  a new  and  separate  illness). 

Consultations: 

Routine 

$8 

$8 

$10 

$12 

Confirmative 

$12 

$12 

$15 

$18 

Intensive- 

$20 

$20 

$25 

$30 

Special  Medical  Procedures: 

Complete  History  and 

Physical  (Adults  or 

Children)- 

$20 

$20 

$25 

$30 

(May  be  used  in  lieu  of 

initial  hospital 

visit.  For  medical 

patients  presenting  difficult 

diagnostic  or  therapeutic  problems.  Patients 

will  often  he  seriously  ill  necessitating  a prompt 

and  comprehensive  study  requiring  a complete  and  detailed  written  medical  record). 

Intensive  Medical  Care 

$12  per  day 

$12  per  day 

$15  per  day 

$18  per  day 

for  3 days 

for  3 days 

for  3 days 

for  3 days 
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An  Error — 

Your  attention  is  called  to  an  error 
on  page  594  of  the  issue  of  December, 
1960.  Under  “examples  of  maximum 
payments”  under  the  new  seiwices 
agreements  of  Blue  Shield,  item  No.  3, 
“Maternity  Delivery,”  is  listed  as  $100, 
$125,  and  $150  for  series  42,  60,  and  75 
respectively.  The  correct  maximum 
payments  are  $75,  $90,  and  $100. 


X RAYS 

In-Hospital  Medical  Care  Cases  (During 
hospitalization). 

Accident  Cases  (Hospitalization  not  neces- 
sary). 

Series  32,  42,  60,  and  75  benefits  are  all 
covered  under  the  same  schedule.  Examples 
are  listed  below. 

Series  32  is  limited  to  $30  per  member 
per  membership  year  for  In-Hospital  Medi- 
cal Care  Cases,  and  $30  per  member  per 
membership  year  for  Accident  Cases. 

Series  42,  60,  and  75  are  paid  according 
to  schedule,  but  have  no  yearly  limit. 


Chest  $10.00 

Upper  G.I. 25.00 

Wrist  8.00 

Ankle  8.00 

K.U.B.  10.00 

Gall  Bladder 20.00 

Lower  G.I. 35.00 

Shouder  10.00 

Hip  15.00 

Skull,  Complete 25.00 


PATHOLOGICAL  EXAMINATIONS 

Series  32,  42,  60,  and  75  benefits  are  all 
covered  under  the  same  schedule.  Examples 
are  listed  below. 

Series  32,  is  limited  to  $30  per  member 
per  membership  year  for  all  pathology. 

Series  42,  60,  and  75  are  paid  according 
to  schedule,  but  have  no  yearly  limit. 

All  pathology  requires  hospitalization  ex- 
cept tissues. 


Blood  Sugar $ 4.00 

Blood  Nitrogen 5.00 

Basal  Metabolic  Rate 8.00 

Electrocardiogram  with 
Interpretation  and 

Report  10.00 

Tissue,  Gross  and 

Microscopic  7.50 

Tissue,  Frozen  Section 
(Includes  Permanent 
Section)  17.50 


New  Participating  Physician’s 
Agreement 

You  will  note  from  the  following  reprint 
of  the  new  Participating  Physician’s  Agree- 
ment that  Nebraska  Blue  Shield  no  longer 
asks  its  Participating  Physicians  to  under- 
write the  Plan  in  case  of  a financial  loss,  nor 


does  it  require  the  physician  to  notify  the 
Plan  twelve  months  in  advance  before  he  can 
withdraw  as  a Participating  Physician. 

The  new  Agreements  also  strongly  point 
out  the  five  conditions  that  must  be  met  be- 
fore Blue  Shield  members  and  their  depend- 
ents can  qualify  for  Service  Benefits. 

The  new  Participating  Physician’s  Agree- 
ment has  been  designed  and  worded  to  re- 
move the  few  inequities  that  became  evident 
in  the  old  agreements  over  the  years. 

Participating  Physician’s  Agreement 
With 

Nebraska  Medical  Service 

In  consideration  of  my  interest  in  Nebras- 
ka Medical  Service,  a Nebraska  corporation 
organized  to  provide  payment  for  medical 
care  on  a service  basis,  (herein  called  Blue 
Shield),  I,  the  undersigned  Physician  and 
Surgeon,  do  hereby  agree  with  Blue  Shield 
to  accept  the  payments  made  by  Blue  Shield 
for  medical  care  which  I may  render  to  my 
patients  who  are  members  of  Blue  Shield,  as 
full  payment  and  will  make  no  additional 
charge  to  said  member  or  covered  depend- 
ents, provided  that  the  annual  income  of  said 
member  or  covered  dependents  does  not  ex- 
ceed the  amount  permitted  according  to  the 
Blue  Shield  agreement  under  which  said 
member  or  covered  dependents  are  enrolled. 

This  agreement  shall  not  be  applicable  if 
any  of  the  following  conditions  exist: 

1.  If  either  the  House  of  Delegates  or 
the  Policy  Committee  of  the  State 
Medical  Association  have  not  formal- 
ly approved  the  agreement  under 
which  the  member  and  the  covered  de- 
pendents are  enrolled  as  a service 
benefit  agreement ; 

2.  If  the  member  or  covered  dependents 
have  insurance  other  than  the  Blue 
Shield  agreement  for  which  indem- 
nities are  recoverable  for  the  same 
medical  care  as  are  payable  under  the 
Blue  Shield  agreement ; 

3.  If  medical  care  for  which  payment  is 
made  under  Blue  Shield  agreement 
was  caused  or  occasioned  by  the  negli- 
gence of  a third  party  who  is  finan- 
cially responsible  for  expenses  of  such 
medical  care ; 

4.  If  the  member  or  covered  dependents 
at  the  time  medical  care  is  requested 
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(or  as  soon  thereafter  as  is  reasonably 
possible)  do  not:  (i)  advise  the  Par- 
ticipating Physician  and  Surgeon  of 
membership  in  Blue  Shield;  (ii)  claim 
eligibility  for  service  benefits;  and, 
(iii)  furnish  Participating  Physician 
and  Surgeon  with  any  information  re- 
quired to  substantiate  such  claim  for 
service  benefits;  or, 

5.  If  the  member’s  annual  income  ex- 
ceeds the  amount  permitted  by  the 
Blue  Shield  agreement  under  which  he 
is  enrolled.  Annual  income  shall  be 
understood  to  mean  the  total  income 
received  by  the  member  from  all 
sources  during  the  calendar  year  pre- 
ceding the  year  for  which  medical 
care  is  received  for  which  payment 
will  be  made  by  Blue  Shield,  except 
that,  in  the  case  of  self-employed 
(non-salaried)  members,  it  shall  mean 
the  average  gross  annual  income  of 
the  member  less  business  expenses 
(adjusted  gross  income)  for  the  five- 
year  period  ending  with  the  calendar 
year  preceding  the  year  during  which 
medical  care  is  received  for  which 
payment  will  be  made  by  Blue  Shield. 

This  agreement  shall  be  effective  on  the 
date  below  indicated  and  may  be  terminated 
by  either  party  by  written  notice  served  up- 
on the  other.  In  the  event  of  any  dispute 
concerning  either  the  interpretation  or  ap- 
plication of  this  agreement,  it  is  agreed  that 
the  dispute  may  be  submitted  to  the  Policy 
Committee  of  the  State  Medical  Association 
for  adjudication  and  that  the  findings  and 
rulings  of  said  Policy  Committee  shall  be 
conclusive  upon  both  parties. 

Date 

M.D. 

Street 

City.. State 

State  of  Nebi’aska  License  No 

Date  of  License 

For  Nebraska  Medical  Service; 

ARTHUR  J.  OFFERMAN,  M.D., 

President. 

In  view  of  the  very  important  part  that 
Nebraska  Blue  Shield  serves  in  the  econom- 
ics of  the  practice  of  medicine  in  Nebraska, 
and  to  better  enable  Nebraska  physicians  to 
understand  these  new  Agreements,  Nebraska 
Blue  Shield  is  requesting  permission  from 


the  several  County  Medical  Societies  to  ap- 
pear before  them  to  explain  the  Agreements, 
and  to  answer  questions. 

Nebraska  Blue  Shield  sincerely  feels  that 
these  new  Agreements  will  be  to  the  best 
interests  of  both  Nebraska  Doctors  of  Medi- 
cine, and  to  their  patients,  and  is  convinced 
that  the  Service  Agreement  is  the  best  an- 
swer that  American  Medicine  has  yet  found 
to  the  threat  of  Government  Medicine. 

The  very  heart  and  soul  of  the  Blue  Shield 
Plan  are  the  Participating  Physicians.  A 
Participating  Physician  is  any  licensed 
physician  or  surgeon  who  has  signed  a Par- 
ticipating Physician  Agreement  with  the 
Nebraska  Blue  Shield  Plan.  The  Participat- 
ing Physicians  are  making  a great  contribu- 
tion to  the  voluntary  prepayment  medical 
care  movement  by  the  sincere  and  generous 
support  of  their  Plan.  The  vast  majority  of 
the  physicians  and  surgeons  in  Nebraska 
have  signed  Participating  Physicians  Agree- 
ments. 

The  Board  of  Directors  of  Nebraska  Blue 
Shield  is  deeply  appreciative  of  the  great 
contributions  made  by  the  Participating 
Physicians  down  through  the  years,  since 
Blue  Shield  was  organized. 


MARCH  OF  DIMES 

(Continued  from  page  574) 
the  latter  answerable  to  none  but  the  people 
who  support  it. 

When  the  work  of  The  Foundation  reached 
a climax  with  the  perfection  of  the  Salk 
vaccine,  decisions  as  to  the  future  and  plans 
for  continued  service  had  to  be  carefully 
considered.  The  result  was  a decision  to 
continue  work  on  poliomyelitis  and  the  many 
collateral  problems  that  had  been  uncovered 
by  past  research,  and  to  enter  other  fields. 
The  other  fields  chosen  were  arthritis  and 
congenital  anomalies. 

The  accomplishments  of  The  Foundation 
in  the  past  coupled  with  its  independence  of 
government  make  it  wise,  if  not  imperative, 
that  the  medical  profession  lend  its  whole- 
hearted support.  This  attitude  is  so  well 
depicted  and  so  nicely  stated  by  Doctor 
Leonard  Larson,  President  - Elect  of  the 
A.M.A.,  in  an  address  delivered  October  9, 
1960,  that  the  text  of  the  address  is  pub- 
lished in  this  issue  of  the  Jow'nal.  Your  at- 
tention is  directed  to  pages  599  to  603  and 
the  title,  “Good-Bye  to  Medical  Darkness.” 
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To  Build  a 

Medical  Journal  — 

The  building  of  a medical  journal  month 
by  month  and  year  after  year  requires  a 
team.  The  editorial  staff  and  those  who 
produce  the  text  are  fundamental  units  of 
this  team,  but  those  who  do  the  mechanical 
part  are  of  equal  importance  as  members 
of  that  team. 

The  editorial  staff  gives  birth  to  ideas,  but 
those  ideas  have  to  be  translated  into  pleas- 
ing, visible  and  readable  form.  It  must  be 
admitted  at  once  that  some  of  our  ideas 
have  turned  out  to  be  “busts”  when  they 
have  been  presented  to  the  printers  and 
analyzed  by  them.  Others,  perhaps  the  ma- 
jor number,  have  been  built  into  visible  foiTn 
by  these  experts,  the  end  results  often  being- 
better  than  the  original  concept.  “No,  we 
can’t  do  it  that  way  because  . . .”  frequently 
has  been  followed,  “But,  we  can  do  it  this 
way.” 

It  should  be  emphasized  that  the  Ne- 
braska  State  Medical  Journal  has  been  print- 
ed by  the  Huse  Publishing  Company  or  its 
subsidiary,  the  News  Printing  Service,  begin- 
ning with  Vol.  1,  Number  1,  in  1916,  and 
that  the  present  issue  completes  Volume  45. 
Mr.  Alfred  Kom  laid  out  the  first  issue  and 
designed  our  first  Christmas  cover.  While 
partially  retired,  Mr.  Korn  returns  to  read 
proof  on  the  Journal  each  month.  This 
means  continuity  of  good  service. 

Until  recently,  your  Editor  dealt  with  the 
News  Printing  Seiwice  more  or  less  in  the 
abstract;  but,  on  the  occasion  of  a visit  to 
Norfolk,  he  had  a conducted  tour  of  the 
plant  and  met  each  of  those  who  have  to  do 
with  producing  our  Journal.  This  visit 
seemed  to  tie  the  whole  team  together  into 
a unit.  The  interchange  of  ideas  and  ques- 
tions will  become  more  meaningful,  progress 
will  be  easier,  and  the  end  result  will  be  bet- 
ter. On  the  basis  of  this  experience,  it 
seemed  that  the  profession  of  Nebraska 
might  appreciate  an  introduction  to  those 
who  acomplish  the  building  of  our  Journal 
and  often  furnish  good  ideas  for  its  improve- 
ment. With  this  in  mind,  the  following  text 
and  picture  material  was  requested  and  was 
graciously  supplied  by  Manager  Dave  Powell. 


The  News  Printing  Service  assumed  its  pres- 
ent name  when  the  company  moved  out  of  The 
Norfolk  Daily  News  building  into  the  present 
location  at  118  North  Fifth  Street  in  June  of 
1955.  Prior  to  that  date,  the  company  was 
known  as  The  Norfolk  Daily  News,  Printing 
Department.  The  parent  company  is  The  Huse 
Publishing  Company.  The  Huse  Publishing 
Company  was  established  in  1887  and  during  its 
73  years  of  operation  has  been  under  the  owner- 
ship and  management  of  three  generations  of 
the  Huse  family.  Mr.  Jerry  Huse  is  the  pres- 
ent publisher  and  Mr.  Gene  Huse  is  president. 
At  the  present  time  there  are  22  people  em- 
ployed full  time  by  the  News  Printing  Service. 
The  company  has  a complete  printing  plant  and 
book  bindery.  They  also  have  a photoengraving 
plant  and  sell  cuts  to  over  100  customers  from 
Nashua,  New  Hampshire  to  Missoula,  Montana. 


Dave  Powell  is  manager  of  News  Printing  Serv- 
ice and  has  been  with  the  company  25  years. 


Keith  Roll  is  the  assistant  manager  and  a 10- 
year  man  with  the  company.  Keith  works  with 
Dave  Powell  in  the  office. 
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Keith  Darr  is  the  plant  superintendent.  He  has 
been  with  the  company  10  years.  Keith  has  the 
responsibility  of  cooixlinating  the  progress  of 
the  Joumarthrough  the  plant.  He  frequently 
is  on  the  phone  with  Dr.  Covey,  Merrill  Smith 
and  Ken  Neff  to  take  care  of  last  minute 
changes,  additions  or  corrections. 


Emory  Jones  has  been  setting  copy  for  the 
Journal  on  the  linotype  machine  for  31  consecu- 
tive years.  Many  of  the  Journal  authors  and 
writei-s  are  “old  friends”  of  Emoiy’s  as  he  set 
articles  for  them,  many,  many  times. 


Herman  Bahr  has  worked  in  the  composition  de- 
partment for  35  years.  Herman  always  pages 
and  locks  up  the  forms  for  the  Journal.  The 
line-up  of  the  pages  and  registration  of  colors 
is  HeiTnan’s  responsibility. 


Alfred  Korn  started  to  work  for  The  Huse  Pub- 
lishing Company  in  1913  and  has  been  with  the 
company  47  consecutive  years.  Mr.  Kom  is  an 
expert  compositor  and  during  his  lifetime  as  a 
printer  has  had  experience  in  practically  every 
printing  department.  A1  laid  out  the  first  Ne- 
braska State  Medical  Journal  printed  by  The 
Huse  Publishing  Company  and  has  been  work- 
ing on  it  ever  since.  Recently  A1  became  semi- 
retired  but  even,-  month  he  checks  the  proof  on 
the  Joui-nal  to  see  that  evei-j-thing  is  just  right. 


Alfred  Behmer  is  the  press  foreman  and  has 
been  w-ith  the  company  14  years.  A1  makes 
sure  that  the  right  colors  of  ink  are  used  and 
that  just  the  right  impression  is  used  on  the 
press  to  give  the  best  possible  reproduction. 


Frank  Wiedenbach,  Jr.  and  William  Tinius  make 
the  cuts  for  the  pictures  and  graphs  in  the 
Journal.  Frank  has  been  with  the  company  12 
years  and  Bill  for  a little  over  1 year. 
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Pehr  Wagner  is  another  of  the  old  timers  with 
the  company  having  worked  in  the  bindery  and 
as  bindery  foreman  for  47  years.  Pehr  has  had 
the  responsibility  of  cutting  the  paper,  folding, 
stapling  and  trimming  the  Journals. 

GOOD-BY  TO  MEDICAL  DARKNESS* 

DR.  LEONARD  W.  LARSON 
President-Elect,  American  Medical  Association 

I am  grateful  for  this  opportunity  to  come 
here  tonight  and  address  what  is  undoubted- 
ly the  most  successful  voluntary  force  of  lay- 
men at  work  in  the  health  field  today. 

I want  to  talk  to  you  about  change.  I 
want  to  talk  to  you  about  changes  that  are 
taking  place  in  medical  science  and  in  our 
total  approach  to  matters  of  health  that  are 
of  greatest  significance  to  you  as  human 
beings,  as  community  leaders  and  as  active 
volunteers  for  The  National  Foundation. 

You  and  the  organization  you  represent 
certainly  are  partly  responsible  for  the 
changes  that  are  taking  place.  You  should 
know  that,  and  you  should  be  proud  of  it. 
Now  you  must  recognize  the  changing  pic- 
ture so  that  you  may  be  as  effective  as  you 
have  proven  you  can  be.  You  — the  volun- 
tary health  force  of  this  nation  — now  have 
it  within  your  grasp  to  accelerate  the  de- 
velopment of  scientific  knowledge  toward 
goals  that  may  seem  fantastic,  even  in  this 
day  when  man-made  objects  speed  across  the 
heavens  and  man  himself  stands  ready  for 
the  journey  into  space. 

The  challenge  of  the  infinite  excites  our 
imagination.  But  the  accomplishments  of 
those  who  reach  out  toward  the  worlds  be- 
yond this  earth  are  being  matched  daily  by 

* Address  at  a regional  meeting  of  volunteers  for  The  Na- 
tional Foundation  at  Kansas  City,  Mo.,  October  9,  1960. 


the  achievements  of  those  who  reach  in. 
Now  those  who  reach  in  seek  to  journey  deep 
into  the  infinitesimal  worlds  that  exist  with- 
in living  cells,  and  within  the  sub-microscop- 
ic organisms  that  affect  the  course  of  human 
life. 

You  who  have  labored  long  in  the  fight 
against  polio  know  the  extent  to  which  yours 
has  been  a pioneering  effort.  For  two  dec- 
ades you  set  the  pace  among  voluntary  health 
agencies  in  your  imaginative  approach  to 
the  many-sided  problems  that  had  to  be 
solved  before  control  of  polio  could  become 
a reality.  You  found  that  it  was  not  enough 
merely  to  pour  money  into  the  effort,  then 
sit  back  and  wait  for  results. 

You  discovered  it  was  necessary  for  The 
National  Foundation  to  support  many  ac- 
tivities not  directly  associated  with  this  spe- 
cific disease  before  you  could  begin  to  move 
toward  the  objectives  that  were  your  pri- 
mary interest.  Before  you  could  bring  to 
polio  patients  the  kind  of  care  they  needed, 
you  had  to  work  with  hospitals  to  help  them 
raise  standards  of  care  and  treatment.  You 
learned  that  there  were  not  enough  hands  to 
do  the  work,  and  so  you  plunged  actively  into 
the  problems  of  professional  education. 

You  helped  the  great  science  of  rehabili- 
tation which  today  is  restoring  dignity  and 
self-reliance  to  human  lives  deprived  of  pur- 
pose through  disease,  malformation  and 
injury.  Through  the  eminent  men  of  science 
and  medicine  who  have  directed  your  re- 
search programs,  you  have  encouraged  the 
development  of  the  sciences  of  virology  to  a 
point  where  it  now  consumes  the  interest 
of  those  who  seek  knowledge  of  a host  of 
diseases,  including  cancer. 

Your  grantees  have  earned  Nobel  Prizes 
for  findings  that  are  influencing  the  whole 
course  of  medical  science.  The  achievement 
of  the  Salk  vaccine  — and  now  the  Sabin 
oral  vaccine  — are  the  result  of  basic  re- 
search that  has  opened  up  vast  new  areas  of 
study  for  man  and  his  pursuit  of  victory 
over  the  forces  of  nature  that  have  plagued 
him  since  the  beginning  of  time. 

As  a result  of  your  pioneering  efforts,  the 
year  1960  will  find  paralytic  polio  at  its 
lowest  ebb  in  22  years.  Public  Health  Serv- 
ice reports  indicate  that  incidence  for  the 
year  will  barely  exceed  3,000  cases.  When 
you  consider  that  just  eight  years  ago  there 
were  almost  58,000  cases  across  the  nation, 
it  becomes  obvious  that  you  have  done  your 
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job  well.  Without  question,  you  have  at- 
tained original  objectives.  And,  while  you 
were  attaining  them,  you  were  taking  part 
in,  and  stimulating  important  changes  in  the 
fight  against  disease. 

It  is  precisely  at  this  point  that  I would 
warn  you  of  danger.  There  is  danger  in 
that,  having  pioneered  a path  that  has 
opened  up  magnificent  opportunities  for  de- 
velopment by  medical  science,  you  may  stop 
looking  forward.  There  is  danger  that, 
weary  from  the  long  road  you  have  traveled, 
you  may  be  content  to  sit  back  and  relax. 
There  is  danger  that  you  will  not  recognize 
the  tremendous  changes  that  have  come 
about  largely  through  your  efforts.  There 
is  danger  that  you  will  not  seize  upon  the 
unprecedented  opportunities  that  are  now 
yours  to  pursue. 

The  pioneer  who  blazed  a trail  across  this 
nation  did  not  endure  the  dangers  and  dis- 
comforts that  accompanied  his  Conestoga 
wagon  just  because  he  liked  to  travel.  When 
he  arrived  at  his  objective  he  began  to  build. 
And  he  has  never  stopped  building.  Every 
bit  of  hard-earned  knowledge  he  had  wrung 
from  experience  became  the  basis  for  a new 
pioneering  effort.  The  Conestoga  trail  be- 
came a railroad.  The  railroad  became  a 
superhighway.  And  soon  the  pioneer  was 
soaring  above  the  land  he  had  conquered 
and  looking  confidently  and  eagerly  to  the 
reaches  of  outer  space. 

My  friends,  if  you  who  have  pioneered 
are  tempted  today  to  look  back,  if  you  are 
inclined  sometimes  to  wonder  about  the  need 
for  giving  your  time  and  effort  to  the 
achievement  of  new  objectives  that  may  not, 
on  the  surface,  appear  to  have  the  urgency 
or  the  excitement  of  the  road  you  traveled 
in  the  past,  give  just  a few  moments  thought 
to  the  possibilities  you  have  helped  open  up 
for  future  progress. 

Just  a short  time  ago,  research  into  vi- 
ruses was  carried  on  only  with  the  greatest 
difficulty.  It  is  almost  literally  true  that 
virologists  worked  in  the  dark.  The  polio- 
virus itself  could  not  be  seen  unde  r the 
conventional  miscroscope.  It  was  so  minute 
in  size  that  it  escaped  through  the  finest  of 
filters.  No  scientist  could  hold  up  a test 
tube  or  point  to  a substance  on  a slide  and 
say,  “This  is  a virus  that  causes  polio.” 

The  only  way  he  could  detect  the  presence 
of  poliovii’us  in  the  material  with  which  he 
worked  was  by  injecting  some  of  the  ma- 


terial into  the  brains  of  monkeys.  If  the 
monkey  became  paralyzed,  the  scientist  took 
the  spinal  cord  of  the  monkey,  minced  it  and 
injected  it  into  the  brains  of  other  monkeys. 
If  they  became  paralyzed,  he  repeated  the 
process  again,  until  he  was  reasonably  con- 
vinced that  the  material  with  which  he 
worked  contained  poliovirus. 

He  couldn’t  see  it.  He  couldn’t  study  its 
structure.  He  couldn’t  dissect  it.  All  he 
had  to  work  with  was  what  he  called  “virus 
material,”  a mixture  of  spinal  cord,  nerve 
tissues  and  extraneous  matter  in  which, 
somewhere,  he  had  reason  to  believe  the  vi- 
rus existed. 

Obviously,  there  w ere  few  laboratories 
that  could  undertake  such  costly  and  time- 
consuming  studies.  The  care  and  mainten- 
ance of  large  numbers  of  expensive  experi- 
mental animals  severely  limited  the  amount 
of  research  that  could  be  done.  The  days 
and  weeks  consumed  in  waiting  and  watch- 
ing for  the  virus  to  reveal  its  presence  made 
research  a slow  and  often  discouraging  pro- 
cess. The  amount  of  virus  material  pro- 
duced was  so  small  that  only  a limited  num- 
ber of  researchers  could  carry  on  investiga- 
tions. Moreover,  the  virus  material  itself 
could  never  be  used  in  a vaccine,  because  the 
nervous  tissue  in  which  it  grew  could  not  be 
injected  into  man  without  possibly  danger- 
ous consequences. 

These  were  truly  the  horse  and  buggy  days 
of  V i r u s research.  Scientists  no  longer 
think  in  terms  of  those  days.  Nor  should 
you  think  in  terms  of  outmoded  objectives 
and  obsolete  techniques  in  going  about  the 
job  of  informing,  organizing  and  inspiring 
your  communities  for  the  kind  of  work  that 
can  be  done  by  a free,  educated  and  affluent 
society  in  the  fight  against  disease. 

When  Dr.  John  Enders  and  his  colleagues 
discovered  a method  for  growing  poliovirus 
in  cultures  of  nonnervous  tissue  in  1949, 
their  contribution  to  virologj-  was  something 
akin  to  the  invention  of  the  gasoline  engine 
in  its  effect  upon  speed  and  productivity. 
The  monkey  was  replaced  by  the  tissue  cul- 
ture as  the  medium  for  growing  poliovirus. 
In  thousands  of  test  tubes  and  flasks,  vari- 
ous strains  of  virus  were  produced  in  unlim- 
ited quanitities,  transported  to  laboratories 
all  over  the  nation  — all  over  the  world  ■ — 
where  the  process  of  reproduction  was  re- 
peated endlessly  and  investigation  into  the 
nature  and  character  of  these  tiny  organisms 
became  an  all-out  effort. 


600 


Nebraska  S.  M.  J. 


Rapidlj^  and  efficiently,  the  viruses  were 
identified,  typed  and  labeled.  Vaccines  be- 
came a reality  as  the  danger  of  contamina- 
tion from  particles  of  nervous  tissue  was 
eliminated.  Other  viruses  now  were  grown 
by  the  same  method  until  today  science  has 
identified  more  kinds  of  viruses  than  it  has 
diseases  to  match  them. 

I cite  the  Enders  discovery  as  only  one 
in  a series  of  magnificent  achievements  that 
have  brought  the  science  of  virology  to  a 
point  where  today  its  potential  for  the  con- 
quest of  disease  is  being  examined  with  ex- 
citement and  anticipation  by  the  entire  sci- 
entific world.  I cite  this  achievement  be- 
cause you  of  The  National  Foundation  were 
so  closely  involved  in  it.  I want  you  to 
realize  that  no  laboratory  doors  were  closed 
when  polio  vaccines  became  a reality.  In- 
stead, the  knowledge,  the  tools  and  the  tech- 
niques devised  in  that  pioneering  effort  have 
provided  more  scientists  with  greater  and 
more  efficient  means  to  accomplish  new  ob- 
jectives for  the  health  of  mankind. 

1 am  sure  that  some  of  you  are  disappoint- 
ed that  these  objectives  are  not  as  easily 
definable  in  your  old  terms  of  reference. 
You  may  feel  that  basic  scientific  research 
does  not,  at  least  at  this  moment,  carry  the 
popular  impact,  the  sense  of  drama  and  ur- 
gency that  rallied  a nation  behind  the  fight 
against  polio.  And  I say  that  this  is  true 
only  because  you  have  just  begun  to  realize 
your  own  role  in  the  events  that  are  taking 
place  in  the  world  of  medical  science  today, 
events  that  dwarf,  in  their  potential,  the 
fight  against  any  one  disease. 

Not  only  does  the  scientist  have  at  hand 
the  means  of  reproducing  viruses  almost  at 
will,  but  he  is  learning  to  manipulate  them 
in  ways  that  are  rapidly  stripping  them  of 
their  mystery.  He  has  learned  to  effect 
changes  in  the  nature  of  the  virus  itself  as 
it  is  progressively  reproduced  in  tissue  cul- 
tures, inducing  it  to  shed  certain  character- 
istics while  retaining  others.  Not  only  can 
he  isolate  viruses  but  he  can  literally  take 
them  apart,  remove  the  outer  protein  shell, 
reveal  the  core  of  nucleic  acid  and  put  them 
together  again. 

He  knows  what  the  core  and  shell  are  made 
of,  and  he  knows  that  the  core  carries  the 
capacity  to  infect  and  destroy  living  cells. 
More  and  more,  he  finds  evidence  in  the  na- 
ture of  viruses  and  the  nature  of  living  cells 
that  here,  close  at  hand,  lie  the  secrets  of 


life  and  growth,  the  secrets  of  disease  and 
disability. 

If  that  appears  to  be  a broad  statement, 
I would  say  to  you  that  its  implications  are 
broader  than  you  can  possibly  imagine.  If 
man  can  manipulate  the  infectious  core  of 
viruses,  if  he  can  find  the  means  of  keeping 
that  core  locked  up,  or  change  its  infectious 
character,  or  set  up  barriers  aiound  human 
cells  that  will  prevent  the  virus  from  enter- 
ing and  taking  over  cells,  he  will  be  very 
close  to  protecting  the  human  body  from  dis- 
ease. 

The  scientist  of  today  has  come  down  to 
what  may  well  be  the  basic  battleground  on 
which  the  fight  for  health  is  fought,  the  con- 
test between  the  infinitesimal  molecules 
that  comprise  the  human  cell  and  the  equally 
infinitesimal  molecules  that  disrupt  and  de- 
stroy the  life  of  the  cell.  Already  he  is  ob- 
seiwing  the  critical  struggle  under  labora- 
tory conditions.  He  is  studying  the  battle 
plan  of  the  invader  and  the  structure  of  the 
defending  forces.  He  is  learning  to  influ- 
ence the  course  of  the  fight  in  favor  of  the 
invader  or  the  defender.  He  has  reason 
to  hope  that,  with  increasing  support  of  his 
work  in  such  fields  as  genetics,  virology  and 
molecular  biology  he  will  find  the  means  to 
protect  the  cells  of  the  human  body  as  it 
lives  and  breathes,  as  it  goes  about  its  daily 
work,  or  as  it  pulses  with  new  life  in  the 
womb  from  which  it  is  born. 

The  implications  of  such  research  reach 
far  beyond  the  neat  patern  of  disease  en- 
tities in  which  most  people  are  accustomed 
to  do  their  thinking.  Responsible  citizens 
in  this  new  era  will  have  to  change  their 
thinking  if  they  are  to  understand  the  needs 
of  the  scientist,  if  they  are  to  support  his 
work  intelligently  and  translate  scientific 
knowledge  into  assistance  for  the  sick  and 
disabled  and  protection  of  our  people. 

You  may  be  concerned  today  that  the  pub- 
lic, which  was  quick  to  grasp  the  signifi- 
cance of  the  word  “polio”  in  the  face  of 
frightful  epidemics,  will  not  be  roused  to 
action  by  words  such  as  “genetics,”  “virolo- 
gy” and  “molecular  biology.”  Indeed,  you, 
yourselves,  may  feel  that  this  is  unfamiliar 
ground.  Yet,  you  must  realize  that  it  is  up- 
on unfamiliar  ground  that  new  victories  will 
be  won. 

If  the  areas  in  which  you  now  are  deeply 
concerned  seem  to  be  translatable  only  in 
the  complex  terms  of  the  scientist,  it  is  not 
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because  they  lack  direct  relationship  with 
human  experience,  with  the  pulse  of  human 
hardship  and  the  warmth  of  human  compas- 
sion. It  is  merely  that  you  have  not  yet 
found  the  terms  in  which  to  express  the 
relationship. 

If,  at  the  moment,  you  find  your  words 
inadequate,  you  will  have  to  find  new  words. 
If  the  American  people  are  slow  in  grasping 
the  significance  of  your  new  efforts,  I hope 
you  will  find  within  yourselves  the  resources 
of  patience,  determination  and  ingenuity  to 
bring  them  to  a recognition  of  the  need  for 
their  increased  support  of  the  programs  you 
have  undertaken. 

The  mother  whose  child  is  born  with  an 
incomplete  or  malformed  body,  with  spina 
bifida,  or  harelip,  or  clubfoot;  the  father 
who  holds  his  baby  for  the  first  time  and 
recognizes  the  tragedy  of  mental  retarda- 
tion ; the  infant  who  faces  life  with  less  than 
the  normal  capacity  to  lead  a fruitful  exist- 
ence; these  are  evidence  that  the  basic  sci- 
ences encompassed  by  your  expanded  pro- 
grams are  fundamentally  tied  to  the  reali- 
ties of  life. 

What  opportunities  there  are  for  accom- 
plishment ! 

Each  year,  150,000  babies  are  lost  to  their 
mothers  by  death,  either  in  the  last  four 
months  of  pregnancy  or  in  the  first  yeai- 
of  life. 

Each  year,  650,000  newborn  babies  come 
into  the  world  to  live  on  with  congenital  dis- 
abilities including  mental  retardation,  cere- 
bral palsy,  epilepsy,  spina  bifida,  hydroce- 
phalus and  other  defects. 

What  glorious  objectives  lie  before  us! 

To  bring  the  gift  of  healthy,  perfect  chil- 
dren to  women  who  might  otherwise  experi- 
ence the  sorrow  of  stillbirth  or  the  heart- 
ache of  a malformed  child. 

— To  bring  forth  children  with  sound 
bodies  and  minds,  free  from  the  terrible 
burden  of  disabilities,  prepared  to  face  life 
with  faculties  unimpaired  by  some  quirk  of 
nature  or  by  other  processes  of  which  we 
are  still  ignorant. 

Just  think  of  it.  In  this  one  area  alone, 
alone,  some  800,000  human  lives  are  involved 
— 800,000  lives  each  year,  plus  the  lives  of 
parents  and  families  directly  affected  by 
conditions  which  we  have  not  yet  learned  to 
control. 


]\Iy  friends,  these  problems  merit  the  deep 
concern  you  demonstrate  by  your  presence 
here  today.  They  are  problems  that  cannot 
be  explained  easily  in  terms  of  a single,  dra- 
matic disease.  Thej’  cut  across  lines  of  med- 
ical and  scientific  interest.  They  constitute 
a challenge  that  must  be  faced  by  respon- 
sible citizens  as  well  as  by  the  medical  pro- 
fession. 

You  will  be  interested  to  know  that  the 
American  IMedical  Association  already  is 
acting  to  develop  information  in  the  hope  of 
reducing  substantially  the  mortality  and 
morbidity  loss  connected  with  childbirth. 
We  have  begun  a pilot  study  of  some  100,- 
000  deliveries  involving  the  participation  of 
hospital  perinatal  study  committees,  state 
and  county  medical  societies  and  health  de- 
partments. 

We  will  furnish  hospitals  and  physicians 
taking  part  in  these  studies  with  code  sheets 
and  other  materials  for  the  recording  of  all 
pertinent  data  related  to  each  pregnancy 
and  childbirth  included  in  the  study.  We 
hope  to  gather  100,000  histories  of  the  natal 
experience. 

These  data  will  be  fed  into  a central  elec- 
tronic tabulating  device.  From  the  informa- 
tion obtained  we  hope  to  be  able  to  deter- 
mine why  deaths  or  disorders  occur  and, 
hopefully,  to  assist  hospitals  and  physicians 
in  improving  their  methods  to  eliminate 
those  deaths  and  disorders  that  may  be  pre- 
ventable. 

Eventually,  we  hope  to  have  the  partici- 
pation of  all  physicians  and  hospitals  in- 
volved in  deliveries.  It  is  our  conviction 
that  thi-ough  such  studies  and  the  corrective 
measures  resulting  from  them,  we  may  be 
able  to  reduce  deaths  and  disorders  of  babies 
by  25  to  50  per  cent  within  the  next  decade. 

I would  emphasize  to  you  that  such  a pro- 
gram of  total,  nationwide  reporting  of  the 
birth  process  was  never  possible  before  this 
age  of  the  electronic  computer.  We  have 
taken  this  cold  mechanical  device  and  put  it 
to  use  for  the  preservation  of  human  life. 

This  is  change.  This  is  one  small  exam- 
ple of  an  opportunity  recognized,  seized  up- 
on and  put  to  work  for  the  betterment  of  the 
human  condition. 

Throughout  the  world  of  medical  science 
a revolution  has  taken  place  in  methodology, 
in  techniques,  in  our  total  approach  to  prob- 
lems of  disease  and  disorders. 
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The  need  for  understanding  is  great.  It 
is  important  that  the  average  American  be- 
gin to  take  more  mature  attitude  toward  the 
scientific  world  and  his  own  relationship  to 
it.  The  compelling  needs  of  our  time,  the 
magnificent  opportunities  that  lie  within  our 
grasp,  demand  that  we  forego  the  bland  diet 
of  over-simplification  that  guides  much  of 
our  thinking  and,  consequently,  the  course 
of  our  actions. 

It  is  time  that  we  graduated  from  the  sort 
of  attitude  that  leads  millions  to  hail  Dr. 
Jonas  Salk  as  a national  hero,  then  neglect 
to  make  use  of  the  vaccine  which  he  devel- 
oped. It  is  time  that  critics  of  the  voluntary 
agencies  realized  that  the  fight  against  dis- 
ease is  not  a game  played  by  competitors  for 
the  so-called  “charity  dollar.”  It  is  time  we 
awoke  to  the  fact  that  it  is  up  to  the  indi- 
vidual and  to  the  community  to  accept  vol- 
untarily responsibility,  not  only  for  the  al- 
leviation of  suffering  and  the  care  of  the 
sick  and  disabled,  but  for  the  freedom  and 
effectiveness  of  the  entire  scientific  and 
medical  community. 

Bertrand  Russell  has  said,  in  speaking  of 
the  future,  “Not  only  will  men  of  science 
have  to  grapple  with  the  sciences  that  deal 
with  man  but  — and  this  is  a far  more  dif- 
ficult matter  — they  will  have  to  persuade 
the  world  to  listen  to  what  they  have  dis- 
covered.” 

You,  the  responsible  volunteer,  working 
through  your  splendid  voluntary  health  agen- 
cies, have  acted  effectively  as  the  line  of  com- 
munication between  the  scientist  and  the 
world.  You  have  exercised  the  power  of 
persuasion. 

I urge  you,  in  these  times  of  great  change 
and  still  greater  opportunity,  to  use  this  pow- 
er in  turning  the  minds  of  men  to  the  respon- 
sibilities that  come  to  us  along  with  matur- 
ity, freedom  and  knowledge. 

Medicare  in  Operation 

We  have  noticed  some  uncertainty  con- 
cerning one  of  the  most  important  items 
on  the  Medicare  claim  form,  item  No.  7. 
This  item  is  obtained  from  the  dependents 
identificiation  card  and  must  always  have  a 
definite  expiration  date  including  month,  day 
and  year.  Prior  to  Januai-y  1,  1960,  an  “In- 
definite” remark  was  acceptable  for  depend- 
ents of  service  personnel  who  are  enlisted 
for  an  indefinite  period  of  time.  However, 


effective  January  1,  1960,  all  dependents 
must  have  a definite  date  of  expiration  on 
their  identification  cards.  No  Medicare 
benefits  can  be  allowed  unless  there  is  a 
definite  Medical  Authorization  Expiration 
date  in  item  No.  7 and  benefits  can  be  al- 
lowed only  to  that  date. 

Medicine  in  the  News 

From  the  Ha.stings  Tribune — 

Members  of  the  Nebraska  Advisory  Hos- 
pital Council  agreed  at  their  October  meet- 
ing that  all  Nebraska  communities,  especial- 
ly metropolitan  Omaha,  must  recognize  the 
need  of  intensive  planning  of  future  hospital 
needs. 

Vern  Pangborn,  head  of  the  State  Hospital 
Division,  said  most  communities  do  not  get 
a planning  group  to  make  a survey  of  future 
needs  “until  they  get  into  a mess  of  trouble.” 

Ted  Hook,  Wayne,  a member  of  the  coun- 
cil, said  it  might  be  well  to  have  a com- 
mission similar  to  the  State  Highway  Com- 
mission, to  deal  with  hospital  matters. 

“Hospitals  have  to  be  tied  in  with  com- 
munity development,”  Pangborn  said. 

“Getting  the  communities  together  and 
planning  their  hospital  needs  is  the  only 
thing  that  will  save  us  from  governmental 
interference,”  Dr.  E.  A.  Rogers,  State  Health 
Director  said. 

Members  of  the  council  said  some  fed- 
eral officials  believe  what  is  needed  is  leg- 
islation at  the  federal  level  which  would 
make  it  mandatory  to  get  permission  before 
“even  adding  a hospital  bed.” 

Human  Interest  Tales 

Dr.  Cecil  Wittson,  Omaha,  spoke  at  the 
Carrier  Clinic  in  Belle  Mead,  New  Jersey, 
in  September. 

Dr.  Dwaine  Peetz,  Neligh,  has  been  ap- 
pointed a medical  examiner  by  the  Federal 
Aviation  Agency. 

Dr.  A.  J.  Offerman,  Omaha,  traveled  to 
Chicago  recently  to  attend  the  National  Blue 
Shield  Conference. 

Dr.  C.  R.  Watson,  Mitchell,  was  recently 
presented  with  a 50-year  pin  from  Mitchell 
Lodge  No.  213  AF&M. 

Dr.  Harry  H.  Murphy,  Omaha,  is  the  new 
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president  of  the  Nebraska  division  of  the 
American  Cancer  Society. 

Dr.  H.  J.  Billerbeck,  Randolph,  has  been 
elected  pi-esident  of  the  St.  Joseph  Hospital 
staff  at  Osmond  for  the  coming  year. 

Dr.  John  Yost,  Hastings,  spoke  on  the  sub- 
ject of  medicine  in  politics  at  a recent  meet- 
ing of  the  Adams  County  Medical  Auxiliary. 

Dr.  E.  A.  Rogers,  Lincoln,  was  a guest 
speaker  at  the  October  meeting  of  the  Phelps 
County  Medical  Society  held  in  Holdrege. 

Dr.  C.  A.  Longo,  Bellevue,  has  been  named 
as  the  new  city  physician.  Doctor  Longo  will 
serve  in  this  capacity  on  the  City  Health 
Boai’d. 

The  sixth  annual  fall  scientific  session  of 
the  Nebraska  State  Obstetric  and  G>mecolog- 
ical  Society  was  held  in  Broken  Bow  in 
October. 

Dr.  C.  N.  Sorensen,  Scottsbluff,  was  a 
guest  speaker  at  the  October  meeting  of  the 
Business  and  Professional  Women’s  Club  of 
that  city. 

Dr.  Leroy  W.  Lee,  Omaha,  participated 
in  a panel  discussion  at  the  annual  meeting 
of  the  American  Urological  Association, 
South-Central  section  in  Albuquerque,  New 
Mexico,  in  October. 

Dr.  C.  E.  Rodgers,  Osmond,  has  donated 
a new  library  building  to  this  city.  The 
building  will  be  presented  as  a memorial  to 
the  late  Mrs.  Rodgers. 

The  Holdrege  Municipal  Airport  was 
named  Brewster  Field  in  October  in  honor 
of  Dr.  Frank  A.  Brewster  of  that  city,  the 
world’s  first  flying  surgeon. 

Dr.  Richard  L.  Egan,  Omaha,  was  elected 
as  president  of  the  Nebraska  Heart  Asso- 
ciation at  the  annual  meeting  of  the  organ- 
ization held  in  Lincoln  in  September. 

Dr.  J.  I.  Fitzsimmons,  Grand  Island,  man- 
ager of  the  Veterans  Administration  Hos- 
pital in  this  city,  has  announced  his  retire- 
ment from  the  federal  service  in  January. 

Dr.  Theodore  Koefoot,  Jr.,  Broken  Bow, 
was  installed  as  president  of  the  Nebraska 
State  Obstetric  and  Gynecologic  Society  at 
the  group’s  meeting  in  Broken  Bow  in  Octob- 
er. 

A surgical  movie  produced  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  was 
shown  at  the  James  C.  Kimbrough  Urolog- 


ical Seminar  in  Washington,  D.  C.,  in  No- 
vember. 

Dr.  D.  W.  Kingsley,  Hastings,  was  a speak- 
er at  the  11th  national  meeting  of  the  County 
Medical  Societies  sponsored  by  the  Council 
on  National  Security  of  the  American  Med- 
ical Association  in  Chicago  in  November. 

Dr.  E.  E.  Koebbe,  Columbus,  was  hon- 
ored at  the  recent  Creighton  University 
Founders  Day  dinner.  Dr.  Koebbe  was  given 
the  Creighton  Service  Plaque  for  25  years 
of  service  to  Creighton  University  School 
of  Medicine. 

Dr.  Edwin  Lyman,  Omaha,  was  hon- 
ored by  the  Nebraska  Public  Health  Asso- 
ciation at  their  annual  meeting  in  Septem- 
ber. Dr.  Lyman  received  an  award  for  “Dis- 
tinguished service  in  the  promotion  of  public 
health  in  Nebraska.” 

Dr.  Fay  Smith,  Imperial,  was  a guest 
speaker  at  the  October  meeting  of  the  Madi- 
son Six  County  Medical  Society  which  hosted 
a meeting  of  the  4th  and  5th  Councilor  Dis- 
trict members  and  their  wives.  The  meet- 
ing was  held  at  Norfolk. 

The  following  Nebraska  physicians  were 
inducted  as  fellows  of  the  American  College 
of  Surgeons  at  the  annual  meeting  of  this 
organization  in  San  Francisco,  in  October. 
Drs.  John  D.  Chapp,  Beatrice;  Drs.  H.  E. 
Harvey,  G.  W.  Leworthy,  Robert  F.  Moore, 
James  H.  Rickman,  and  Maynard  A.  Wood, 
all  of  Lincoln;  Drs.  Dwight  W.  Burney,  Jr., 
and  John  B.  Davis,  both  of  Omaha. 

At  the  September  meeting  of  the  Dawson 
County  Medical  Auxiliary  the  organization 
agreed  to  continue  two  service  projects  and 
initiate  a new  one.  Projects  continued  were 
“Today’s  Health”  magazine  subscriptions  to 
county  grade  and  junior  high  schools,  and 
the  Health  Career  Scholarship  loan  fund. 
The  new  project  will  be  the  distribution  of 
first-aid  pamphlets  to  county  grade  school 
children. 


Announcements 

Ninth  Postgraduate  Course  Diabetes  and 
Basic  Metabolic  Problems — 

This  course  will  be  held  in  the  auditorium 
of  the  School  of  Medicine,  Louisiana  State 
University,  New  Orleans,  Louisiana,  on  Jan- 
uary 18,  19,  and  20,  1961.  Headquarters 
Hotel  will  be  the  Jung.  The  Committee  on 
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Professional  Education  of  the  American 
Diabetes  Association  in  conjunction  with  the 
Louisiana  State  University  and  Toulane  Uni- 
versity is  presenting  the  course.  General 
sessions,  panel  discussions,  and  seminars  will 
consider  such  subjects  as  “Clinical  Aspects 
of  Lipids,”  “Special  Problems  in  Clinical 
Diabetes,”  “Current  Problems  in  Diabetes,” 
“Diabetes  as  a Biological  Spectrum,”  and 
others. 

Seventeen  hours  credit  by  the  A.A.P.G.  in 
Category  II  will  be  allowed  for  attendance. 

Fee:  $40  for  members  and  $75  for  non- 

members. Usual  social  activities  will  be  fur- 
nished. 

Write  American  Diabetes  Association,  1 
East  45th  Street,  New  York  17,  N.  Y.,  for 
further  details  and  registration  blanks. 


Course  in  Laryngology  and  Bronchoesophagology — 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  will 
conduct  a postgraduate  course  in  Laryngol- 
ogy and  Bronchoesophology  from  March  13 
through  March  25,  1961,  under  the  direction 
of  Paul  H.  Holinger,  M.D. 

Registration  will  be  limited  to  fifteen  phy- 
sicians who  will  receive  instruction  by  means 
of  animal  demonstrations  and  practice  in 
bronchoscopy  and  esophagoscopy,  diagnostic 
and  surgical  clinics,  as  well  as  didactic  lec- 
tures. 

Interested  registrants  will  please  write 
directly  to  the  Department  of  Otolaryngol- 
ogy, University  of  Illinois  College  of  Medi- 
cine, 1853  West  Polk  Street,  Chicago  12, 
Illinois. 


Award  Contest,  1960-1961,  Inteniational 
Academy  Proctology^ — 

The  International  Acadamy  of  Proctology 
announces  its  Annual  Cask  Prize  and  Certifi- 
cate of  Merit  Award  Contest  for  1960-1961. 
The  best  unpublished  contribution  on  proc- 
tology or  allied  subjects  will  be  awarded  $100 
and  a Certificate  of  Merit.  The  winning 
contribution  will  be  selected  by  a Board  of 
impartial  judges  whose  decisions  are  final. 
For  more  information  write  Alfred  J.  Can- 
tor, M.D.,  Executive  Officer,  International 
Academy  on  Proctology,  147-41  Sanford  Ave- 
nue, Flushing  55,  N.Y. 


Medical  Continuation  Courses  To  Be  Presented, 
Center  for  Continuation  Study,  University 
Of  Minnesota — 

April  20-22,  1961  — Otolaryngology  for 
General  Physicians. 

May  1-3,  1961  — Ophthalmology  for 
Specialists. 

May  8-10,  1961  — Gynecology  for  General 
Physicians. 


News  and  Views 

Cancer  Grant  for  Electron  Microscope 
At  Creighton — 

The  Creighton  University  School  of  Med- 
icine, Omaha,  recently  received  a grant  of 
$28,652.00  from  the  American  Cancer  So- 
ciety, Nebraska  Division.  Dr.  Harry  H.  Mc- 
Carthy, Division  President,  presented  the 
check  to  Dr.  Richard  L.  Egan,  Dean  of  the 
Creighton  Medical  School. 

The  grant  will  enable  the  medical  school 
to  install  an  electron  microscope  in  the 
Creighton  Memorial  St.  Joseph’s  Hospital, 
Omaha,  and  the  instrument  will  be  used  by 
staff-approved  educators  and  investigators 
in  the  exploration  of  cancer  and  its  etiology. 

This  is  the  second  grant  of  its  kind  to  be 
presented  in  the  Omaha  medical  area  by  the 
Nebraska  Division.  A similar  instrument 
was  installed  in  the  University  of  Nebraska 
College  of  Medicine  in  1957. 

An  earlier  bequest  of  $64,498.01  to  the 
Nebraska  Division  by  the  late  Mrs.  Anna  A. 
Tyler,  Omaha,  made  possible  the  purchase 
of  Creighton’s  electron  microscope. 

Following  the  Creighton  presentation.  Dr. 
McCarthy  presented  a Memorial  parchment 
to  the  widow  of  Mr.  Raymond  J.  Larson,  Jr., 
as  part  of  the  Division’s  new  Memorial  pro- 
gram. Mr.  Larson,  an  Omahan,  died  of  can- 
cer in  1960. 

Under  the  provisions  of  the  program,  an 
autotechnicon  already  given  by  the  Division 
to  the  University  of  Nebraska  College  of 
Medicine  for  use  by  Dr.  Richard  E.  Ogborn, 
will  be  named  in  memory  of  Mr.  Larson. 

Nebraska  Ob.-Gyn.  Society  Met  at  Broken  Bow — 

On  Sunday,  October  23,  1960,  the  Nebras- 
ka State  Obstetric  and  Gynecologic  Society 
held  its  sixth  annual  meeting  at  Broken  Bow, 
Nebraska.  Dr.  F.  J.  Hofmeister  of  Mil- 
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■\vaukee  was  the  guest  speaker.  His  presen- 
tation on  “Prolonged  Labor”  was  supple- 
mented by  additional  papers  of  interest  in 
this  field,  and  given  by  members  of  the  So- 
ciety or  of  allied  fields. 

Fortunately  for  the  hunters  the  pheasant 
season  opened  the  day  before  the  meeting. 
This  permitted  a day  of  hunting,  by  mem- 
bers converging  on  Broken  Bow  for  the 
scheduled  meeting.  A chartered  bus  jour- 
neyed westward,  from  Omaha,  picking  up 
passengers  from  Lincoln  and  Columbus,  so 
that  23  members  and  their  wives  enjoyed 
this  method  of  easy  travel. 

Local  arrangements  were  in  the  capable 
hands  of  Theodore  Koefoot,  Jr.,  of  Broken 
Bow,  who  acquired  the  office  of  President 
at  that  meeting. 

It  is  planned  to  have  next  year’s  meeting 
in  a favorable  location  and  at  a favorable 
time  in  the  Fall  of  1961.  The  membership 
roll  in  the  society  is  not  closed  and  any  mem- 
ber of  the  Nebraska  State  IMedical  Associa- 
tion, interested  in  Obstetrics,  is  eligible.  Ap- 
plication blanks  can  be  secured  by  writing 
President  Theodore  Koefoot,  at  Broken  Bow, 
Nebraska,  or  Maurice  E.  Grier,  828  Med- 
ical Art  Building,  Omaha  2,  Nebraska. 

“History  of  the  Medical  Department  of 
I’.S.  Army,  World  War  II”  Available — 

The  “World  War  1 Medical  History,” 
though  available,  was  not  widely  distributed 
and  read.  Many  of  the  valuable  lessons  re- 
corded therein  were  essentially  unknown  to 
the  medical  profession  in  general  and  the 
surgical  profession  in  particular.  These  les- 
sons had  to  be  relearned  at  the  expense 
of  “time,  effort,  limb,  and  lives”  at  the  be- 
ginning of  World  War  II.  It  is  hoped  that 
this  may  not  happen  again.  With  this  in 
view.  The  Historical  Unit,  United  States 
Army  Medical  Service  offers  the  following: 

Many  of  the  medical  lessons  learned  dur- 
ing World  War  I had  to  be  relearned  under 
fire  during  World  War  II  because  of  paucity 
of  distribution  of  the  World  War  1 medical 
history. 

Lieutenant  General  Leonard  D.  Heaton, 
The  Army  Surgeon  General  in  an  endeavor 
to  prevent  this  costly  relearning  process,  in 
the  unhappy  event  of  another  war,  has  di- 
rected the  preparation,  publication,  and  dis- 
tribution of  the  “History  of  the  Medical  De- 
partment, United  States  Army,  in  World 


War  II.”  General  Heaton  is  particularly 
anxious  that  information  of  the  existence  and 
availability  of  this  History  be  circulated 
widely  among  the  profession,  both  military 
and  civilian. 

Of  the  48  volumes  programmed  for  the 
series,  15  have  been  published  and  can  be 
purchased  at  modest  cost  from  The  Superin- 
tendent of  Documents,  Government  Printing 
Office,  Washington  25,  D.  C.  The  set  of  15 
volumes  may  be  purchased  for  $66.50  or  med- 
ical volumes  can  be  obtained  at  remarkably 
low  prices.  Commanding  officers  of  med- 
ical units  may  requisition  copies  for  their 
Medical  Units  libraries  by  submitting  DA 
Form  17  directly  to  The  Historical  Unit, 
U.  S.  Army  Medical  Service,  Washington  12, 

D.  C.,  ATTN : Promotion  Branch. 

Volumes  now  available  are: 

“General  Surgery”  — Edited  by  Michael 

E.  DeBakey,  M.D. 

“Neurosurgery,”  Volume  I (Head  Injur- 
ies) — Edited  by  R.  Glen  Spurling,  M.D., 
and  Barnes  Woodhall,  M.D. 

“Neurosurgery,”  Volume  II  (Spinal  Cord 
and  Peripheral  Nerve  Injuries)  — Edited  by 
R.  Glen  Spurling,  M.D.,  and  Barnes  Wood- 
hall,  M.D. 

“Hand  Surgery”  — Edited  by  Sterling 
Bunnell,  M.D. 

“Ophthalmology  and  Otolaryngology”  — 
Edited  by  M.  Eiliott  Randolph,  M.D.,  and 
Norton  Canfield,  M.D. 

“Orthopedic  Surgery,  European  Theater 
of  Operations”  — Edited  by  Mather  Cleve- 
land, M.D. 

“Orthopedic  Surgery,  Mediterranean  The- 
ater of  Operations”  — by  Oscar  P.  Hampton, 

M.D. 

“Physiologic  Effects  of  Wounds”  — Edited 
by  Fred  W.  Rankin,  M.D.,  and  Michael  E. 
DeBakey,  M.  D. 

“Vascular  Surgery”  — Edited  by  Daniel 
C.  Elkins,  M.D.,  and  Michael  E.  DeBakey, 

M.D. 

“Cold  Injury,  Ground  Type”  — By  Tom 

F.  Whayne  and  Michael  E.  DeBakey,  M.D. 
“Dental  Service”  — By  George  F.  Jeff- 

cott,  D.M.D. 

“Environmental  Hygiene”  — by  James 
Stevens,  M.D.,  and  othei’S. 

“Personal  Health  Measures  and  Immuniza- 
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tion”  — by  John  E.  Gordon  M.D.,  Tom  F. 
Whayne,  M.D.,  and  others. 

“Communicable  Diseases,”  Volume  IV  ■ — 
by  John  E.  Gordon,  M.D.,  Joseph  Stokes, 
M.D.,  and  others. 

“Hospitalization  and  Evacuation,  Zone  of 
Interior”  — by  Clarence  McKittrick  Smith. 

Ulcers  More  Common — 

More  than  2.4  million  Americans  have  ul- 
cers, and  nearly  three  times  as  many  men 
have  ulcers  as  do  women,  the  Health  Insur- 
ance Institute  reports.  Some  1,771,000  men 
have  some  form  of  peptic  ulcer,  including 
gastric,  duodenal,  and  gastrojejunal  ulcers, 
compared  to  669,000  women,  the  Institute 
said. 

Based  on  data  from  the  U.S.  National 
Health  Survey,  the  Institute  found  that  ul- 
cers are  four  times  as  common  among  Amer- 
icans now  as  they  were  in  the  1930’s. 

A National  Health  Survey,  in  1935-36, 
showed  that  fewer  than  three  out  of  every 
1000  persons  in  the  population  had  an  ulcer. 
The  latest  suiwey,  covering  the  1957-59  pe- 
riod, disclosed  that  14  out  of  every  1000  per- 
sons in  the  civilian  population  were  so  af- 
flicted. However,  this  seeming  quadrupling 
of  the  ulcer  rate  has  been  attributed  in  part 
to  more  accurate  methods  of  diagnosis 
through  wider  use  of  X-ray  equipment. 

Other  statistics,  said  the  Institute, 
strengthen  the  impression  that  the  preva- 
lence rate  of  ulcers  has  quadrupled.  Over  a 
20-year  span,  the  rate  of  hospital  admissions 
for  ulcers  has  grown  from  0.4  admissions  per 
1000  persons  per  year  to  1.7  admissions. 

Three  out  of  ten  of  these  admissions  had 
their  ulcers  treated  surgically,  according  to 
the  Institute. 

News  From  Nebraska  Heart 
Association 

Five  Year  Study  of  Children  With  Rheumatic 
Fever  Reports  High  Survival  Rate — 

Remarkably  few  deaths  due  to  rheumatic 
fever  was  “the  striking  fact”  to  emerge  from 
a unique,  five-year  cooperative  study  of  the 
disease,  according  to  a report  published  to- 
day. Medical  centers  of  the  United  States, 
the  United  Kingdom  and  Canada  partici- 
pated in  the  study. 

Because  of  the  severe  heart  disease  to 


which  it  may  lead,  rheumatic  fever  has  been 
a major  cause  of  death  among  children.  But 
of  the  497  child-patients  studied  in  three 
countries,  only  14,  or  30  per  cent,  wei’e 
known  to  have  died  of  this  disease  or  its 
consequences,  at  the  end  of  five  years  — a 
much  lower  case  fatality  than  has  been  pre- 
viously reported  by  other  investigators. 

Another  finding  Avhich  impressed  the  in- 
vestigators, because  it  was  not  previously 
known,  was  that  the  condition  of  the  rheu- 
matic fever  patient’s  heart  at  the  start  of 
treatment  usually  determined  whether  he 
was  to  have  heart  disease  at  the  end  of  five 
years.  Almost  all  (96%)  of  the  patients 
whose  hearts  were  unaffected  when  treat- 
ment began  were  found  to  be  free  of  any 
heart  trouble  at  the  end  of  this  study.  And 
the  likelihood  that  a patient  would  contract 
rheumatic  heart  disease  — as  well  as  its 
severity — increased  with  the  extent  to  which 
his  heart  was  affected  before  treatment  be- 
gan. 

Of  the  child-patients  with  a soft  heart 
murmur,  for  example,  82  per  cent  had  no 
murmur  at  the  end  of  five  years.  But, 
despite  treatment,  only  30  per  cent  of  those 
whose  hearts  were  the  most  seriously  af- 
fected by  rheumatic  fever  at  the  beginning 
(with  heart  failure  and  pericarditis,  or  both) 
were  free  of  a heart  murmur  five  years 
later. 

The  international  study  followed  the  child- 
patients  in  each  country  through  six  weeks 
of  treatment,  three  succeeding  weeks  of  close 
observation,  and  five  years  of  periodic  check- 
ups thereafter,  in  order  to  test  the  relative 
effectiveness  of  ACTH,  cortisone,  and  ordin- 
ary aspirin.  Aspirin  has  been  the  accepted 
treatment  for  rheumatic  fever. 

None  of  the  drugs,  in  the  dosage  given, 
is  superior  in  terminating  the  attack  of  rheu- 
matic fever  or  protecting  the  heart,  the 
three-nation  study  has  found.  This  confirms 
a preliminary  report  issued  by  the  same 
group  in  1955,  after  a one-year  follow-up 
of  the  same  patients.  The  present  report 
has  just  been  published  in  the  current 
(October)  issue  of  Circulation,  scientific 
journal  of  the  American  Heart  Association. 
It  is  also  appearing  simultaneously  in  the 
British  Medical  Joui'nal  and  the  Canadian 
Medical  Association  Journal. 

Modern  treatment  of  the  disease  is  not  the 
only  reason  for  the  low  case  fatality,  this 
report  suggests.  A change  in  the  natural 
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history  of  rheumatic  fever,  or  the  streptococ- 
cal infection  from  which  it  springs;  the  in- 
troduction of  penicillin  and  sulfadiazine  pro- 
phylaxis to  prevent  strep  reinfection;  and  a 
general  idse  in  the  standard  of  living  may 
also  have  helped  to  lessen  the  severity  of  the 
disease. 

The  first  report  on  this  study  described 
how  the  patients  were  allocated  at  random 
to  one  of  the  three  treatments,  and  it  com- 
pared the  three  groups  in  detail  throughout 
the  observation  period.  The  current  report 
compares  the  amount  and  severity  of  rheu- 
matic heart  disease  in  each  of  the  three 
groups  bjr  the  end  of  five  years. 

To  make  this  large-scale  study  possible, 
the  Council  of  Rheumatic  Fever  and  Con- 
genital Heart  Disease  of  the  American  Heart 
Association  and  the  Medical  Research  Coun- 
cil of  Great  Britain  jointly  planned  the  care- 
fully controlled  program  to  test  the  three 
drugs,  in  the  hope  of  finding  a more  effec- 
tive therapy  for  rheumatic  fever  than  aspir- 
in. Under  their  auspices,  and  with  grants 
from  the  U.  S.  Public  Health  Service,  the 
Canadian  Arthritis  and  Rheumatism  Society, 
The  American  Heart  Association,  and  The 
Medical  Research  Council,  the  cooperative 
project  was  initiated  in  January,  1951.  Chil- 
dren under  the  age  of  16  with  rheumatic 
fever  were  studied  in  six  United  Kingdom, 
one  Canadian  and  five  U.S.  medical  centers. 

Dr.  David  D.  Rutstein  served  as  chairman 
of  the  coordinating  center  at  the  American 
Heart  Association  in  New  York.  Participat- 
ing U.S.  institutions  were  : La  Rabida  Jack- 
son  Park  Sanitarium,  Chicago;  College  of 
Physicians  and  Surgeons,  Columbia  Univer- 
sity; University  of  Colorado  Medical  Center, 
Denver ; House  of  the  Good  Samaritan, 
Boston;  and  New  York  University-Bellevue 
Medical  Center.  The  Canadian  center  was 
the  Hospital  for  Sick  Children,  Toronto,  Can- 
ada. 

The  late  Sir  James  Spence  was  the  orig- 
inal chairman  of  the  Rheumatic  Fever  Work- 
ing Party  of  the  Medical  Research  Council 
of  Great  Britain,  and  was  succeeded  after 
his  death  by  Prof.  A.  Bradford  Hill.  The 
cooperating  British  institutions  were:  Can- 
adian Red  Cross  Memorial  Hospital,  Taplow ; 
Royal  Victoria  Infirmary,  Newcastle;  Royal 
Hospital  for  Sick  Children,  Glasgow ; The 
Children’s  Hospital,  Sheffield ; Hospital  for 
Sick  Children,  London ; Llandough  Hospital, 
Cardiff. 


Comments  From 


Your  President 


Approximately  one  and  one-half  years  ago, 
and  with  the  approval  of  the  House  of  Dele- 
gates, the  membership  of  the  N.S.M.A.  was 
given  an  opportunity  to  acquire  a group- 
type  life  insurance  policy.  Three  hundred 
eighty  applications  were  received  and,  hav- 
ing met  a group  minimum  of  300,  three 
hundred  eighty  policies  were  issued.  During 
the  first  year  there  was  only  one  death 
claim.  At  present  there  are  379  holders. 
The  first  year’s  premium  totaled  $39,396.00. 
As  of  October  1,  1960,  accrued  dividends 
amounted  to  $23,863.00. 

Each  policy  holder  will  receive  shortly  a 
dividend  check  amounting  to  about  50  or  55 
per  cent  of  an  annual  premium.  This  div- 
idend amounts  to  about  50  per  cent  of  the 
original  investment  plus  the  insurance  pro- 
tection in  force.  Members  of  the  N.S.M.A. 
who  have  not  subscribed  to  this  plan  should 
seriously  consider  doing  so  at  once,  in  order 
to  benefit  by  such  a fine  program. 

As  a final  comment  I would  like  to  sug- 
gest that  policy  holders  receiving  such  a fine 
dividend,  send  it  in  as  a contribution  to  the 
Nebraska  Educational  Foundation.  The  Pres- 
ident’s check  will  surely  go  there. 

FRITZ  TEAL, 
President. 
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Woman's  Auxiliary 

Dear  Auxiliary  Members: 

Seasons  greetings  and  best  wishes  for  the 
New  Year! 

Mrs.  Tanner,  president-elect,  Mrs.  Farrell, 
regional  Civil  Defense  chairman,  and  I at- 
tended the  Fall  Conference  in  Chicago  Octob- 
er 1st  through  the  4th.  A full  report  of 
this  from  Mrs.  Tanner  will  appear  in  the 
January  issue.  It  is  a work  shop  confei’- 
ence  we  wish  all  of  you  could  attend  as  we 
came  away  full  of  enthusiasm  and  interest 
in  what  the  Auxiliary  stands  for  and  can 
accomplish. 

Mrs.  Tanner  and  I were  grateful  to  Mrs. 
Farrell,  our  past  president,  who,  having  at- 
tended several  of  these  meetings  and  the 
National  A.M.A.  conventions,  made  us  known 
to  many  of  the  national  officers  and  com- 
mittee chairmen.  It  is  nice  to  feel  “at  home” 
when  you  are  working  closely  with  a group 
for  only  a few  days. 

Mrs.  Tanner  and  I have  been  inspired  and 
pleased  to  attend  the  meetings  of  several 
of  our  county  auxiliaries  and  hear  about  the 


splendid  work  being  done  around  the  state. 
I hope  we  shall  have  the  opportunity  of  mak- 
ing more  of  these  visitations  for  they  point 
up  the  problems  and  projects  we  should  be 
concentrating  on  at  the  state  level. 

Perhaps  by  the  end  of  the  year  1 shall 
know  more  about  how  to  be  helpful  to  you 
as  your  leader.  In  the  meantime,  any  sug- 
gestions from  you  would  be  most  appre- 
ciated. 

JEAN  WADDELL, 

President  Woman’s  Auxiliary. 


It's  your  professional  privilege 
to  replenish  your  ranks  . . . 

Give  to 

medical  education 
througli  AMEF 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St,  Chicago  10,  III. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cabal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecologists  American  Society  of  Anesthesiology 
Mr.  D.  F.  Richardson,  Secy.  J.  E.  Remlinger,  Secy. 

79  West  Monroe  802  Ashland  Ave. 

Chicago  3,  Illinois  Wilmette,  Illinois 


American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Intemal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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ORGANIZATIONS.  STATE 


Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 
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DeLanney,  L.  A.  (Life) 
Walnut  Creek,  Calif. 
DeLong,  Henry  L, 

140  South  40th  St. 
Dendinger,  W.  M. 

402  Aquila  Court 
Dewey,  John  L. 

839  North  68th  St. 
Dickerson,  Wm.  J. 

5020  Dodge  St. 

Donahue,  Francis  D. 

462  Aquila  Court 
Donelan,  James  P. 

Guarantee  Mutual 
Life  Ins.  Company 
Doolittle,  H.  H. 

828  M^ical  Arts  Bldg. 

Dow,  A.  G. 

1202  Medical  Arts  Bldgl 
Dowell,  D.  A. 

816  Medical  Arts  Bldg. 
Drdia,  Theodore 
460  Aquila  Court 
Drozda,  Joseph  P. 

1315  Deer  Park  Blvd. 

Dunn,  F.  Lowell 
847  Fairacres  Road 


NEU,  Councilor 

Dutch,  Stephen  J. 

Nebr.  Psychiatric  Inst. 
Dworak,  Henry  L. 

203  Center  Bldg. 

Eagle.  Frank  L. 

1620  Medical  Arts  Bldg. 
Egan,  Richarl  L. 

Creighton  Univ.  School 
of  Medicine 
Egan,  Wm.  J. 

456  Aquila  Court 
Elston.  Harry  R. 

4930  South  24th  St. 

Endres,  Gregory  L. 

5809  Militai’y  Ave. 

Engdahl,  Wallace  E. 

8613  North  30th  St. 
Everitt.  N.  J. 

4838  South  24th  St. 

Ewing.  Ben  F. 

220  Medical  Arts  Bldg. 
Ewing,  John  D. 

220  Medical  Arts  Bldg. 
Fangman,  Richard  J. 

5002  Dodge  St. 

Farrell,  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell.  Robert  F.  (Life) 

131  So.  39th  St. 

Fellman,  A.  C. 

309  Doctors  Bldg. 

Filkins.  John  C. 

521  Doctors  Bldg. 

Findley,  Palmer  (Life) 

3325  Fontenelle  Blvd. 
Finegan,  James 

415  Medical  Aii^s  Bldg. 
Finlayson,  Alister  I. 

924  Medical  Ai^ts  Bldg. 
Fitch,  Donald  Max 
Univ.  of  Nebr.  Hosp. 
Fitzgibbons,  Robert  J. 

1408  Medical  Arts  Bldg. 
Fleishman.  Max 
260  Aquila  Court 
Fleming.  E.  F. 

3650  Burt  St. 

Follman,  J.  C. 

306  South  24th  St.,  Rm.  9 
Foster,  Miles  E.,  Jr. 

2315  South  103rd  St. 
Francis.  Marvin  B. 

210  E.  20th  Ave.,  Bellevue 
Frank.  Muriel  M. 

Methodist  Hospital 
Freed,  Albert  E. 

5010  Dodge  St. 

Freymann,  John  J. 

1113  Medical  Ai'ts  Bldg. 
Frost.  Dwight  M. 

Rehabilitation  Division 
U.  of  N.  College  of  Med. 
Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Aii^s  Bldg. 
Gedgoud,  John  L. 

304  South  42nd  St. 

George.  John  H. 

320  Doctors  Bldg. 

Gibbs,  Gordon  Everett 
Univ.  of  Nebr.  College 
of  Medicine 
Giffen,  Horace  K. 

Immanuel  Hospital 
Gifford,  Harold 

1620  Medical  Arts  Bldg. 
Gillies.  Ray  O.,  Jr. 

631  Medical  Ai’ts  Bldg. 
Gleeson.  John  J.  (Life) 

2307  South  33rd  St. 

Glow.  Donald  Thomas 
304  South  42nd  St. 
Goodrich.  Guy  W. 

1107  South  79th  St. 
Graham,  William  E. 

8721  Shamrock  Rd. 

Graves,  Harris  B. 

434  Doctors  Bldg. 
Greenberg,  A. 

320  Medical  Arts  Bldg. 
Greenberg.  M.  M. 

1421  Dodge  St. 

Greenberg,  Richard  Saul 
1421  Dodge  St. 

Greene,  Arthur  M. 

501  Doctors  Bldg. 


Greene,  Earl  G.,  Jr. 

Clarkson  Hospital 
Grier,  John  J. 

1418  Medical  Arts  Bldg. 
Grier.  M.  E. 

828  Medical  Arts  Bldg. 
Grissom,  Robert  L. 

U.  of  N.  College  of  Medicine 
Gross.  Joseph  F. 

1307  Medical  Arts  Bldg. 
Gunderson,  Shaun  D. 

622  Doctors  Bldg. 

Gurnett,  Thos.  J. 

527  Medical  Arts  Bldg. 
Hahn.  W.  N. 

517  City  Natl.  Bank  Bldg. 
Hanisch,  Louis  E. 

325  Doctors  Bldg. 
Hammes.  Donald  L. 

Benson  Medical  Center 
Hamsa.  W.  R. 

609  Doctors  Bldg. 

Hankins,  Chas.  R. 

822  Doctors  Bldg. 

Hansen,  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Hardy.  C.  C.  (Life) 

2544  North  55th  St. 

Harris,  T.  T.  (Life) 

1007  Medical  Arts  Bldg. 
Hartigan,  John 

527  Medical  Arts  Bldg. 
Hartmann,  Clarence 
6603  North  30th  St. 

Hash  Robert  F. 

802  Medical  Arts  Bldg. 
Haslam.  George  J. 

618  Doctors  Bldg. 

Hawkins,  Robert  E. 

211  Medical  Arts  Bldg. 
Heffron,  John  F. 

215  South  42nd  St. 

Henn,  Mary  J. 

U.  of  N.  College  of  Medicine 
Hennegan,  G.  F. 

6110  Military  Ave. 

Herbert,  H,  J. 

10  Valley  Vista  Rd. 
Ellensburg,  Washington 
Heumann.  J.  M.  F.  (Life) 
6110  Military  Ave. 
Heywood.  Leo  T. 

828  Medical  Arts  Bldg. 
Hickey,  Charles  (Life) 
Bennington,  Nebr. 

Hill.  F.  C. 

636  Medical  Arts  Bldg. 
Holden,  W.  J. 

316  Medical  Arts  Bldg. 
Holly,  Roy  G. 

324  South  68th  St. 

Hood.  L.  Thomas 
209  South  42nd  St. 

Hoody,  Steve 
4801  Center  St. 

Horwich.  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz,  Harley 

1013  Redick  Tower 
Howard,  M.  C. 

802  Medical  Arts  Bldg. 
Hruby.  Allan  J. 

2906  Leavenworth 
Hubbard,  Theodore  F. 

1005  Meadow  Road 
Hughes,  Leo  V. 

3610  Dodge  St. 

Hull.  Wayne  M. 

104  South  39th  St. 
Hungerford.  Wm.  E. 

1904  Spencer  St. 

Hunt,  H.  B. 

Methodist  Hospital 
Lsacson,  Sven  (Life) 

5036  Parker 
Iwerson,  Frank  J. 

1307  Medical  Arts  Bldg. 
Jackson,  Donald  H. 

5020  Dodge  St. 

Jahr,  Herman  M. 

Ill  South  39th  St. 

James,  Lawrence  R. 

728  Doctors  Bldg. 

Jenkins,  Harry  J.  (Life) 

8403  Pacific 
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Jensen.  Wemer  P. 

1420  Medical  Arts  Bldg. 
Johnson.  A,  C. 

326  Medical  Arts  Bldg. 
(Deceased  2-2-60) 

Johnson.  George  N. 

3569  Leavenworth 
Johnson.  Gordon  F. 

728  Doctors  Bldg. 

Johnson,  Herman  F. 

209  South  42nd  St. 
Johnson.  J.  A. 

602  Omaha  L.&.B.  Assn. 
Johnson.  Richard  N. 

3932  South  24th  St. 

Jones.  R.  Lester 
105  South  49th  St. 

Jones,  Robert  Dale 
105  South  49th  St. 

Joyer,  Robert 

432  South  39th  St. 

Judd,  J.  H. 

1020  Medical  Arts  Bldg. 
Jurgensen,  Wm.  W. 

617  Medical  Arts  Bldg. 
Kadavy,  G.  J.  (Life) 

2703  South  16th  St, 

Kalin.  John  A. 

2205  Militar>’  Ave. 
Kammandel.  Henr>' 

415  Doctors  Bldg. 

Keegan.  J.  Jay 

924  Medical  Arts  Bldg. 
Kelley,  J.  Whitney 

1104  Citv  Natl.  Bank  Bldg. 
Kelley.  Wm.  E. 

1319  Medical  Arts  Bldg. 
Kelly.  James  F. 

816  Medical  Arts  Bldg. 
Kelly,  James  F..  Sr. 

816  Medical  Arts  Bldg. 
Kemp.  Wm.  T. 

3001  North  16th  St. 
Kennedy.  John  C. 

1520  Medical  Arts  Bldg. 
Kirk.  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

1020  Medical  Arts  Bldg. 
Kleyla,  John  R. 

712  Medical  Arts  Bldg. 
(Deceased  6-25-60) 

Kolnick,  Philip 
Phoenix,  Arizona 
Kosze^'ski,  Bohdan  J. 

2602  “J”  Street 
Kovar,  W.  R. 

3610  Dodge  St, 

Kovarik.  James  R. 

3568  Dodge  St. 

Kroupa.  W'.  E. 

3568  Dodge  St. 

Krush.  Thaddeus  P. 

Nebr.  Psychiatric  Institute 
U.  of  N.  College  of  Medicine 
Kulesh.  Morton  H. 

701  Doctors  Bldg. 

Ladwig,  Harold  A . 

302  City  Natl.  Bank  Bldg. 
Langdon,  Edward 
822  Doctors  Bldg. 

Langdon,  Frederick  J. 

3610  Dodge  St. 

Langdon.  Robert  M. 

3568  Dodge  St. 

Lanspa.  Eugene  F. 

1113  Redick  Tower 
Latenser,  John 
809  Doctors  Bldg. 

Leahv.  James  J. 

3610  Dodge  St. 

Lee,  Leroy  W. 

800  Doctors  Bldg. 

Lehnhoff.  Henr>'  J. 

720  Doctors  Bldg. 

Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox,  G.  B. 

2527  Patrick  St. 

Levine,  Victor  E. 

Madrid.  Spain 
Lewis.  Raymond  G. 

5015  Dodge  St, 

Lipp,  Frank  E. 

818  City  Natl.  Bank  Bldg. 
Lombardo.  Anthony  J. 

273  Aquila  Court 
Long.  Robert  S. 

8721  Shamrock  Road 
Jjongo,  Charles  A. 

2225  Jefferson 
Bellevue,  Nebr. 

(Sarpy  Co.) 

Longo.  Joseph  A. 

710  Kilpatrick  Bldg. 


Loomis,  George  W. 

720  Doctors  Bldg. 

Lovgren,  Robert  E. 

719  Doctors  Bldg. 

Luby.  Robert  J. 

828  Medical  Arts  Bldg. 
Lucas.  J.  F. 

815  W'.O.W.  Bldg. 

Luikart,  Ralph 

708  Medical  Arts  Bldg. 
Lyman,  E.  D. 

City  Health  Department 
1201  South  42nd  St. 
MacQuiddy,  E.  L..  Sr. 

5612  Jones  St. 

MacQuiddy,  E.  L..  Jr. 

478  Aquila  Court 
Madsen,  C.  C. 

6104^  Militar>’  Ave. 
Magiera.  Stephen  L. 

527  City  Natl.  Bank  Bldg. 
Magruder.  Thomas  G. 

1512  South  60th  St. 
Mailliard,  James  A. 

527  Medical  Arts  Bldg. 
Malashock.  Edward  M. 

800  Doctors  Bldg. 
Mangimelli,  Samuel  T. 

723  Barker  Bldg. 

Margolin.  J.  Milton 

902  Medical  Arts  Bldg. 
Margolin.  Morris  (Life) 

902  Medical  Arts  Bldg. 
Martin.  Harold  R. 

Mayo  Clinic 
Rochster.  Minn. 

Martin.  Paul  J. 

826  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Art^  Bldg. 
Maynard,  James  H. 

2505  North  50th  St. 
McArdle.  G.  Prentiss 

1216  Medical  Arts  Bldg. 
McAvin,  J.  S. 

Lutheran  Hospital 
McCarthy,  Ham*  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCarthy.  John  O. 

401  Center  Bldg. 
McCleneghan.  Sam  (Life) 
Route  1 
Valley.  Nebr. 

McCormick,  Keith  M. 

3610  Dodge  St. 

McCrann.  W.  J. 

301  Courtney  Bldg. 
McDeimiott,  Arnold 

712  Medical  Arts  Bldg. 
McDonald.  Raymond 
617  Medical  Arts  Bldg. 
McFadden.  Harr>’  W..  Jr. 
University  of  Nebr. 

College  of  Medicine 
McGee.  Harr>*  E.  (Life) 

515  South  52nd  St. 
McGoogan,  Leon  S. 

3568  Dodge  St. 

Mclntire.  Matilda  S. 

1201  South  42nd  St. 
Mclntire,  W.  C. 

3610  Dodge  St. 

McLaughlin.  C.  W.,  Jr. 

409  Doctors  Bldg. 

McLeay.  H.  L.  (Life) 

2024  No.  67th  Ave. 
(Lancaster  Co.) 

McLeay.  John 
462  Aquila  Court 
McMartin,  W.  J. 

603  City  Natl.  Bank  Bldg. 
McMillan.  Aaron  M. 

2854  Wirt  St. 

McMurtrey,  George  B. 

627  Doctors  Bldg. 
McNamara,  J.  W. 

334  Doctors  Bldg. 
McWhorter,  Clarence 
10711  Cedar 
Melcher.  Wm.  H.  (Life) 

4339  Walnut 
Mercer,  Nelson  S.  (Life) 

2506  Dodge  St. 

Miller,  Daniel  M. 

326  Doctors  Bldg. 

Millett,  Clinton  C. 

3610  Dodge  St. 

Minthorn.  Murray  F. 

6104V^  Militar>'  Ave. 
Mitchell,  John  R. 

4815  Dodge  St. 

Mnuk,  Frank  J. 

3374  South  13th  St. 


Moody,  W.  B. 

530  Medical  Arts  Bldg. 
Moon,  C.  F. 

207  South  42nd  St. 

Moore,  Clyde  (Life) 

319  Medical  Arts  Bldg. 
Moore.  Ralph  C. 

2017  South  107th  Street 
Moragues,  Vincent 
Creighton  University 
Moran.  C.  S. 

St.  Catherine’s  Hospital 
Morris,  Haskell 

530  Medical  Arts  Bldg. 
Morrison.  Wm.  Howard 
710  Doctors  Bldg. 

Morrow.  Paul  N. 

3610  Dodge  St. 

Muehlig.  G.  Kenneth 
7805  Pine  St. 

Muehlig.  W.  A. 

636  Medical  Arts  Bldg. 
Muffly,  Robert  Benton 
Nebr.  Psychiatric  Inst. 

602  South  44th  Ave. 
Murphy,  Albert  V. 

826  Medical  Arts  Bldg. 
Murphy,  Charles  M. 

5901  Military  Avenue 
Murphy,  Jerome  P. 

1429  Medical  Arts  Bldg. 
Mui^phy,  J.  Harry 
215  South  42nd  St. 
Murphy,  Robert  E. 

215  South  42nd  St. 

Murray,  F.  J. 

63rd  and  Maple  St. 
Murray,  Robert  G. 

Benson  Medical  Center 
Muskin.  Nathan 
2602  “J”  St. 

Musselman,  Merle  M. 

U.  of  N.  College  of  Medicine 
Neis,  Delbert  D. 

422  Doctors  Bldg. 

Neligh,  Rosalie  B. 

Woodmen  Circle 
33rd  and  Famam 
Nelson.  Floyd  C. 

2734  North  61st  St. 

Nemec.  C.  J.  (Life) 

302  Doctors  Bldg. 

Nemec.  Edward  C. 

302  Doctors  Bldg. 
Nesselbush,  O.  P. 

Elk  Grove,  California 
Neu.  Harold  N. 

324  City  Natl.  Bank  Bldg. 
Niehaus,  Friedrich  W. 

823  Doctors  Bldg. 

Niehaus.  Karl 

823  Doctors  Bldg. 

Nilsson.  Donald  C. 

102  North  48th  St. 

Nolan,  James  R. 

1515  Medical  Arts  Bldg. 
Nolan.  W.  J.  (Life) 

203  Baldridge  Bldg. 

Novak.  W.  F. 

307  Medical  Arts  Bldg. 
Oberst,  Byron  B. 

304  South.  42nd  St. 
Offerman.  A.  J. 

4805^^  South  24th  St. 
O’Halloran,  J.  P. 

Salinas.  California 
O’Heam.  J.  J. 

4811  South  24th  St. 

Olson,  Leland  J. 

525  Doctors  Bldg. 

O'Neil.  Gerald  C. 

3610  Dodge  St. 

O’Neil,  James  J. 

612  Medical  Arts  Bldg. 
Organ.  Claude  H. 

914  Medical  Arts  Bldg. 
Owens.  C.  A..  Jr.  (Life) 
Dana  Point,  California 
Pantano,  Anthony  R. 

714  W.O.W.  Bldg. 

Parkison,  Donald 
627  Doctors  Bldg. 

Paustian,  Frederick  F. 

U.  of  N.  College  of  Med. 
Pearse,  Warren  H. 

University  Hospital 
Peartree,  Sherwood  P. 

617  Medical  Arts  Bldg. 
Pederson,  E.  Stanley 
622  Doctors  Bldg. 

Pepper.  M.  L. 

1431  Medical  Arts  Bldg. 
Pinne,  George  F. 

421  Doctors  Bldg. 

Pirotte,  Richard  A. 

2533  South  90th  St. 


Placek,  Louis  T. 

211  Medical  Arts  Bldg. 
Pleiss,  Joseph  A. 

716  Medical  Arts  Bldg. 
Porter.  John  W. 

U.  of  N.  Col.  of  Med. 
Potter.  Stanley  E. 

609  Doctors  Bldg. 

Potthoff,  Carl  J. 

U.  of  N.  (College  of  Med. 
Pratt,  Pej-ton  T. 

600  Doctors  Bldg. 
Prescher,  Donald  A. 

Box  1735,  Benson  Station 
Pruner,  A,  C. 

629  Medical  Arts  Bldg. 
Pullman,  George  R. 

Lutheran  Hospital 
Quigley,  D.  T.  (Life) 

721  Medical  Arts  Bldg. 
Ranee,  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek.  R.  H. 

425  Aquila  Court 
Rasmussen.  John  A. 

609  Doctors  Bldg. 

Read.  Paul  S. 

2415  Fort  St. 

Redgwick,  J.  P. 

207  South  42nd  St. 

Reedy.  Wm.  J. 

324  City  Natl.  Bank  Bldg. 
Rees,  Barney  B. 

726  Doctors  Bldg. 
Reichstadt,  Paul  F. 

3001  North  16th  St. 
Reighter.  Kenneth  M. 

3665  Q St. 

Retelsdorf,  C.  Lee 
3610  Dodge  St. 

Ring,  Floyd  O. 

509  Doctors  Bldg. 
Robertson,  G.  E. 

308  South  39th  St. 

Root,  Charles  M. 

3610  Dodge  St. 

Rosenlof,  R.  C. 

University  Hospital 
Rouse,  James  W. 

918  Medical  Arts  Bldg. 
Rubin,  Sidney  L. 

419  Doctors  Bldg. 

Rubnitz.  A.  S. 

732  Medical  Arts  Bldg. 
Ruch.  R.  O. 

1118  Medical  Arts  Bldg. 
Rumbolz,  Wm.  L. 

207  South  42nd  St. 

Ryder,  James  E. 

1901  Missouri  Ave. 

Sage,  Earl  C. 

1120  Medical  Arts  Bldg. 
Salhanick.  Catherine  O. 

42nd  and  Dewey 
Salhanick.  Hilton  A. 

42nd  and  Dewey 
Sanders,  Edw.  J. 

326  Medical  Arts  Bldg. 
Schack.  Colin  B. 

207  South  42nd  St. 
Schenken,  John  R. 

Methodist  Hospital 
Schmitz.  W.  H..  Sr. 

611  City  Natl.  Bank  Bldg. 
Schmitz,  "Wm.,  Jr. 

611  City  Natl.  Bank  Bldg. 
Schreiner,  Gilbert  C. 

125  North  38th  St. 
Schrock,  R.  D. 

209  South  42nd  St. 
(Deceased  8-13-60) 
Schwertley,  F,  J.  (Life) 

614  Barker  Bldg. 

Scott,  Nathaniel  C. 

U.  of  N.  College  of  Med. 
Severin.  Matt  J. 

4328  South  25th  St. 
Shapiro.  Irving 
2010  North  66th  St. 
Shearer.  W.  L. 

1218  Medical  Arts  Bldg. 
Sher.  Philip  (Life) 

4801  North  52nd  St. 
Shramek,  C.  J. 

511  R^ick  Tower 
Shramek,  J.  M.  (Life) 

Long  Beach,  Calif. 
Simanek,  George  F.  (Life) 
Colorado  Springs.  Ciolo. 
Simmons,  Cecil  F. 

3006  South  87th  St. 
Simmons,  E.  E.  (Life) 

6238  Glenwood  Road 
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Simon,  Thomas  R. 

St.  Joseph’s  Hospital 
Simonds,  Francis  L. 

1216  Medical  Arts  Bldg:. 
Simons,  Milton 
701  Doctors  Bldg. 

Simpson,  J.  E,  (Life) 

1229  First  Natl.  Bank  Bldg. 
Skoog-Smith,  Anton 
622  Doctors  Bldg. 

Slabaugh,  Robert  A. 

5020  Dodge  St. 

Slavik.  Edward  R. 

8422  Center 
Slunicko,  Jules  A. 

308  Exchange  Bldg., 

South  Omaha 
Slutzky.  Ben 

Creighton  University 
Smith.  A.  J. 

8802  Hamilton  St. 

(Dodge  County) 

Smith,  Clifford  L. 

206  Center  Bldg. 

Smith,  Dorothy  I. 

Uni.  of  Nebr.  Hosp. 

Smith,  Edward  J. 

403  Center  Bldg. 

Smith,  Francis  D. 

U.  of  N.  College  of  Med. 
Smith,  Richard  Dale 
111  Doctors  Bldg. 

Smith.  Thomas  T. 

211  Medical  Arts  Bldg. 
Sobota,  Jos.  E. 

3019  Ames  Ave. 

Solomon,  W.  W. 

3024  North  24th  St. 

Soule,  Mary  A. 

442  Doctors  Bldg. 

Srb,  Adolph  F. 

1719  South  16th  St. 

Starr.  Philip  H, 

509  Doctors  Bldg. 


LANCASTER 

LINCOLN— 

Adams.  R.  B. 

2972  “O’*  St. 

Ahrens,  H.  G. 

3145  “0“  St. 

Albin,  W.  L.  (Life/ 

1600  Normandie  Dr., 
Norman,  Okla. 

Alcom,  F.  A. 

2201  South  11th  St. 
Andrews.  Clayton  F. 

2626  South  24th  St. 
Angle.  E.  E, 

3705  South  St. 

Amholt,  M.  F. 

3421  “0“  St. 

Arnold.  C.  H.  (Life) 
2480  Lake  St. 

Ballew,  J.  W. 

1025  Sharp  Bldg. 
Bancroft,  Paul  M. 

1431  South  33rd  St. 
Barkey,  V.  S. 

6320  Havelock  Ave, 
Barthell,  John  H. 

1012  Sharp  Bldg. 
Becker,  W.  C. 

826  Sharp  Bldg. 

Bell.  C.  D. 

918  Sharp  Bldg. 
Bengtson,  John  W. 

3145  “0“  St. 

Bitner.  Mary  S. 

State  Capitol 
(Platte  County) 

Black,  Paul 

929  Stuart  Bldg. 

Blum,  Henry 
Room  2. 

Nebr.  Tlieatre  Bldg. 
Boykin,  J.  Melvin 
Veterans  Hospital 
Bradley,  Warren  Q. 

924  Sharp  Bldg. 
Brauer,  Russell  C. 

4150  South  St. 

Brill,  I.  William 

Student  Health  Centei', 
Univ.  of  Nebr. 

Brolsma,  M.  P. 

435  South  16th  St. 
Brooks,  E.  B. 

939  Stuart  Bldg. 


Steams,  R.  J.  (Life) 

2301  Ellison 
Steinberg,  A.  A. 

617  Kilpatrick  Bldg. 
Steinberg,  M.  M. 

307  Medical  Arts  Bldg. 
Stoner.  Maurice  E. 

628  Medical  Arts  Bldg. 
Strickland,  W.  R.  (Life) 
1912  South  48th  St. 
Strough,  L.  C. 

Nebr.  Psychiatric  Inst. 
Strj’ker,  Robert  M. 

8284  Hascall  St. 

Sucha,  W.  L.  (Life) 

4017  Page  St. 

Sullivan.  H.  T. 

1036  Redick  Tower 
Svehla,  Richard  B. 

528  Medical  Arts  Bldg. 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 
Swab.  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson,  Samuel  A.,  Jr. 

110  Doctors  Bldg. 
Swoboda,  Jos.  P. 

2407  L St. 

Tamisiea,  Jerry  X. 

Methodist  Hospital 
Tanner.  John  W. 

8712  Pacific 
Taylor,  Willis  H.,  Jr. 

3807  Cuming  St. 
Therien.  R.  C. 

9658  North  30th  St. 
Thomas,  John  Martin 
125  North  38th  St. 
Thompson.  C.  Q. 

1530  Medical  Arts  Bldg. 
Thompson,  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

526  Doctors  Bldg. 


Thompson,  Warren  Y. 

1530  Medical  Arts  Bldg. 
Tollman.  J.  P. 

Univ.  of  Nebraska 
College  of  Medicine 
Tranisi,  Carl  P. 

1515  Medical  Arts  Bldg. 
Tribulato,  Louis  F. 

519  South  51st  St. 
Truhlsen,  Stanley  M. 

710  Doctors  Bldg. 
Tunakan,  Bulen 

Nebr.  Psychiatric  Inst. 
VaVerka,  James  W. 

219  M^ical  Arts  Bldg. 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 
Vickery,  Robert  D. 

815  Doctors  Bldg. 
Waggener,  Ronald  E. 

U,  of  N.  College  of  Med. 
Waldbaum,  Milton  G. 

1512  South  60th  St. 
Walsh.  E.  M. 

5002  Dodge  St. 

Walsh.  John  R. 

Portland,  Oregon 
Walske,  Benedict  R. 

Vets  Hospital 
Tucson.  Arizona 
Walvoord,  Carl  A. 

4052  Grand  Ave. 

Waters,  C.  H.  (Life) 

843  Fairacres  Road 
Waters,  Chester  H.,  Jr. 

209  South  42nd  St. 

Watke,  F.  M.  (Life) 

814  South  38th  St. 
Watland,  Dean  C. 

728  Doctors  Bldg. 

Weeks,  David  S. 

8284  Hascall  St. 
Weingarten,  Wm.  H. 

Ill  Doctors  Bldg. 


SECOND  DISTRICT 

R.  E.  GARLINGHOUSE,  Councilor 


Brown,  John  A. 

412  Lincoln  Lib.  Life  Bldg. 
Cain.  Jerome  A. 

1550  South  17th  St. 
Campbell,  W.  A. 

1321  Sharp  Bldg. 

Carveth,  W.  W. 

626  Sharp  Bldg. 

Cherr>\  L.  D. 

921  Stuart  Bldg. 

Clark.  George  L. 

Lincoln  State  Hosp. 

(Dodge  Co.) 

Clothier,  John  G. 

Veterans  Hospital 
Clyne,  John  C. 

3145  “0“  St. 

Cole,  Frank 
2430  Lake  St. 

Coleman,  F.  D. 

925  Stuart  Bldg. 

Covey,  George  W. 

2900  Jackson  Dr. 

Cullen,  Robert  E. 

3145  O St. 

Curry,  John  R. 

1033  Stuart  Bldg. 

Davies,  L.  T. 

816  Sharp  Bldg. 

Dean,  G.  W. 

817  South  27th  St. 

Deppen,  E.  N. 

1500  “P“  St. 

Ebers,  Dale  W. 

800  South  13th  St. 

Ehrlich,  Robert  W. 

816  Sharp  Bldg. 

Elliott.  C.  K. 

805  Sharp  Bldg. 

Emerson.  Clarence 
1700  South  24th  St. 

Epp.  Milford  J. 

1108  Sharp  Bldg. 
Fahnestock.  C.  L.  (Life) 

1812  South  26th  St. 

Ferciot,  C.  F. 

1000  South  13th  St. 

Fijan,  Kenneth  J. 

3145  “0“  St. 

Finney,  L.  E. 

323  South  14th  St. 
Flanagan.  M.  L.  (Life) 

2045  South  49th  St. 
Flansburg,  H.  E. 

1345  “N“  St. 


Frazer,  M.  D. 

3145  “O”  St. 

Fuenning,  S.  I. 

317  North  18  th  St. 
Garlinghouse,  R.  E. 

140  South  27th  St. 
Garlinghouse,  R.  O. 

921  Stuart  Bldg. 

Gartner,  Lee  D. 

903  Sharp  Bldg. 

Getscher,  Phillip  E. 

306  Sharp  Bldg. 

Gibson,  L.  V. 

915  Trust  Bldg. 

Gilbert,  Louis  W. 

903  Sharp  Bldg. 

Gillespie.  Robert  W. 

1127  Sharp  Bldg. 
Goetowski,  Paul 

1000  South  13th  St. 

Gogela,  Louis  J. 

1318  Sharp  Bldg. 

Gorthey,  Russell  L. 

140  South  27th  St. 

Grant,  Robert  S. 

Medical  Village 
48th  and  “A”  Sts. 

Gray,  Richard  W. 

State  Hospital 
Gutch,  Charles  F. 

Veterans  Hospital 
(Gage  County) 

Hachiva,  Keay 

1950  South  44th  St. 
Hanigan,  J.  J. 

1700  South  24th  St. 
Hansen,  Hodson.  A. 

48th  and  A Sts. 
Harrington.  A.  E. 

914  Stuart  Bldg. 

Harvey,  Harold  E. 

140  South  27th  St. 

Harvey,  Harry  E. 

140  South  27th  St. 

Hasty,  Robert  C. 

V.A,  Hospital 
Hathaway.  F,  H. 

802  First  Natl.  Bank  Bldg. 
Heidrick,  Paul  J. 

739  Stuart  Bldg. 

Hervert,  J.  Wm. 

3145  “O”  St. 

Hillyer,  R.  A. 

135  South  14th 


Whitcomb,  Glenn  D.  (Life) 

926  Medical  Arts  Bldg. 
Wieland,  Clark  D.  (Service) 
APO  171.  New  York.  N.Y. 
Wigton,  Robert  S. 

105  South  49th  St. 

Wilkie,  Louis  J. 

816  Medical  Arts  Bldg. 
Williams,  A.  Ruth 

612  Omaha  Loan  Bldg. 
Williams,  Perry  T. 

1325  No.  Saddle  Creek  Rd. 
Williams,  Russell  R.,  Jr. 

1408  Medical  Arts  Bldg. 
Wilson.  Carlyle  E.,  Jr. 

540  Doctors  Bldg. 

Wilson,  Donald  J. 

1113  Medical  Arts  Bldg. 
Wilson,  Richard  B. 

University  Hospital 
Wittson,  Cecil  L. 

Univ.  of  Nebraska 
College  of  Me^iicine 
Wright,  W.  D. 

652  North  66th  St. 

Wurl,  Otto  A. 

3610  Dodge  St. 

Wyrens,  Raymond  J. 

5015  Dodge  St. 

Young,  George  A.,  Jr. 

1317  Ridgewood  Ave. 

Zahller,  F.  Marshall,  Jr. 

5519  Military 
Zarbano.  Sebastian 
3374  South  13th  St. 

Zastera,  Jack  R. 

816  Medical  Arts  Bldg. 
Zoucha,  Adam  E. 

4320  South  24th  St. 

Zukaitis,  R.  R. 

7631  Main  St. 

Ralston.  Nebr. 


Hilton,  Hiram  D. 

3145  “0“  St. 

Hobbs,  E.  T. 

6530  Holdrege  St, 
Hohlen,  K.  S.  J. 

2961  Sheridan  Blvd. 
Horn.  Harold  R. 

3145  “0“  St. 

Hummel,  R.  O.  (Life) 
2435  Bradfield  Drive 
Jarvis.  W.  J. 

3145  “0“  St. 

Larson,  George  E. 

Marion,  Indiana 
Lee,  Leonard  R. 

307  South  16th  St. 
Lewis,  George  E.,  Jr. 

723  Sharp  Bldg. 

Lewis,  L.  G.  H. 

1033  Stuart  Bldg. 
LeWorthy.  G.  Wm. 

3145  “0“  St. 

Loudon.  John  R. 

1110  Sharp  Bldg. 
Loveland,  Grace 
909  Sharp  Bldg. 

Maness.  E.  Stewart 
1006  Sharp  Bldg. 
Marcotte,  Dale  D. 

4834  Bancroft  St. 
Marx,  L.  E. 

901  Federal  Sec.  Bldg. 
Marx.  Paul  D. 

901  Federal  Sec.  Bldg. 
Matson,  Guy  M. 

2737  North  49th  St. 
Matthews,  Donald  E. 

140  South  27th  St. 
Maxwell,  Paul  J. 

800  So.  13th  St. 
McCarthy,  T.  F.  (Life) 

5 Nebr.  Theatre  Bldg. 
McGinnis,  Kenneth  T. 

3145  “0“  St. 

McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 
McLean,  Dougald  D. 

1517  “H“  Street 
Miller,  Harold  B. 

1401  Sharp  Bldg. 
Miller.  N.  R. 

735  Stuart  Bldg. 
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Miller,  S.  D. 

5532  South  St. 

Misko.  G.  H. 

802  First  Natl.  Bank  Bldg. 
Mitchell,  Howard  E. 

2300  South  13th  St. 
Moessner,  S.  F. 

820  Sharp  Bldg. 

Moore.  Robt. 

Veterans  Hospital 
Morgan.  Harold  S. 

140  South  27th  St. 

Morton,  H.  B. 

Medical  Village 
48th  and  “A*’  Sts. 

Mueller,  R.  F. 

1425  Sharp  Bldg. 

Munger,  A.  D. 

Allenspark,  Colorado 
Munger,  Horace  V. 

140  South  27th  St. 

Nebe,  F.  M. 

943  Stuart  Bldg. 

Neely.  J.  Marshall 
924  Sharp  Bldg. 

Neely.  Oiwis  A. 

924  Sharp  Bldg. 

Neumayer.  Francis 
Medical  Village 
48th  and  “A”  Sts. 

Norman.  Chester  L. 

3560  South  48th  St. 

Ochs.  Randal  N. 

3560  South  48th  St. 

Olney.  R.  C. 

4740  “F**  St. 

Owen.  L.  J. 

957  Stuart  Bldg. 

Palmer.  Janet  Forbes 
343  Stuart  Bldg. 

Papenfuss,  Harlan  L. 

1401  Sharp  Bldg. 

Paulson.  H.  O. 

508  Sharp  Bldg. 

Peterson,  Paul  L. 

702  Sharp  Bldg. 

Pfeifer.  LaVem  F. 

3705  South  St. 

Place,  George  E. 

4825  St.  Paul  St. 

Podlesak.  J.  I. 

612-614  Trust  Bldg. 

Purvis,  Donald  F. 

800  South  13th  St. 

Rausten.  David  S. 

4723  Prescott  St. 


Reed,  E.  B. 

3145  ‘‘O'’  St. 

Reese,  S.  O. 

816  Sharp  Bldg. 
Rickman,  James  H. 

626  Sharp  Bldg. 

Rider,  Larry  D. 

Wichita.  Kansas 
Ritter,  Donald  G. 

3145  “O”  St. 

Rogers.  E.  A. 

State  Dept.  Health 
State  Capitol 
Rogers,  John  W. 

6125  Havelock  Ave. 
Rose,  Forrest  I. 

1203  Sharp  Bldg. 

Rose,  Kenneth  D. 

Uni.  of  Nebr.  Student 
Health  Center 
Rowe,  E.  W.  (Life) 

434  South  Cotner 
Rverson,  Edwin  R. 

2011  South  19th  St. 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Shaffer,  Hai*r>’  D. 

724  Sharp  Bldg. 
Sharrar,  Lynn  E. 

719  Sharp  Bldg. 

Smith,  A.  L. 

1001  Federal  Sec.  Bldg. 
Smith.  A.  L.,  Jr. 

1001  Federal  Sec.  Bldg. 
Stafford.  G.  E. 

800  South  13th  St. 
Statton.  Roy  F. 

702  Sharp  Bldg. 

Stein.  Robert  J. 

430  Stuart  Bldg. 
Steinman,  John  F. 

6101  Walker  Ave. 
Stemper,  Jack  M. 

4740  “A”  St. 

Stewart,  Frank  A. 

2133  Winthiop  Rd. 
Stivrins,  Kazimii’s 
3145  O St. 

Stivrins,  Patricia  Cole 
3145  O St. 

Stone,  Frank  P. 

2300  South  13th  St. 
Stover,  Lee 

800  South  13th  St. 
Strader,  R.  M. 

430  Stuart  Bldg. 


Taborsky,  A.  F. 

629  Stuart  Bldg. 

Tanner.  Frank  H. 

1835  So.  Pershing  Rd. 
Taylor,  Bowen  E. 

3145  “O’'  St. 

Taylor,  H.  A.  (Life) 

4728  St.  Paul  Ave. 
Taylor,  J.  D. 

4728  St.  Paul  Ave. 

Teal.  F.  F.  (Life) 

2815  So.  37th  St. 

Teal.  Fritz 

2300  South  13th  St. 
Tenney.  Lloyd  E. 

820  Sharp  Bldg. 
Thierstein.  Samuel  T. 

1108  Shai*p  Bldg. 
Thomas.  R.  L. 

Medical  Village 
48th  and  “A”  Sts. 
Thompson.  J.  C. 

307  South  16th  St. 
Thomson.  J.  E,  M. 

Box  1323 

Rancho  Santa  Fe.  Calif. 
Thorough,  Paul  H. 

1325  Sharp  Bldg. 

Todd,  Richard  N. 

3145  “O”  St. 

Underwood.  G.  R. 

5826  “J”  St. 

Walker,  G.  H.  (Life) 

3000  Stratford 
(Deceased  6-2-60) 
Wallace,  Hobart  E. 

1301  Sharp  Bldg. 
Warner,  Ruth  A. 

909  Stuart  Bldg. 

Webb.  A.  H. 

2600  Washington 
Webster,  F.  S. 

1000  South  13th  St. 
Wegner,  E.  S. 

724  Sharp  Bldg, 

Welch,  J S.  (Life) 

New  York  City.  N.Y. 
Wendt,  Bemard  F, 

735  South  56th  St. 
Whitlock.  H.  H. 

805  Sharp  Bldg. 
Wiedman.  J.  G. 

3145  “O’*  St. 

Wiedman.  Wilbur  G. 

135  So.  14th  St. 


Williams,  J.  B.  (Life) 
Glendale,  Calif. 
Williams,  Jon  T. 

435  South  16th  St. 
Wilson.  Nat  J. 

V.A.  Hospital 
Wood,  Mavnard  A. 

3145  “0“  St. 
Woodward.  J.  M. 

910  Sharp  Bldg. 
Woodward,  James  M.,  Jr. 

910  Sharp  Bldg. 
Youngman.  R.  A. 

3145  “0“  St. 

Zeman,  E.  D. 

1145  South  St. 


CASS 

ELMWOOD— 

Knosp,  Glen  D. 

Liston,  O.  E. 

LOUISVILLE— 
Worthman,  H.  W. 

MURRAY— 

Tyson,  R,  W. 

NEHAWKA— 
Andersen,  R,  R, 

PLATTSMOUTH— 
Brendel,  R,  F, 

Dietz,  Robert  J, 

WEEPING  WATER— 
Kunkel,  L,  N, 


OTOE 

NEBRASKA  CITY— 
Bonebrake,  A,  H. 
Burbridge,  Glen  E, 
Fenstermacher,  R,  C. 
Gilligan,  J,  P, 

Kenner,  W,  C. 

MacVean,  M,  M,  (Lifel 
Stonecypher,  D,  D, 
Weekes,  T.  L, 

SYRACUSE— 
Formanack,  C,  J, 
Gately,  H,  S, 

Rodaway,  Keith 
Williams,  C,  R, 


THIRD  DISTRICT 

W.  W.  WADDELL,  Councilor 


GAGE 

ADAMS— 

Waggener,  J,  T,  (Life) 
BEATRICE— 

Bi'ott,  Clarence  R, 

Brown,  H,  R, 

(Deceased  4-27-60) 
Brown,  R, 

Chapp,  John 
Elias,  H,  F, 

Frerichs,  C,  T, 

Gillespie,  Patrick  C, 
Hepperlen,  H,  M,,  Jr, 
McCleery,  D,  P, 

McGirr,  J,  I,  (Life) 

3500  West  Adams  Blvd, 
Los  Angeles  18,  Calif, 
Moell,  L,  Dwight 
Penner,  Donald  H, 


Fenner,  Elmer  L. 

Penner,  H,  G.  (Life) 
Rathbun,  Sanford  M. 
Taylor,  R,  W. 

Waddell,  J,  C, 

Waddell,  W,  W, 
Wildhaber,  Wm,  T. 

ODELL- 
Rice,  C,  E, 

WYMORE— 

Nelson,  J,  C 
Samuelson,  Myron  Earle 
Thomas,  C.  W. 


PAWNEE 

PAWNEE  CITY— 
Anderson,  A.  B..  Jr. 
Stewart.  H.  C. 


NEMAHA 

AUBURN— 

Cline,  Edgar 
Irvin,  I,  W, 

Scott,  Paul  M, 
Thompson,  John  R, 
Tushla,  F,  M. 


RICHARDSON 

FALLS  CITY— 
Brennan,  Louis  V. 

Cowan.  S.  D. 

Gillispie,  J.  C. 

Glenn.  W.  V. 

Heins.  Robert  L. 


Hustead,  C.  L. 

(Deceased  8-1-60) 
Shepherd,  Wm. 
Wilkinson,  Dudley  E. 

HUMBOLDT— 
Hein.  H.  S. 
Stappenbeck.  A.  P. 


JOHNSON 

STERLING— 

Paul,  Ralph  E, 
TECUMSEH- 
Schutz,  John  C. 


MADISON 

(Madison  Six  County) 
MADISON— 

Berrick,  Wm,  H. 

Ewing,  Eugene  G, 
NEWMAN  GROVE— 
Carlson,  Emery  W, 
NORFOLK— 

Brauer,  S,  H, 

Bulawa,  Francis  A, 

Carey,  Blaine  P, 

Charlton,  George  E,  (Life) 


FOURTH  DISTRICT 

GEORGE  B.  SALTER,  Councilor 


Conwell,  G.  D. 
Dunlap,  James 
Famer.  B.  R. 

Gvsin.  Walter 
Hille.  C.  F. 

Ingham.  Chas.  G. 
Klaas,  R E. 

Lear.  W.  J. 

Martin,  Francis 
Pollack,  F.  A. 

I Deceased  5-13-60 ) 
Pollack.  John  D. 
Render,  N.  D. 

Salter,  George  B. 
Schwedhelm.  A.  J. 


Slaughter,  Earl  C. 
Slaughter,  Pauline  K. 
Stewart,  Ge)rge  J. 

Surber.  E.  G. 

Verges.  C.  J.  (Life) 

Verges.  Val  C. 

TILDEN— 

Barr,  Carl  C, 

Barr.  Robert  E. 

CUMING 

(Madison  Six  County) 
BEEMER— 

Kelley,  Robert  C, 


BANCROFT— 
Hughes,  W,  T, 

WEST  POINT— 
Andereon,  A,  W. 
Chadek,  L,  J, 

Erickson,  L,  L, 

Scherer,  Robert  H, 
Sucha.  Eugene 
Thompson,  I,  L.  (Life) 

WISNER  — 

Hansen,  Warren  D. 
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PIERCE 

(Madison  Six  County) 
OSMOND— 

Maillard,  A.  E. 

PIERCE— 

Calvert,  John  H. 

Devers,  W.  I. 

PLAINVIEW— 

Kopp,  Robert  E. 


KNOX 

(Madison  Six  County) 
BLOOMFIELD— 

Kohtz.  R.  H. 

Nagengast,  Delwyn  J. 

CREIGHTON— 

Green,  Carl  R. 

Wright,  W.  E, 
NIOBRARA— 

Neil,  Stanley  Roy 
WAUSA— 

Tollefson,  Richard  L. 


STANTON 

(Madison  Six  County) 
PILGER— 

Reid,  J.  D.  (Life) 
STANTON— 

Tennant,  H,  S, 

ANTELOPE 

(Madison  Six  County) 
ELGIN— 

Graham.  W.  W. 

NELIGH— 

Curtis,  E.  E.  (Life) 
McClanahan,  Frank  C.,  Jr. 
Peetz,  Dwaine  J. 

ORCHARD— 

Fletcher,  D.  L. 

CEDAR 

(Five  County) 
COLERIDGE— 

Dewey,  F.  G.  (Life) 


HARTINGTON— 
Allan.  James 
Kinney,  Max 
LAUREI^ 
Carroll,  R.  P. 
Reynolds,  Wm.  E. 

RANDOLPH— 
Billerbeck,  Henry  J. 
Peters,  G.  E. 


DIXON 

(Five  County) 
PONCA— 

Bray,  R,  E, 

WAKEFIELD— 

Coe,  C,  M, 

THURSTON 

(Five  County) 
PENDER— 

Keown,  J.  T.,  Jr. 
Muffly,  Chas.  G. 


DAKOTA 

(Five  County) 
SOUTH  SIOUX  CITY- 

Gathman,  L.  T. 

Lohr,  Frederick  J. 


WAYNE 

(Five  County) 
WAYNE— 

Benthack,  Robert  B. 
Benthack,  Walter 
John,  George  L. 
Matson,  Roy  M 

WINSIDE— 

Craig,  D.  O. 

Long  Beach,  Calif. 


FIFTH  DISTRICT 

R.  C.  REEDER,  Councilor 


DODGE 

DODGE— 

Srb,  G.  J, 
FREMONT— 

Byers,  Robert  C. 
Davies,  Dale  H. 

Eaton,  William  Bryon 
Harvey,  Alexander  T. 
Harvey,  Andrew 
Haslam,  G.  A. 

Heine,  L.  H. 

Hill.  W.  H. 

Jakeman,  Hari’y  A. 
Merrick,  A.  J. 

Millett,  Geo.  J. 

Moore,  C.  G.  (Life) 
Glendale,  Calif. 
Morrow.  H.  H. 
Morrow,  H.  N.  (Life) 
(Deceased  8-9-60) 
Nelson,  Carol  C. 
Reeder,  Grant 
Reeder,  Robert  C. 
Seiver,  Charlotte 
Simmons,  J.  R. 
Sorenson.  Robert  M. 
Vnuk,  Wallace  J. 
Wengert,  D.  B. 

NORTH  BEND— 
Dyer.  J.  L. 
Hubenbecker,  J.  C. 


SCRIBNER— 

Stehl,  C.  H.  L. 


WASHINGTON 

ARLINGTON— 

Bloch,  D.  M. 

(Dodge  Co.) 

Bloch,  Dean  M. 

{Dodge  Co.) 

BLAIR— 

Goehring,  W.  E. 

Grace,  Leslie  I. 

Howard,  C.  D. 

Sievers,  Rudolph 


MERRICK 

CENTRAL  CITY— 
Fouts,  F.  (Life) 
Holmes.  Lee  C. 
Treptow.  Kenneth  R. 
Zikmund,  E.  T. 

CLARKS— 

Douglas,  R.  R. 

PALMER— 

Racines,  J.  Y. 

(Howard  County) 


COLFAX 

CLARKSON— 
Kavan,  W,  J. 

(Decea,sed  8-13-60) 
O’Neal,  John  R. 

SCHUYLER— 
Fend,  Howard  S, 
Myers,  H.  Dey,  Jr, 
Sucha,  Merlin  L, 


BOONE 

ALBION— 

Smith,  Roy  J. 
Westfall,  Robert  H. 

CEDAR  RAPIDS— 
Reeder,  W.  J. 


BURT 

LYONS— 

Hayes,  C.  B. 

OAKLAND— 
Mullmann.  Arnold  J. 
Tibbels,  R.  H. 

TEKAMAH— 
Allen.  J.  G. 

Lukens,  I. 

Morrow,  L. 

Sauer,  L.  E. 


PLATTE 

COLUMBUS— 
Anderson,  R.  C. 
Brillhart,  E.  G. 
Campbell,  C.  H.  (Life) 
Deyke,  Vern  F. 

Heiser,  E.  N. 

Koebbe,  E.  E. 

Kuper,  H.  D 
Lemke,  Theo.  John.  Jr. 
McGowan,  P.  H. 
Medlar.  Clyde  A. 
Miller,  W.  R. 
Rundquist,  R.  B. 


NANCE 

FULLERTON— 
Maly,  James  C. 
Philadelphia,  Pa. 

GENOA— 

Bass,  R.  L. 

Dalton.  Kenneth  R. 
Davis,  Homer  (Life) 
Williams,  C.  D.  (Life) 


SIXTH  DISTRICT 
B.  N.  GREENBERG,  Councilor 

STAPLEHURST— 


BUTLER 

BELLWOOD— 
Matheny,  Z.  E.  (Life) 
DAVID  CITY— 
Ekeler,  Louis  J. 
Kaufman,  Jack 
Niehaus,  Wm.  C. 

RISING  CITY— 
Longacre.  O.  E.  (Life) 

SEWARD 

MILFORD— 

Frans,  James  R. 

SEWARD— 

Carr,  J.  W. 

Hill,  W.  Ray 
Morrow.  B.  E.  (Life) 
Pitsch,  Richard  M. 
Stanard,  John  T.  (Life) 
Watson,  V.  Robert 


Herpolsheimer,  R.  W. 

UTICA— 

Kamprath,  Coll  Q. 
Kamprath,  Wilmar  M. 


SAUNDERS 

ASHLAND— 

Baer.  B.  H. 

Williams,  Martin  P. 

WAHOO— 

French,  Ivan  M. 
Hansen,  John  E. 
Hinrichs,  E.  J. 

Lathrop,  M.  E. 

Postal,  Joe  (Life) 
Rawlins.  Wyo. 
Wallace.  Stephen  E. 
Way,  Charles 


YUTAN— 

Christensen,  Robert  H. 


YORK 

YORK— 

Anderson,  Leo 
Bell.  James  D. 

Bell,  J.  S. 

Greenberg,  B.  N. 
Harry,  R.  E. 

Karrer.  F.  W.  (Lifej 
Kan-er,  Robert  E. 
Kilgore.  W.  S. 
Nordlund.  Harold  M. 
Sehnert.  Keith  W. 

HENDERSON— 
Friesen.  H.  F. 

Hieb,  Wilbert  E. 


HAMILTON 

AURORA— 
Steenburg,  D .B. 
Steenburg,  E.  A. 
Steenburg,  E.  K. 

Washington,  D.C. 
Steenburg,  Houtz  G. 
Woodard,  J.  M. 

GILTNER— 

Marvel,  P.  O. 

HAMPTON— 
Troester,  O.  M. 


POLK 

OSCEOLA— 
Eklund,  H.  S. 

SHELBY— 
Bierbower,  R.  L. 

STROMSBURG— 
Anderson,  C.  L. 
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SEVENTH  DISTRICT 

H.  V.  NUSS,  Councilor 


SALINE 

CRETE— 

Fome>',  L.  W. 

Homan,  Richard  W. 
Roach.  Richard  W. 

DE  WITT— 

Runty,  H.  D. 

(Gage  Co.) 

FRIEND— 

Hamilton,  F.  T.  (Life) 
Zimmer,  Clarence 

WILBUR— 

Travnicek.  F.  G. 


THAYER 

ALEXANDRIA— 
Tucker,  J.  Guy 

BYRON— 

Decker,  Rudolph  F. 

DESHLER— 

Reed,  Paul  A. 

DAVENPORT— 
Mountford,  F.  A. 

HEBRON— 
Bunting,  L.  G. 

Penry,  R.  E. 


NUCKOLLS 

NELSON— 

Marples,  Donald 
SUPERIOR— 

Uarson.  S.  L. 

Mason.  C.  T. 

McMahon,  C.  G. 
Trowbridge,  J,  A.  (Life) 
Webman,  A,  I. 


FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

Lynn,  Vincent  S. 


JEFFERSON 

FAIRBURY— 

Cassel,  R.  L. 

Hughes.  D.  O. 

Kenney.  K.  J. 

Luce,  R.  P. 

Lynch,  J.  H. 

Powell.  M.  J.  (Life) 
Yoachim,  W.  P.. 


CLAY 

SUTTON— 

Gelwick,  Richard 
Veterans  Hospital 
Dayton,  Ohio 
Nixss,  H.  V. 

DENVER,  COLO.— 
Nutzman,  C.  L. 

1042  Locust 


EIGHTH  DISTRICT 

WILBUR  E.  JOHNSON,  Councilor 


SHERIDAN 

(Northwest  Nebraska) 

GORDON— 

Wanek,  Frank 
Wolf,  W.  K. 

RUSHVILLE— 

Crum,  H.  V. 

Hook.  R.  L. 

HAY  SPRINGS— 

Owen.  Bernard  A. 


BOYD 

(Holt  and  Northwest) 
LYNCH— 

David,  Joseph  J.,  Jr. 

ROCK 

(Holt  and  Northwest) 
BASSETT— 

Grace,  John 

Bonifay,  Florida 
Panzer,  H.  J. 


HOLT 

(Holt  and  Northwest) 
ATKINSON— 

Ramsey,  James  E. 

O’NEILl^ 

Carstens.  Geo.  J. 

Finley.  W.  F. 

Waters.  Robert  W. 

Wilson.  Rex  W. 


BROWN 

(Holt  and  Northwest) 
AINSWORTH— 

Alkire.  Leonard  E. 

Holyoke,  Colo. 

Anderson,  R.  C. 
Shiffermiller,  Floyd 

CHERRY 

(Holt  and  Northwest) 
VALENTINE— 

Deakin,  Thos.  W. 

Famer,  John  E. 

Johnson.  Wilbur  E. 


HALL 

CAIRO— 

Harb,  Fred 


GRAND  ISLAND— 

Adams,  Leo  M. 
Anderson,  H.  C. 
Anderson,  John  S. 
Arnold,  M O. 
Arrasmith,  W.  J 
Bartels,  W.  W. 
Bosley,  Warren  G. 
Brugh,  E.  A. 
Campbell.  John  F. 
DeMay,  G.  H. 

DeMay,  Richard  F. 
Easley,  John  H. 

Filip,  Alexander  J 
Geer,  Robert  R. 
Gilloon,  A.  G. 
Graupner,  G W. 
Holland.  Robert  E 
House.  Robert  M. 
Imes,  Loren  E. 
Koefoot,  Robert  R. 
Maggiore,  Carl  H. 
McDermott.  K.  F. 
McGrath.  Chas.  Dean 
McGrath,  Wilmar  D. 
McGrath.  W.  M. 
Mongeau,  D.  C. 
Nabity,  Stanley  F. 
Profitt,  J.  Alfred 
Ryder,  Frank  D. 
Sloss,  Pierce  T. 
Watson,  Donald  P. 
Watson,  E.  A. 

Woodin.  J.  G. 
Woodruff,  Bradley  B. 


NINTH  DISTRICT 

R.  S.  WYCOFF,  Councilor 


BUFFALO 

GIBBON — 

Sellenbach.  Donald  H. 

KEARNEY— 

Bancroft,  B.  R. 

Bauer,  Lawrence  Wm. 
Curtiss,  Chas.  P. 

Hansen.  H.  C. 

Harrison.  Merle  A. 

Hayes.  O.  R. 

Jester,  R.  F. 

Jester,  Royal  F.,  Jr. 
Johnson,  O.  D. 

Johnson,  Richard  D. 
Johnston.  Raymond  F. 
Johnston,  R.  S. 

Kimball.  Kenneth  F. 

Lane,  L.  D. 

Nutzman,  Wm. 

Nye,  Dan  A. 

Quaife,  Merton  A.  (Service) 
Rochester.  New  York 
Richards,  F.  L. 

Smith,  Harold  V. 

Staley,  Sanford  O. 

Steffens,  L.  C. 

Wilcox,  M.  B. 

RAVENNA— 

Carignan,  Chas.  B.,  Jr. 
Dickinson.  L.  E.,  Sr.  (Life) 

SHELTON— 

Nordstrom,  J.  E. 

Denver,  Colo. 


CUSTER 

ANSELMO— 
Spivey,  C.  D. 

BROKEN  BOW— 
Blair.  R.  L. 

Bowman,  C.  L. 
Koefoot.  R.  B. 
Koefoot,  Theo.,  Jr. 
Lucas,  Thomas 
Wilcox,  C.  W. 


CALLAWAY— 
Chaloupka,  M.  L. 

SARGENT— 
Owen,  M.  L. 
(Four  Co.) 


DAWSON 

COZAD- 

Hranac,  Chas.  Eugene 
Scholz,  Jack  Victor 
Sitorius,  Rodney  A. 

EDDYVILLE— 

Kile.  J.  B. 

(Deceased  6-60) 

GOTHENBURG— 
Ayres,  M.  J. 

Perry,  S.  H. 

Pyle,  B.  W. 

LEXINGTON— 
Anderson.  A.  W. 

Long,  Wm.  B. 

McGee,  Dean 
Norall,  V.  D. 

Olsson,  P.  Brj'ant 
Watson,  E.  A. 

Wycoff,  R.  S. 


HOOKER 

MULLEN— 
Blattspieler,  S.  F. 

(Lincoln  Co.) 

Saults,  Chas.  F.  (Joe) 
(Lincoln  Co.) 


HOWARD 

ST.  PAUI^ 
Hanisch,  E.  C. 
Hanisch,  Robert 


GREELEY 

(Four  County) 
SCOTIA— 

Reeves.  E.  Howard 
(Howard  Co.) 
SPALDING — 

Fox.  Robert  J. 

Sullivan,  M.  M.  (Life) 
WOLBACH— 

Holm,  A.  H.  (Life) 
(Howard  Co.) 

VALLEY 

(Four  County) 
ARCADIA— 

Moss,  N.  H. 

NORTH  LOUP— 
Markley,  M.  E. 

ORD— 

Martin,  Paul  R. 

Miller,  C.  J.  (Life) 
Miller.  Otis  W. 

Zlomke.  Wayne 

GARFIELD 

(Four  County) 
BURWELI^ 

Cram.  Roy  S. 

Meckel,  Ben  R. 

SHERMAN 

LITCHFIELD— 
Rydberg,  C.  A. 

(Custer  Co.) 

LOUP  CITY— 
Amick,  Carl  G.  (Life) 
(Custer  Co.) 

Bence,  Jackson  J. 

( Four  Co. ) 

Bogle,  John  H. 

(Four  County) 
HYANNIS— 

Howell,  W.  L. 

(Box  Butte  Co.) 
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ADAMS 

HASTINGS— 
Anderson,  H.  F. 
Charlton,  George  Paul 
Dean,  Earl  J. 

DeBacker,  L.  J. 

Egen,  L.  F. 

Feese,  J.  P.  (Life) 
Foote,  C.  M. 

Foote,  D.  B. 

Foote,  E.  C.  (Life) 
Glenn,  Elmer  E. 
Guildner,  C.  W. 
Hoffmeister,  George  F. 
Holcomb,  Gerald  R. 
Jolly-Fritz,  Roletta 
Jones,  Donald  W, 
Kingsley,  D.  W. 

Kiselis,  John 
Quincy,  Illinois 
Kleager,  Clyde  L. 
Kostal,  O.  A. 

Kuehn,  Gerald  A. 
Landgraf,  Chas.  W.,  Jr. 
Masting,  Robert  L. 
Mclntire,  R.  J. 
McMillan,  John  A. 
Murray,  Don  E. 

Pinney,  George  L. 
Richard.  Warren  E. 
Rutt,  Fred  J. 

Shaw,  W.  L.  (Life) 
Reseda.  CaliL 
Shreck,  H.  W. 

Smith,  Robert  C. 

Weber.  C.  R. 

Yost,  John  G. 

INGLESIDE— 

Forster,  Karl 
Gouldman,  Carl 
McDaniel.  V.  S. 

Nielsen.  Juul  C. 
O’Donnel,  H.  J. 


LINCOLN 

NORTH  PLATTE— 
Callaghan,  A.  J. 
Chick,  Nicholas 
Clarke,  H.  L. 
Claussen.  Bruce  F. 
DeVol,  R.  A. 

Drasky,  Stanley 
Getty,  Robert  F. 
Heider,  C.  F. 

Heider,  Chas.  F,,  Jr. 
Kreymborg,  0.  C. 
McDonald,  H.  A. 
Niehus,  Wm.  B. 
Pinkerton,  Clifford  C. 
Raines,  Max  M. 


SCOTTS  BLUFF 

GERING— 

Barnwell.  Robert  B. 
Gentry,  Harold  E.,  Jr. 
Gentry,  W.  J. 

Gentry,  W.  Max 
Harvey,  W.  C.,  Sr. 

Harvey,  W.  C.,  Jr. 

Wiley,  Stuart  Paul 
MITCHELI^ 

Hoagland.  Robert  A. 
Loeffel,  Edwin  J. 

Ohme.  Kenneth 
Watson,  C.  R.  (Life) 
MORRILL— 

Prentice,  O.  D. 

SCOTTSBLUFF— 

Baker,  Ellis  E. 

Baker,  Paul  Q. 

Brown,  W.  O. 

Campbell,  Stuart  D. 
Deans-Barrett,  E.  A. 
Frank,  Carl  L. 

Gridley,  L.  J. 

Grubbs,  Loran  C. 

Hanna,  Joe  T. 


TENTH  DISTRICT 

O.  A.  KOSTAL,  Councilor 


FRANKLIN 

CAMPBELI^ 
McNeill,  L.  S. 

FRANKLIN— 
Doering,  William 
Thomas,  Conrad 


HARLAN 

ALMA— 

Bartlett,  W.  C.  (Life) 
Long,  James  S. 
Walker,  Hiram  R. 

ORLEANS— 
McGrew,  K,  C. 

Rider,  E,  E,  (Life) 
(Lancaster  Co.) 


WEBSTER 

BLUE  HILL— 

Kamm,  Frank 
(Adams  Co.) 

Myers.  William  O. 

(Adams  Co.) 

RED  CLOUD— 

Bennett,  Wilbur  Keith 
(Adams  Co.) 

Obert,  Francis 
(Adams  Co.) 

RED  WILLOW 

(Southwest  Nebraska) 
McCOOK— 

Batty,  John  L. 

Dickinson,  L.  E.,  Jr. 
Donaldson,  J.  H.,  Jr. 
James,  L.  D. 

Jones,  R.  T.  (Life) 


Karrer,  F.  M. 
Leininger,  E.  F. 
Mason,  Roger  Dale 
Morgan,  D.  H. 

Morgan,  Donal  H.,  Jr, 
Shank.  F.  W. 


DUNDY 

(Southwest  Nebraska) 
BENKLEMAN— 
Morehouse,  G.  A. 

Stout,  Kenneth  C. 

CHASE 

(Southwest  Nebraska) 
IMPERIAL— 

Hoffmeister,  George  (Life) 
Shopp,  Bryce  G. 

Smith,  Fay 
Yaw,  Elwood 
WAUNETA— 

Carlson,  C.  R. 


HITCHCOCK 

(Southwest  Nebraska) 
STRATTON— 

Harris,  Jack  T. 

TRENTON— 

Hoyt,  Melvin  S. 

FRONTIER 

(Southwest  Nebraska) 
CURTIS— 

Magill,  Van  H. 

EUSTIS— 

Rosenau,  O.  P. 

(Dawson  Co.) 


ELEVENTH  DISTRICT 


H.  L.  CLARKE,  Councilor 


Redfield,  J.  B. 
Sawyers,  Gordon 
Shaughnessy,  E.  J. 
Stevenson,  Edward 
Takenaga,  R.  T. 
Taylor,  B.  D. 
Walker,  H.  H. 
Waltemath,  G.  F. 
Wisman,  Jack 
Ziegler,  Robert  G. 


SUTHERLAND— 

Baker,  John  C. 
Moore,  Harlan  E. 


DEUEL 

(Cheyenne,  Kimball 
and  Deuel) 
CHAPPELL— 

Hartsaw.  John  E. 

Larson,  D.  L. 

GARDEN 

(Garden-Keith-Perkins) 

OSHKOSH— 

Albee,  A.  B. 

Seng,  W.  G. 

KEITH 

(Garden-Keith-Perkins) 

LEWELLEN— 

Cowan,  L.  H. 


TWELFTH  DISTRICT 

R.  J.  MORGAN,  Councilor 


Hayhurst,  J.  D. 
Heinke,  John  P. 
Herhahn.  Frank  T. 
Holmes,  Wm.  E. 
Karrer,  R.  W. 
Kreig,  Jacob,  Jr. 
Landers,  Allan  C. 
Lovett,  Ivan  C. 
Riddell,  Ted  E. 
Rosenau,  John  A. 
Schmitz,  Gerhardt 
Sorensen,  C.  N. 


BOX  BUTTE 

ALLIANCE— 

Broz,  J.  S. 

Burnham,  A.  G. 
Fitzgerald,  Thos.  D. 
Kennedy,  J.  F. 

Kuncl.  Joseph  (Life) 
McNulty,  Edward 
Morgan,  R.  J. 

Olson,  Raymond  H. 

Seng,  O.  L. 

Shannon,  Dewitt  D. 


Sucgang,  F.  P. 

Whitehead,  E.  I.  (Life) 
Wilkinson,  Donald  E. 

HEMINGFORD— 
Hineman,  Marquis  W, 

DAWES 

(Northwest  Nebraska) 
CHADRON— 

Alderman,  Allen  J. 
Courshon.  A.  J. 

DeFlon,  Eric  G. 

Griot,  A.  J. 

Hoevet,  L.  H. 

Pierce,  C.  M. 

CRAWFORD— 

Bishop,  Ben 
Rathbun,  S.  R. 


CHEYENNE 

(Cheyenne,  Kimball 
and  Deuel) 
DALTON— 

Pankau,  J.  B. 


FURNAS 

(Southwest  Nebraska) 
BEAVER  CITY— 

Bray,  Avis  P. 

ARAPAHOE— 

Francis,  Gordon 

(Omaha-Douglas  Co.) 
CAMBRIDGE— 

Gross,  Chas.  Gene 
Minnick,  Clarence 
Morgan,  Roland  R. 

Steams,  H.  I. 

Waterville,  Washington 
OXFORD— 

Bentley,  Neil  B. 


KEARNEY 

MINDEN— 

Abbott,  Hodson  A. 

(Buffalo  Co.) 
Andrews,  H.  S.  (Life) 
(Adams  Co.) 

Butler,  Robert  E. 

(Buffalo  Co.) 
Finkner,  John  R. 

(Adams  Co.) 

Prince,  Donald  F. 
(Adams  Co.) 


PHELPS 

HOLDREGE— 

Best,  Robert 
Bivens,  Wm.  S. 
Brewster,  Donald  E. 
Brewster,  F.  W. 
McConahay,  H.  A. 
Petereon,  TTieo,  A. 
Prems,  Evald 
Reiner,  Walter  M 


OGALLALA— 

Chase,  Robert  C. 

Eberle,  Donald 
Harvey,  E.  A.  (Life) 
New  Plymouth,  Idaho 
McFee.  John  L. 


PERKINS 

( Garden-Keith-Perking) 
GRANT— 

Colglazier,  E.  E. 

Roberts,  D.  G. 

Golden.  Colo. 

Thompson,  R.  L. 

Denver,  Colo. 


SIDNEY— 

Benner,  Robert  E. 

Bitner,  C.  U. 

Cook,  Hull  A. 

Cornelius,  C.  J.,  Jr. 
Dorwart,  Clinton  B. 
O’Holleran.  Lloyd  S. 
Thayer.  James  E. 

KIMBALL 

(Cheyenne,  Kimball 
and  Deuel) 
KIMBALL— 

Calkins,  Robert  C. 

Core,  Edwin  R. 

Shamberg,  Alfred  H. 
Siedenburg,  Richard  H. 

MORRILL 

BAYARD— 

Hrnicek,  Leo  A. 

(Scotts  Bluff  Co.) 
BRIDGEPORT— 
Blackstone,  H.  A. 

(Scotts  Bluff  Co.) 

Post,  George  Peter 
(Scotts  Bluff  Co.) 
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COUNCILOR  DISTRICT  CODES 


District  Code  No. 

First  District 1 

Douglas,  Sarpy 

Second  District 2 

Lancaster,  Otoe,  Cass 

Third  District  3 


Gage,  Johnson,  Nemaha,  Pawnee, 

Richardson 

Fourth  District  4 

Knox,  Cedar,  Dixon,  Dakota,  Antelope, 

Pierce,  Thurston,  Madison,  Stanton, 

Cuming,  Wayne 

Fifth  District 5 

Burt,  Washington,  Dodge,  Platte, 

Colfax,  Boone,  Nance,  Merrick 

Sixth  District  6 

Saunders,  Butler,  Polk,  Seward, 

York,  Hamilton 

Seventh  District  7 

Saline,  Clay,  Fillmore,  Nuckolls, 

Thayer,  Jefferson 

Eighth  District  8 

Cherry,  Keyapaha,  Brown,  Rock, 

Holt,  Sheridan,  Boyd 

Ninth  District  9 

Hall,  Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 

Hooker,  Thomas,  Blaine,  Wheeler, 

Loup,  Garfield 

Tenth  District  10 

Gosper,  Phelps,  Adams,  Fumas, 

Harlan,  Webster,  Kearney,  Red 
Willow,  Chase,  Frontier,  Dundy, 

Hitchcock 

Eleventh  District  11 

Lincoln,  Perkins,  Keith,  McPherson, 

Gaiden,  Arthur,  Logan,  Deuel 

Twelfth  District  12 

Scotts  Bluff,  Banner,  Box  Butte, 

Morrill,  Kimball,  Cheyenne,  Sioux, 

Dawes 


COUNTY  CODES 

Code  No. 

Adams  i 

Boone 2 

Box  Butte 3 

Buffalo  4 

Burt  5 

Butler  6 

Cass  7 

Cedar-Dixon-Dakota-Thurston-Wayne  8 

Cheyene-Kimball-Deuel  9 

Clay  10 

Colfax  11 

Custer  12 

Dawson  13 

Dodge  14 

Fillmore  15 

Franklin  16 

Four  County  17 

Gage  18 

Garden-Keith-Perkins  19 

Hall  20 

Hamilton 21 

Harlan 22 

Holt  and  Northwest 23 

Howard  24 

Jefferson 25 

Johnson 26 

Lancaster  27 

Lincoln  28 

Madison  Six 29 

Merrick  30 

Nance  31 

Nemaha  32 

Northwest  Nebraska  : — 33 

Nuckolls  34 

Omaha-Douglas 35 

Otoe  36 

Pawnee  37 

Phelps  38 

Platte  39 

Polk  40 

Richardson  41 

Saline 42 

Saunders  43 

Scotts  Bluff 44 

Seward  45 

Southwest  Nebraska  46 

Thayer 47 

Washington  48 

York 49 
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Dist. 

Co. 

Name  Code 

Code 

Abbott,  Hodson  

Minden 

. 9 

4 

Abts,  A.  W. 

7906  Dodge,  Omaha 

. 1 

35 

Adams,  Leo  M. 

Grand  Island 

. 9 

20 

Adams,  Payson  

415  Doctors  Bldg.,  Omaha 

. 1 

35 

Adams,  R.  B.  

2972  0 St.,  Lincoln 

2 

27 

Aftonomos,  Lefkos  _ - - 

5404  Ames  Aye.,  Omaha 

. 1 

35 

Ahrens,  Herbert  G.  _ - 

3145  0 St.,  Lincoln 

2 

27 

Aita.  John  A. 

2302  No.  55th,  Omaha 

1 

35 

Albee,  Albert  B.  _ 

Oshkosh 

11 

19 

Albertson,  L.  C. 

912  Med.  Arts.  Omaha 

1 

35 

Albin,  W.  L.  (Life) 
Norman,  Oklahoma 

2 

27 

Alcorn,  Floyd 

2201  So.  11th,  Lincoln 

. 2 

27 

Alderman.  Allen 
Chadron 

8 

33 

Alkire.  Leonard  _ 
Holyoke,  Colorado 

8 

23 

Allan.  James  R. 
Hartington 

4 

8 

Allen,  John  F.  (Life) 
La  Jolla,  California 

1 

35 

Allen.  James  G.  - 
Tekamah 

5 

5 

Alliband.  George  T. 

1020  Med.  Arts.  Omaha 

1 

35 

Allison,  George  J. 
Ralston 

1 

35 

Amick,  C.  G.  (Life) 
Loup  City 

9 

17 

Andersen.  Alfred  C. 

4826  So.  24th,  Omaha 

1 

35 

Andersen,  M.  C.  - 

1120  Med.  Ai-ts,  Omaha 

1 

35 

Andei-sen,  R.  R. 
Nehawka 

2 

7 

Anderson,  A.  B.,  Jr. 
Pawnee  City 

3 

37 

Anderson.  Albert  W.  - 
West  Point 

4 

29 

Anderson.  Arthur  W. 
Lexington 

9 

13 

Anderson.  C.  L.  

Stromsburg 

6 

40 

Anderson,  H.  C. 
Grand  Island 

9 

20 

Anderson,  H.  F.  

Hastings 

10 

1 

Anderson.  Harley  E. 

5002  Dayenport.  Omaha 

1 

35 

Andei*son,  John  S. 
Grand  Island 

9 

20 

Anderson.  Lawrence  L. 

1336  Med.  Arts.  Omaha 

1 

35 

Anderson,  Leo  E. 
York 

6 

49 

Andei*son,  R.  C. 
Columbus 

5 

39 

Anderson,  Robert  C.  _ 
Ainsworth 

8 

23 

Andrews,  C.  F.  _ 

2626  So.  24th,  Lincoln 

2 

27 

Andrews.  H.  S.  (Life) 
Minden 

10 

1 

Angle,  Carol  R. 

418  So.  82nd.  Omaha 

1 

35 

Angle,  E.  E. 

3705  South  St.,  Lincoln 

2 

27 

Angle,  William  D. 

640  Doctors  Bldg.,  Omaha 

1 

35 

Antony.  Arthur  C. 

5715  Military  Aye.,  Omaha 

1 

35 

Armbrust,  Walter  

5401  Leavenworth.  Omaha 

1 

35 

Amholt.  M.  F. 

3421  0 St.,  Lincoln 

2 

27 

Arnold,  C.  H.  (Life)  _ 
2480  Lake  St.,  Lincoln 

2 

27 

Arnold.  M.  O. 
Gran4  Island 

9 

20 

Arrasmith.  W.  J.  

Grand  Island 

9 

20 

Ashbv.  A.  A. 
Geneva 

7 

15 

Ashbv,  Chas.  F.  _ 
Geneva 

7 

15 

Austria,  G.  O.  

2401V.  N St.,  Omaha 

1 

35 

Ayres,  Maurice  J. 
Gothenburg 

9 

13 

Baca.  D.  E. 
Papillion 

1 

35 

Bach.  Stanley 

625  Doctors  Bldg.,  Omaha 

1 

35 

Dist.  Co. 


Name  Code  Code 

Baer,  B.  H.  6 43 

Ashland 

Baker.  Ellis  E.  12  44 

Scottsbluff 

Baker,  John  C.  11  28 

Sutherland 

Baker,  Paul  Q.  12  44 

Scottsbluff 

Ballew,  John  W.  2 27 

1025  Sharp  Bldg.,  Lincoln 

Bancroft.  B.  R.  9 4 

Kearney 

Bancroft,  Paul  2 27 

1431  So.  33rd.  Lincoln 

Bantin,  Clarence  1 35 

626  Omaha  Loan  & 

Bldg.  Assn. 

Bantin,  Elmer  W.  1 35 

6862  Minne  Lusa  Blvd., 

Omaha 

Barkey,  V.  S.  2 27 

6320  Havelock,  Lincoln 

BaiTnore.  John  L.  1 35 

728  Doctors  Bldg.,  Omaha 

Barnwell.  Robt.  B.  12  44 

Gering 

Barr.  Carl  C.  4 29 

Tilden 

Barr.  Robert  E.  4 29 

Tilden 

Barry.  M.  W.  1 85 

1416  Med.  Arts,  Omaha 

Barta,  Frank  R.  1 35 

324  City  Natl.  Bank. 

Omaha 

Bar*ek,  Julius  G.  1 35 

619  Bar’^er  Bldg.,  Omaha 

Bartels,  W.  W.  9 20 

Grand  Island 

Barthell.  John  H.  2 27 

1012  Shai*p  Bldg.,  Lincoln 

Bartlett.  W.  C.  (Life)  10  22 

Alma 

Bass.  Robert  L.  5 31 

Genoa 

Batty.  John  L.  10  46 

McCook 

Bauer,  I^awrence  W.  9 4 

Kearn‘=»v 

Baum,  Cletus  J.  1 35 

403  Center  Bldg..  Omaha 

Beber,  Mever  1 35 

301  Do'^tors  Bldg.,  Omaha 

Berker.  Weslev  C.  2 27 

826  Sharp  Bldg.,  Lincoln 

Bell  C.  D.  2 27 

918  Sharp  Bldg..  Lincoln 

Bell,  James  D.  6 49 

York 

Bell,  J.  S.  6 49 

York 

Bence,  Jackson  J.  9 17 

Loup  City 

Bengtson.  .Tohn  W.  2 27 

3145  O St..  Lincoln 

Benner.  Robert  12  9 

S’dney 

Bennett.  Wilbur  Keith 10  1 

Red  Cloud 

Benthack.  Robt.  B.  4 8 

Wayne 

Benthack.  Walter  4 8 

Wayne 

Bentley.  Neil  B. 10  46 

Oxford 

Berrick,  Wm.  H.  4 29 

Madison 

Be'^t.  R.  Russell  1 35 

609  Doctors  Bldg.,  Omaha 

Be^it.  Robert  10  38 

Holdrege 

Bierbower,  R.  L.  6 40 

Shelby 

Billerbeck.  Henry  J.  4 8 

Randolph 

Bisgard.  J.  Dewey  1 35 

422  Doctors  Bldg.,  Omaha 

Bishop,  Ben  12  33 

Crawford 

Bitner,  Chris  12  9 

Sidney 

Bitner,  Mai*y  S.  5 39 

State  Capitol.  Lincoln 

Biyens,  Wm.  S.  10  38 

Holdrege 

Black.  A\hevt  S.,  Jr.  1 35 

1414  Med.  Ai*ts,  Omaha 

Black,  Paul  2 27 

929  Stuart  Bldg.,  Lincoln 

Blackstone,  Herbert  12  44 

Bridgeport 

Blair,  Ralph  L.  9 12 

Broken  Bow 


Dist.  Co. 

Name  Code  Code 

BlatLspieler,  S.  F.  11  28 

Mullen 

Bleicher,  Jerome  E.  1 35 

2602  J St..  Omaha 

Bloch.  D.  M.  5 14 

Arlington 

Bloch,  Dean  M.  5 14 

Arlington 

Blodig,  John  L.  0 40 

2908  So.  74th.  Omaha 

Blum,  Henry  2 27 

Rm.  2.  Nebr.  Theatre. 

Lincoln 

Boelter.  Wm.  C.  1 35 

525  Doctors  Bldg.,  Omaha 

Bogle,  John  H.  9 17 

Loup  City 

Boler,  Thos.  D.  (Life)  1 35 

651  No.  59th,  Omaha 

Bonebrake.  A.  H.  2 36 

Nebraska  City 

Bonniwell.  Chas.  M.  1 35 

8613  No.  30th,  Omaha 

Borghoff,  Joseph  J.  1 35 

7906  Dodge,  Omaha 

Bosley,  Warren  G.  9 20 

Grand  Island 

Bowman,  Carrie  L.  9 12 

Broken  Bow 

Boykin.  J.  Melvin  2 27 

Veterans  Hospital.  Lincoln 

Boyne.  Harry  1 35 

iS02  Med.  Arts,  Omaha 

Bozarth,  E.  P.  1 35 

2912  Ames  Aye..  Omaha 

Bradley.  Warren  Q.  2 27 

924  Sham  Bldg..  Lincoln 

Brannen  Charles  F.  1 35 

1901  Missouri  Aye.,  Omaha 

Brauer,  Russel!  C.  2 27 

4150  South  St,,  Lincoln 

Brauer.  S.  H.  4 29 

Norfolk 

Bray.  Ayis  Page  10  46 

Beaver  City 

Bray,  R.  E.  4 8 

Ponca 

Brazer,  John  G.  1 35 

2916  No.  58th.  Omaha 

Br^>ndel.  Richard  F.  2 7 

Plattsmouth 

Brennan  L.  V.  3 41 

Falls  City 

Bressman,  Charles  M. 1 35 

8613  No.  30th.  Omaha 

Bi’ew'^ter,  Donald  E. 10  38 

Holdr-^ge 

Brew<?ter.  F.  Wayne  10  38 

Holdrege 

Brill.  I.  William  2 27 

Student  Health  Center, 

U of  N..  Lincoln 

Brillhart.  E.  G.  5 39 

Columbus 

Brinkman.  H.  H.  1 35 

5519  Military  Aye.,  Omaha 

Brodkev.  M.  H.  1 35 

320  Med.  Arts.  Omaha 

Brody.  Alfred  W.  1 35 

Creighton  Uniy.,  School 
of  Medicine.  Omaha 

Brolsma.  M.  P.  2 27 

435  So  16th.  Lincoln 

Brooks.  E.  B.  2 27 

939  Stuart  Bldg.,  Lincoln 

Brott,  Clarence  R. 3 18 

Beatri^’e 

Brown.  John  A.  2 27 

412  Lincoln  Liberty  Life 
Bldg..  Lincoln 

Brown.  R.  3 18 

Beatrice 

Brown.  W.  O.  12  44 

Scottsbluff 

Browne.  Kenneth  M. 1 35 

924  Med.  Arts,  Omaha 

Broz.  J.  S.  12  3 

Alliance 

Brugh,  E.  A.  9 20 

Grand  Island 

Brush.  John  H.  1 35 

1329  Med.  Arts,  Omaha 

Bucholz.  Donald  1 35 

3610  Dodge,  Omaha 

Bulawa.  Francis  A.  4 29 

Norfolk 

Bunting,  L.  G.  7 47 

Hebron 

Burbridge,  Glen  E.  2 36 

Nebraska  City 

Burney,  Dwight  1 35 


609  Doctors  Bldg.,  Omaha 
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Dist.  Co. 


Name  Code  Code 

Bumham,  Arnold  G.  12  3 

Alliance 

Burns.  B.  C..  Sr.  1 35 

421  Farm  Credit  Bldg., 

Omaha 

Burns,  Bernard  C.,  Jr. 1 35 

5815  Hickory,  Omaha 

Butler.  Robert  E.  9 4 

Minden 

Byers,  Robt.,  Jr.  5 14 

Fremont 

Cain.  Jerome  A.  2 27 

1650  So.  17th.  Lincoln 

Calkins.  Robert  C.  12  9 

Kimball 

Callaghan,  A.  J.  11  28 

North  Platte 

Calvert,  John  H.  4 29 

Pierce 

Cameron,  O.  J.  1 35 

1520  Med.  Arts.  Omaha 

Campbell,  Chas.  (Life)  5 39 

Columbus 

Campbell.  John  F.  9 20 

Grand  Island 

Campbell,  Louis  S. 1 35 

609  Doctors  Bldg.,  Omaha 

Campbell,  Stuart  D.  12  44 

Scottsbluff 

Campbell,  W.  Allen 2 27 

1321  Shan)  Bldg.,  Lincoln 

Carey.  B.  P.  4 29 

Norfolk 

Carignan,  Chas,,  Jr. 9 4 

Ravenna 

Carlson,  C.  R. 10  46 

Wauneta 

Carlson.  Emery  W.  4 29 

Newman  Grove 

Camazzo,  S.  J. 1 35 

723  Barker  Bldg.,  Omaha 

Carp.  Oscar  1 35 

516  Med.  Arts,  Omaha 

Carr,  J.  W.  6 45 

Seward 

Carroll.  R.  P.  4 8 

Laurel 

Carstens,  George  J.  8 23 

O'Neill 

Carter,  James  G.  1 35 

728  Doctors  Bldg.,  Omaha 

Carveth.  W.  W.  2 27 

626  Sharp  Bldg.,  Lincoln 

Cassel.  R.  L.  7 25 

Fairbury 

Cassidy.  W.  A.  1 35 

1020  Med.  Arts,  Omaha 

Catania.  Nancy  1 35 

820  Med.  Arts,  Omaha 

Chadek,  L.  J.  4 29 

West  Point 

Chaloupka,  M.  L. 9 12 

Callaway 

Chapp,  John  D.  3 18 

Beatrice 

Charlton.  G.  E.  (Life)  4 29 

Norfolk 

Charlton.  George  P.  10  1 

Hastings 

Chase.  Robert  C.  11  19 

Ogallala 

Cherr>’,  L.  D.  2 27 

921  Stuart  Bldg.,  Lincoln 

Chick,  Nicholas  11  28 

North  Platte 

Christensen,  J.  B 1 35 

1329  Med.  Arts,  Omaha 

Christensen,  Robert  6 43 

Yutan 

Christlieb,  J.  M.  1 35 

7021  Bellevue  Blvd„  Omaha 

Clark.  George  L.  5 14 

Lincoln  State  Hospital, 

Lincoln 

Clark,  W.  M.  1 35 

1113  Redick  Tower,  Omaha 

Clarke.  Harvey  11  28 

North  Platte 

Clau.ssen.  Bruce  F.  11  28 

North  Platte 

Cleaver.  Edgar  M.  1 35 

402  So.  24th,  Omaha 

Cline,  Edgar  3 32 

Auburn 

Clothier.  John  G.  2 27 

V.A.  Hospital,  Lincoln 

Clyne,  John  C.  2 27 

3145  O St..  Lincoln 

Cochran.  Robert  M.  1 35 

452  Aquila  Court,  Omaha 

Coe.  C.  M.  4 8 

Wakefield 

Coe,  John  D.  1 35 


409  Doctors  Bldg.,  Omaha 


Dist.  Co. 


Name  Code  Code 

Cole.  Frank  2 27 

2430  Lake,  Lincoln 

Coleman.  F.  D. 2 27 

925  Stuart  Bldg.,  Lincoln 

Colglazier,  Ernest  11  19 

Grant 

Comine,  J.  J.  1 35 

412  Med.  Arts.  Omaha 

Connolly,  E.  A.  1 35 

502  Med.  Arts.  Omaha 

Connors.  E.  K.  1 35 

317  Doctors  Bldg.,  Omaha 

Conoan.  Eduardo  A.  1 35 

2265  Franklin,  Bellevue 

Conwell,  George  D.  4 29 

Norfolk 

Cook,  Hull  A.  12  9 

Sidney 

Cook.  Lyman  J.  1 35 

1612  Med.  Arts.  Omaha 

Core.  Edwin  R.  12  9 

Kimball 

Cornelius,  C.  J.  12  9 

Sidney 

Cotton,  Walter  T.  1 35 

739  Doctors  Bldg.,  Omaha 

Courshon,  A.  J.  12  33 

Chadron 

Courtney.  J.  E. 1 35 

730  City  Natl.  Bank. 

Omaha 

Covey,  George  W.  2 27 

2900  Jackson  Dr.,  Lincoln 

Cowan,  L.  H.  11  19 

Lewellen 

Cowan,  S.  D.  3 41 

Falls  City 

Craig,  D.  O.  4 8 

Long  Beach,  Calif. 

Cram,  Roy  S.  9 17 

Burwell 

Crofoot,  Michael  1 35 

542  Doctors  Bldg.,  Omaha 

Crotty.  Richard  Q.  1 35 

615  Med.  Arts.  Omaha 

Crum.  H.  V,  8 33 

Rushville 

Cullen,  Robert  E.  2 27 

3145  O St.,  Lincoln 

Cun^y*  John  R.  2 27 

1033  Stuart  Bldg.,  Lincoln 

Curtis,  E.  E.  (Life)  4 29 

Neligh 

Curtiss,  Charles  P.  9 4 

Kearney 

Dale.  Heni*y  F. 1 35 

915  Med.  Arts,  Omaha 

Dalton.  Kenneth  R. 5 31 

Genoa 

David,  Joseph,  Jr.  8 23 

Lynch 

Davies,  Dale  H.  5 14 

Fremont 

Davies,  L.  T.  2 27 

816  Sharp  Bldg.,  Lincoln 

Davis.  Allan  1 35 

401  Doctors  Bldg.,  Omaha 

Davis,  Edwin  G.  (Life) 1 35 

800  Doctors  Bldg.,  Omaha 

Davis,  Herbert  H.  1 ..  35 

734  Doctors  Bldg..  Omaha 

Davis,  Homer  (Life)  5 31 

Genoa 

Davis,  J.  Calvin  1 35 

425  Aquila  Court.  Omaha 

Davis,  John  Byron  1 35 

734  Doctors  Bldg.,  Omaha 

Davis,  Neal  1 35 

416  So.  93rd,  Omaha 

Deakin,  Thos.  W.  8 23 

Valentine 

Dean,  Earl  J.  10  46 

Hastings 

Dean,  G.  W.  2 27 

817  So.  27th,  Lincoln 

Deans-Banett,  E.  A.  12  44 

Scottsbluff 

DeBacker,  L.  J.  10  1 

Hastings 

Decker,  R.  F.  7 47 

Byron 

DeFlon,  Eric  G.  8 33 

Chadron 

DeLanney,  L.  A.  (Life) 1 35 

Walnut  Creek,  Calif. 

DeLong.  Henry  L. 1 35 

140  So.  40th,  Omaha 

DeMay.  G.  H.  9 20 

Grand  Island 

DeMay,  Richard  F.  9 20 

Grand  Island 

Dendinger,  Wm.  1 35 


402  Aquila  Court,  Omaha 


Dist.  Co. 

Name  Code  Code 

Deppen,  E.  N.  2 27 

1500  P St.,  Lincoln 

Devers,  W.  I.  4 29 

Pierce 

DeVol,  Russell  A.  11  28 

North  Platte 

Dewey,  F.  G.  (Life)  4 8 

Coleridge 

Dewey,  John  L.  1 35 

104  So.  39th,  Omaha 

Deyke,  Vem  F.  5 39 

Columbus 

Dickerson,  William  1 35 

5020  Dodge,  Omaha 

Dickinson,  L.  E.,  Jr. 10  46 

McCook 

Dickinson,  L.  E.,  Sr.  (Life)  9 4 

Ravenna 

Dietz,  Robeii:.  J.  2 7 

Plattsmouth 

Doering,  William  10  16 

Franklin 

Donahue,  Francis  D.  1 35 

462  Aquila  Court,  Omaha 

Donaldson,  J.  H.,  Jr.  10  46 

McCook 

Donelan,  James  P. 1 35 

Guarantee  Mutual  Life 
Ins,  Co.,  Omaha 

Doolittle,  H.  H.  1 35 

828  Med.  Ats,  Omaha 

Dorwart,  Clinton  B.  12  9 

Sidney 

Douglas,  R.  R.  5 30 

Clarks 

Dow.  Andrew  G.  1 35 

1202  Med.  Arts,  Omaha 

Dowell.  D.  A.  1 35 

816  Med.  Arts.  Omaha 

Drasky,  Stanley  11  28 

North  Platte 

Drdla,  Theodore 1 35 

460  Aquila  Court,  Omaha 

Drozda,  Jos.  P. 1 35 

1315  Deer  Park  Rd.. 

Omaha 

Dunlap.  James  H.  4 29 

Norfolk 

Dunn,  F.  Lowell  1 35 

847  Fairacres  Rd..  Omaha 

Dutch,  Stephen  J.,  Jr.  1 35 

Nebr.  Psych.  Inst.,  Omaha 

Dworak.  Henry  L. 1 35 

203  Center  Bldg..  Omaha 

Dyer,  Jasper  L.  5 14 

North  Bend 

Eagle.  Frank  L.  1 35 

1620  Med.  Arts,  Omaha 

Easley,  John  H.  9 20 

Grand  Island 

Eaton,  William  B. 5 14 

Fremont 

Eberle.  Donald  11  19 

Ogallala 

Ebers,  Dale  W.  2 27 

800  So.  13th,  Lincoln 

Egan.  Richai'd  L.  1 35 

Creighton  Univ.  School 
of  Medicine,  Omaha 

Egan,  William  J.  ,1  35 

456  Aquila  Court,  Omaha 

Egen,  L.  F.  - 10  1 

Hastings 

Ehrlich,  Robert  W.  2 27 

816  Shai*p  Bldg.,  Lincoln 

Ekeler,  Louis  J.  6 6 

David  City 

Eklund,  H.  S.  6 40 

Osceola 

Elias.  H.  F.  3 18 

Beatrice 

Elliott,  C.  K.  2 27 

805  Sharp  Bldg.,  Lincoln 

Elston,  Hari-y  R.  1 35 

4930  So.  24th,  Omaha 

Emerson.  C.  2 27 

1700  So.  24th,  Lincoln 

Endres,  Gregory  L.  1 3S 

5809  Military  Ave.,  Omaha 

Engdahl.  Wallace  E.  1 35 

8613  No.  30th,  Omaha 

Epp,  Milford  John 2 27 

1108  Sharp  Bldg.,  Lincln 

Ericson,  L.  L.  4 29 

West  Point 

Everitt,  N.  J.  1 35 

4838  So.  24th,  Omaha 

Ewing,  Ben  F.  1 35 

220  Med.  Arts,  Omaha 

Ewing,  Eugene  4 29 

Madison 
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Dist.  Co. 


Name  Code  Code 

Ewing,  John  D.  1 35 

220  Med.  Arts.  Omaha 

Fahnestock.  C.  L.  (Life) 2 27 

1812  So.  26th,  Lincoln 

Fangman.  Richard  J. 1 35 

5002  Dodge,  Omaha 

Farner,  B.  R.  4 29 

Norfolk 

Famer.  John  E.  8 23 

Valentine 

Farrell,  Chester  H.  1 35 

721  Med.  Arts,  Omaha 

Farrell,  Robert  F.  (Life) 1 35 

131  So.  39th,  Omaha 

Feese.  J.  P.  (Life)  10  1 

Hastings 

Fellman.  A.  C.  1 35 

309  Doctors  Bldg.,  Omaha 

Fend,  Howard  5 11 

Schuyler 

Fenstermacher,  R.  C. 2 36 

Nebraska  City 

Ferciot.  C.  Fred  2 27 

1000  So.  13th,  Lincoln 

Fijan.  Kenneth  J.  2 27 

3145  O St.,  Lincoln 

Filip.  Alexander  J.  9 20 

Grand  Island 

Filkins.  John  C. 1 35 

521  Doctors  Bldg.,  Omaha 

Findley,  Palmer  (Life)  1 35 

3325  Fontenelle  Blvd.. 

Omaha 

Finegan.  James  1 35 

415  Med.  Arts.  Omaha 

Finkner,  John  R. 10  1 

Minden 

Finlayson,  Alister  I. 1 35 

924  Med.  Arts,  Omaha 

Finley,  W.  F.  8 23 

O’Neill 

Finney,  Lawrence  2 27 

323  So.  14th,  Lincoln 

Fitch.  Donald  Max  1 35 

U.  of  N.,  College  of  Med., 

Omaha 

Fitzgerald.  Thomas  D. 12  3 

Alliance 

Fitzgibbons,  Robert  J. 1 35 

1412  Med.  Arts,  Omaha 

Flanagan,  May  L.  (Life) 2 27 

2045  So.  49th,  Lincoln 

Flansburg,  H.  E.  2 27 

1345  N St.,  Lincoln 

Fleishman,  Max  1 35 

260  Aquila  Court,  Omaha 

Fleming.  Edward  F. 1 35 

3650  Burt  St.,  Omaha 

Fletcher.  D.  L.  4 29 

Orchard 

Follman,  J.  C.  1 35 

306  So.  24th,  Omaha 

Foote,  C.  M.  10  1 

Hastings 

Foote.  D.  B.  10  1 

Hastings 

Foote.  E.  C.  (Life)  10  1 

Hastings 

Formanack,  C.  J.  2 36 

Syracuse 

Forney,  L.  W. 7 42 

Crete 

Forster,  Karl  M.  10  1 

Hastings  (Ingleside) 

Foster.  Miles  E.,  Jr.  1 35 

2315  So.  103rd,  Omaha 

Fouts.  Fredrick  (Life)  5 30 

Central  City 

Fox,  Robert  J.  9 17 

Spalding 

Francis,  Gordon  Dean  1 35 

Arapahoe 

Francis,  Marvin  B.  1 35 

Bellevue 

Frank,  Carl  L.  12  44 

Scottsbluff 

Frank.  Muriel  N.  1 35 

Methodist  Hosp.,  Omaha 

Frans,  James  R.  6 45 

Milford 

Frazer,  M.  D.  2 27 

3145  O St.,  Lincoln 

Freed.  Albert  E.  1 35 

5010  Dodge,  Omaha 

French,  Ivan  M. 6 43 

Wahoo 

Frerichs,  C.  T.  3 18 

Beatrice 

Freymann.  J.  J.  1 35 

1113  Med.  Arts,  Omaha 

Friesen,  Harold  F. 6 49 

Henderson 


Dist.  Co. 


Name  Code  Code 

Frost,  Dwight  W.  1 35 

Rehab.  Div.,  U.  of  N., 

Omaha 

Fuenning,  S.  I.  2 27 

317  No.  18th,  Lincoln 

Gardiner,  J.  F.  1 35 

628  M^.  Arts,  Omaha 

Garlinghouse.  R.  E.  2 27 

140  So.  27th,  Lincoln 

Garlinghouse,  R.  O.  2 27 

921  Stuart  Bldg.,  Lincoln 

Gartner.  Lee  D.  2 27 

903  Sharp  Bldg.,  Lincoln 

Gately,  H.  S.  2 36 

Syracuse 

Gatewood.  John  W. 1 35 

326  Med.  Arts,  Omaha 

Gathman,  Leroy  T. 4 8 

South  Sioux  City 

Gedgoud,  John  L. 1 35 

304  So.  42nd,  Omaha 

Geer,  Robert  R.  9 20 

Grand  Island 

Gelwick.  Richard  7 10 

Dayton,  Ohio 

Gentry,  Harold,  Jr. 12  44 

Gering 

Genti*y,  W.  Max 12  44 

Gering 

Gentry,  William  J.  12  44 

Genng 

George.  John  H.  1 35 

320  Doctors  Bldg.,  Omaha 

Getscher.  Phillip  E.  2 27 

306  Sharp  Bldg.,  Lincoln 

Getty,  Robert  F.  11  28 

North  Platte 

Gibbs,  Gordon  1 35 

U.  of  N.  College  of  Med., 

Omaha 

Gibson,  L.  V.  2 27 

915  Tnist  Bldg.,  Lincoln 

Giffen.  Horace  K.  1 35 

Immanuel  Hosp.,  Omaha 

Gifford,  Harold.  Jr.  1 35 

1620  Med.  Arts,  Omaha 

Gilbert,  Louis  W.  2 27 

903  Sharp  Bldg.,  Lincoln 

Gillespie,  Patrick  C.  3 18 

Beatrice 

Gillespie.  Robert  W.  2 27 

1127  Shai*p  Bldg.,  Lincoln 

Gillies.  R.  O.,  Jr.  1 35 

631  Med.  Art^,  Omaha 

Gilligan,  J.  P.  2 36 

Nebraska  City 

Gillispie,  James  3 41 

Falls  City 

Gilloon,  Allan  G.  9 20 

Grand  Island 

Gleeson,  John  J.  (Life) 1 35 

2307  So.  33rd,  Omaha 

Glen,  Elmer  E.  10  1 

Hastings 

Glenn.  William  V. 3 41 

Falls  City 

Glow,  Donald  Thomas 1 35 

304  So.  42nd,  Omaha 

Goehring,  Walter 5 48 

Blair 

Goetowski,  Paul  2 27 

1000  So.  13th,  Lincoln 

Gogela,  Louis  J.  2 27 

1318  Shai-p  Bldg.,  Lincoln 

Goodrich,  Guy  W.  1 35 

1107  So.  79th,  Omaha 

Gorthey,  Russell  L.  2 27 

140  So.  27th,  Lincoln 

Gouldman,  Carl  10  1 

Hastings  (Ingleside) 

Grace.  John  T.  8 23 

Bonifay,  Florida 

Grace.  Leslie  I. 5 48 

Blair 

Graham,  W.  W.  4 29 

Elgin 

Graham,  William  E. 1 35 

8721  Shamrock  Rd.,  Omaha 

Grant,  Robert  S.  2 27 

Medical  Village.  48th  and 
A St..  Lincoln 

Graupner,  G.  W.  9 20 

Grand  Island 

Graves,  Harris  B.  1 35 

434  Doctors  Bldg.,  Omaha 

Gray,  Richard  W.  2 27 

State  Hosp.,  Lincoln 

Green.  Carl  R.  4 29 

Creighton 

Greenberg.  A.  1 35 

320  Med.  Arts,  Omaha 

Greenberg  Ben 6 49 

York 


Dist.  Co. 

Name  Code  Code 

Greenberg,  M.  M.  1 35 

1421  Dodge.  Omaha 

Greenberg,  Richard  S. 1 35 

1421  Do<Ige,  Omaha 

Greene,  Arthur  M.  1 36 

501  Doctors  Gldg.,  Omaha 

Greene,  Earl  G.,  Jr.  1 35 

Clarkson  Hosp..  Omaha 

Gridley,  L.  J.  12  44 

Scottsbluff 

Grier,  John  J. l 35 

1418  Med.  Arts,  Omaha 

Grier,  M.  E.  i 35 

828  Med.  Arts,  Omaha 

Griot.  A.  J.  12  33 

Chadron 

Grissom,  Robert  L.  1 35 

U.  of  N.  College  of 
Medicine,  Omaha 

Gro.ss,  Charles  G. 10  46 

Cambridge 

Gross,  Joseph  F.  1 35 

1307  Med.  Arts,  Omaha 

Grubbs,  Loran  C.  12  44 

Scottsbluff 

Guildner,  C.  Wayne  10  1 

Hastings 

Gunderson,  Shaun  1 35 

622  Doctors  Bldg.,  Omaha 

Gurnett,  Thomas  J.  1 35 

527  Med.  Arts,  Omaha 
Gutch,  C.  F.  3 18 

V. A.  Hosp.,  Lincoln 

Gysin.  Walter  4 29 

Norfolk 

Hachiya.  Keay  2 27 

1950  So.  44th,  Lincoln 

Hahn,  W.  N.  1 35 

517  City  Natl  Bank, 

Omaha 


Hamilton,  Frank  T.  (Life).  7 42 


Friend 

Hammes,  Donald  Lee 1 35 

Benson  Med.  Center,  Omaha 

Hamsa.  W.  R.  1 35 

609  Doctors  Bldg.,  Omaha 

Hanigan,  J.  J.  2 27 

1700  So.  24th,  Lincoln 

Hanisch.  E.  C.  9 24 

St.  Paul 

Hanisch,  Louis  F.  1 35 

325  Doctors  Bldg.,  Omaha 

Hanisch,  R.  W.  9 24 

St.  Paul 

Hankins,  Chas.  R.  1 35 

822  Doctors  Bldg.,  Omaha 

Hanna.  .Toe  T.  12  44 

Scottsbluff 

Hansen.  Clifford  H.  1 35 

527  City  Natl.  Bank, 

Omaha 

Hansen,  H.  C.  9 4 

Kearney 

Hansen,  Hodson  A.  2 27 

48th  & A Sts.,  Lincoln 

Hansen.  John  E.  6 43 

Wahoo 

Hansen,  Warren  D.  4 29 

Wisner 

Harb,  Fred  9 20 

Cairo 

Hardy,  C.  C.  ILife)  1 35 

2544  No.  55th,  Omaha 

Harrington,  A.  E.  2 27 

914  Stuart  Bldg.,  Lincoln 

Harris,  Jack  T.  10  46 

Stratton 

Harris,  T.  T.  (Life)  1 35 

1007  Med.  Arts.  Omaha 

Harrison,  Merle  A.  9 4 

Kearney 

Harry.  R.  E. 6 49 

York 

Hartigan,  John  D. 1 35 

527  Med.  Arts,  Omaha 

Hartmann,  Clarence  M. 1 35 

6603  No.  30th,  Omaha 

Hartsaw,  John  E.  12  9 

Chappell 

Harvey,  Alexander  T. 5 14 

Fremont 

Harvey.  Andrew  5 14 

Fremont 

Harvey,  E.  A.  (Life) 11  19 

New  Plymouth,  Idaho 

Harvey,  Harold  E.  2 27 

140  South  27th,  Lincoln 

Harvey,  Harry  E.  2 27 

140  So.  27th.  Lincoln 

Harvey.  W.  C..  Jr.  12  44 

Gering 
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Dist.  Co. 


Name  Code  Code 

Harvey,  W.  C..  Sr.  12  44 

Coring 

Hash  Robert  F.  1 35 

802  Med.  Arts.  Omaha 

Haslam,  George  A.  5 14 

Fremont 

Haslam.  George  J.  1 35 

618  Doctors  Bldg.,  Omaha 

Hasty,  Robert  C.  2 27 

V.A.  Hospital,  Lincoln 

Hathaway.  Frederich  2 27 

802  First  Natl.  Bank. 

Lincoln 

Hawkins,  Robert  E.  1 35 

211  Med.  Arts.  Omaha 

Hayes.  C.  B.  5 5 

Lyons 

Hayes,  O.  R.  9 4 

Kearney 

Hayhurst,  J.  D.  12  44 

Scottsbluff 

Heffron,  John  F.  1 35 

215  So.  42nd,  Omaha 

Heider.  Charles  F..  Jr. 11  28 

North  Platte 

Heider.  Charles  F.,  Sr. 11  28 

North  Platte 

Heidrick,  Paul  J.  2 27 

739  Stuart  Bldg.,  Lincoln 

Heim,  Harlan  S.  3 41 

Humboldt 

Heine,  L.  H.  5 14 

Fremont 

Heinke.  John  P. 12  44 

Scottsbluff 

Heins.  Robert  L.  3 41 

Falls  City 

Heiser.  E.  N. 5 39 

Columbus 

Henn,  Mar>’  J.  1 35 

U.  of  N.  College  of 
Medicine.  Omaha 

Hennegan,  G.  F.  1 35 

6110  Military.  Omaha 

Hepperlen,  H.  M.  3 18 

Beatrice 

Herbert.  H.  J.  1 35 

Ellensburg,  Washington 

Herhahn.  Frank  T.  12  44 

Scottsbluff 

Herpholsheimer,  Robert  W.  - 6 45 

Staplehurst 

Hervert.  J.  Wm.  2 27 

3145  O St..  Lincoln 
Heumann,  J.  M.  F.  (Life) — 1 35 

6110  Militai*y»  Omaha 

Heywood,  Leo  T.  1 35 

828  M^.  Arts,  Omaha 

Hickey.  C.  W.  (Life) 1 35 

Bennington 

Hieb,  Wilbert  E.  6 49 

Henderson 

Hill.  F.  C.  1 35 

636  Med.  Arts.  Omaha 

Hill.  W.  H.  5 14 

Fremont 

Hill.  W.  Ray  6 45 

Seward 

Hille,  C.  F.  4 29 

Norfolk 

Hillyer.  R.  A.  2 27 

135  So.  14th.  Lincoln 

Hilton.  Hiram  D.  2 27 

3145  O St..  Lincoln 

Hineman.  M.  W.  12  3 

Hemingford 

Hinrichs,  E.  J.  6 43 

Wahoo 

Hoagland.  Robert  A.  12  44 

Mitchell 

Hobbs,  E.  T.  2 27 

6530  Holdrege,  Lincoln 

Hoevct,  L.  H.  8 33 

Chadron 

Hoffmeister.  Geo.  (Life) 10  46 

Imperial 

Hoffmeister.  Geo.  F.  10  1 

Hastings 

Hohlen.  K.  S.  J.  2 27 

2961  Sheridan.  Lincoln 

Holcomb.  Gerald  R.  10  1 

Hastings 

Holden.  W.  J.  1 35 

316  Med.  Arts.  Omaha 

Holland.  Robert  E.  9 20 

Grand  Island 

Holly.  Roy  G.  1 35 

U.  of  N.  College  of 
Medicine.  Omaha 

Holm.  A.  H.  (Life)  9 24 

Woltach 

Holmes,  Lee  C. 5 30 

Central  City 


Dist.  Co. 


Name  Code  Code 

Holmes,  William  E.  12  44 

Scottsbluff 

Homan,  Richard  W.  7 42 

Crete 

Hood,  L.  Thomas 1 35 

209  So.  42nd,  Omaha 

Hoody,  Steve 1 35 

4801  Center,  Omaha 

Hook.  R.  L.  8 33 

Rushville 

Horn,  Harold  R.  2 27 

3145  O St..  Lincoln 

Horwich.  Joseph  M.  1 35 

717  Kilpatrick  Bldg.. 

Omaha 

Hotz.  Harley  1 35 

1013  Redick  Tower.  Omaha 

House,  Robert  9 20 

Grand  Island 

Howard,  C.  D.  5 48 

Blair 

Howard,  M.  C.  1 35 

802  Med.  Arts.  Omaha 

Howell.  W.  L.  12  3 

Hyannis 

Hoyt.  Melvin  S.  10  46 

Trenton 

Hranac.  Chas.  E.  9 13 

Cozad 

Hrnicek.  Leo  A.  12  44 

Bayard 

Hruby,  Allan  J.  1 35 

2906  Leavenworth,  Omaha 

Hubbard.  Theodore  F.  1 35 

1005  Meadow  Rd.,  Omaha 

Hubenbecker,  J.  C.  5 14 

North  Bend 

Hughes.  D.  O.  7 25 

Fairbur>’ 

Hughes.  Leo  V.  1 35 

3610  Dodge,  Omaha 

Hughes,  W.  T.  4 29 

Bancroft 

Hull,  Wayne  M.  1 35 

104  So.  39th,  Omaha 

Hummell,  R.  O.  (Life)  2 27 

2435  Bradfield  Dr..  Lincoln 

Hungerford.  Wm.  E.  1 35 

1904  Spencer,  Omaha 

Hunt,  Howard  B.  1 35 

Methodist  Hosp.,  Omaha 

Imes,  Loren  E.  9 20 

Grand  Island  , 

Ingham.  Chas.  G.  4 29 

Norfolk 

Irvin.  I.  W.  3 32 

Auburn 

Isacson.  Sven  (Life)  1 35 

5036  Parker.  Omaha 

Iwerson,  Frank  J.  1 35 

1307  Med.  Arts,  Omaha 

Jackson.  Donald  R. 1 35 

5020  Dodge,  Omaha 

Jahr.  Herman  1 35 

111  So.  39th.  Omaha 

Jakeman.  H.  A.  5 14 

Fremont 

James,  L.  D.  10  46 

McCook 

James,  Lawrence  R.  I"  35 

728  Doctors  Bldg..  Omaha 

Jarvis,  W.  J.  2 27 

3145  O St.,  Lincoln 

Jenkins.  Harry  J.  (Life) 1 35 

8403  Pacific.  Omaha 

Jensen.  W.  P.  1 35 

1420  Med.  Arts,  Omaha 

Jester,  Royal  F..  Sr 9 4 

Keaimey 

Jester,  Royal  F..  Jr 9 4 

Kearney 

John,  George  I^.  4 8 

Wayne 

Johnson.  Geo.  N.  1 35 

3569  Leavenworth.  Omaha 

•Johnson,  Gordon  F.  1 35 

728  Doctors  Bldg.,  Omaha 

Johnson,  H.  F.  1 35 

209  So.  42nd.  Omaha 

Johnson.  J.  A.  1 35 

602  Omaha  Loan  & Bldg.. 

Omaha 

Johnson.  O.  D. 9 4 

Kearney 

Johnson,  Richard  D.  9 4 

Kearney 

Johnson.  Richard  N. 1 35 

3932  So.  24th,  Omaha 

Johnson.  Wilbur  8 23 

Valentine 

Johnston,  R.  S.  9 4 

Kearney 


Dist.  Co. 

Name  Code  Code 

Johnston.  Raymond  F. 9 4 

Kearney 


Jollv-Fritz.  Rolette 
Hastings 

10 

1 

Jones,  Donald  W. 
Hastings 

_10 

1 

Jones,  R.  Lester  _ 

105  So.  49th,  Omaha 

1 

35 

Jones,  R.  T.  (Life) 
McCiook 

10 

46 

Jones.  Robert  Dale 
105  So.  49th,  Omaha 

. 1 

35 

Joyer,  Robert  M. 

432  So.  39th,  Omaha 

1 

35 

Judd,  J.  H.  - 

1020  Med.  Arts,  Omaha 

1 

35 

Jurgensen,  William  W. 

617  Med.  Arts,  Omaha 

_ 1 

35 

Kadavy,  G.  J.  (Life) 
2703  So.  16th,  Omaha 

1 

35 

Kalin.  John  A. 

2205  Military,  Omaha 

1 

35 

Kamm.  Frank 
Blue  Hill 

10 

1 

Kammandel,  Henry 

415  Doctors  Bldg.,  Omaha 

1 

35 

Kanmrathr  Col!  Q 
Utica 

6 

45 

Kamprath,  Wilmar  M. 
Utica 

6 

45 

Karrer.  F.  M. 
McCook 

-10 

46 

Karrer.  F.  W.  ( Life)  

York 

- 6 

49 

Karrer.  R.  W 
Scottsbluff 

-12 

44 

Karrer,  Robt.  E. 
York 

- 6 

49 

Kaufmann.  Jack  E. 
David  City 

- 6 

6 

Keegan.  J.  Jay 

924  Med.  Arts.  Omaha 

- 1 

35 

Kelle>’,  J.  Whitnev 
1104  Ctiy  Natl.  Bank, 
Omaha 

. 1 

35 

Kellev.  Robert.  C. 
Beemer 

_ 4 

29 

Kelley.  Wm.  E.  . 

1319  Med.  Arts.  Omaha 

. 1 

35 

Kellv.  James  F..  ,Tr. 

816  Med.  Arts,  Omaha 

1 

35 

Kellv.  James  F.  Sr. 

816  Med.  Arts.  Omaha 

. 1 

35 

Kemp.  Wm.  T. 

3001  No.  16th,  Omaha 

- 1 

35 

Kennedy.  ,T.  F. 
Alliance 

.12 

3 

Kennedv.  John  C. 

1520  Med.  Arts,  Omaha 

. 1 

35 

Kenner,  W.  C. 
Nebraska  City 

. 2 

36 

Kenney,  Kenneth  J,  _ 
Fairbury 

. 7 

25 

Keow’n.  J.  T..  Jr. 

Pender 

. 4 

8 

Kilgore,  W.  S. 
York 

. 6 

49 

Kimball,  Kenneth  F. 
Kearney 

. 9 

4 

Kingsley,  D.  W. 
Hastings 

.10 

1 

Kinney,  Max  W. 
Hartington 

. 4 

8 

Kirk.  E.  J.  

434  Aquila  Court,  Omaha 

, 1 

35 

Kiselis.  J.  P. 
Quincv.  Ilinois 

10 

1 

Klaas.  R.  E.  

Norfolk 

4 

29 

Klabenes.  Frank  J. 

1020  Med.  Arts.  Omaha 

1 

35 

Kleager,  Clyde  L.  _ 
Hastings 

10 

1 

Knosp,  Glen  D. 
Elmw’ood 

2 

' 

Koebbe,  E.  E.  _ 
Columbus 

5 

39 

Koefoot.  R.  B. 

Broken  Bow 

9 

12 

Koefoot.  Robert  R. 

9 

20 

Grand  Island 

Koefoot.  Theo.,  Jr.  9 12 

Broken  Bow 

Kohtz,  R.  H.  4 29 

Bloomfield 

Kolnick.  Phillip  1 35 

Phoenix,  Arizona 

Kopp.  Robert  E. 4 29 

Plainview 

Kostal,  O.  A.  10  1 

Hastings 
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Dist.  Co. 


Name  Code  Code 

Koszewski,  Bohdan  J.  1 35 

2602  J St.,  Omaha 

Kovar.  Wm.  R. 1 35 

3610  Dodge,  Omaha 

Kovarik,  James  R. 1 35 

3568  Dodge.  Omaha 

Kreymborg,  O.  C.  11  28 

North  Platte 

Krieg,  Jacob  12  44 

Scottsbluff 

Kroupa,  W.  E.  1 35 

3568  Dodge,  Omaha 

Krush,  Thaddeus  P. — 1 35 

Nebr.  Psych.  Inst.,  Univ. 
of  Nebr.,  Omaha 

Kuehn,  Gerald  A.  10  1 

Hastings 

Kulesh,  Morton  H. 1 35 

701  Doctors  Bldg.,  Omaha 

Kuncl,  Joseph  (Life)  12  3 

Alliance 

Kunkel,  L.  N. 2 7 

Weeping  Water 

Kuper,  Herbert  D.  5 39 

Co’umbus 

Ladwig,  Harold  A.  1 35 

302  City  Natl.  Bank, 

Omaha 

Landers.  Allan  C.  12  44 

Scottsbluff 

Landgraf.  Charles  W.  10  1 

Hastings 

Lane.  L.  Dean  9 4 

Kearney 

Langdon,  Edward  1 35 

822  Doctors  Bldg.,  Omaha 

Langdon.  Frederick  J.  1 35 

3610  Dodge.  Omaha 

Langdon.  Robert  1 35 

3568  Dodge,  Omaha 

Lanspa,  Eugene  F.  1 35 

4801  Center,  Omaha 

Larson.  D.  L.  12  9 

Chappell 

Larson.  George  E. 2 27 

Marion,  Indiana 

Larson.  Sherwood  L.  7 34 

Superior 

Latenser.  John  F.  1 35 

809  Doctors  Bldg.,  Omaha 

Lathrop,  M.  E.  6 43 

Wahoo 

Leahy.  James  J. 1 35 

3610  Dodge,  Omaha 

Lear.  William  J.  4 29 

Norfolk 

Lee.  Leonard  R.  2 27 

307  So.  16th,  Lincoln 

Lee,  Leroy  W.  1 35 

800  Doctors  Bldg.,  Omaha 

Lehnhoff,  Henry  J.  1 35 

720  Doctors  Bldg.,  Omaha 

Leininger,  E.  F.  10  46 

McCook 

Lemke.  Theodore  J.  5 39 

Columbus 

Lempka,  Arnold  W.  1 35 

502  Med.  Arts,  Omaha 

Lennox.  Geo.  B.  1 35 

2527  Patrick,  Omaha 

Levine,  Victor  1 35 

Madrid,  Spain 

Lewis,  George  E.  2 27 

723  Sharp  Bldg.,  Lincoln 

Lewis,  L.  G.  H.  2 27 

1033  Stuart  Bldg.,  Lincoln 

Lewis,  Raymond  G.  1 35 

5015  Dodge,  Omaha 

LeWorthy.  G.  W.  2 27 

3145  O St.,  Lincoln 

Lipp.  Frank  E.  1 35 

^8  City  Natl.  Bank, 

Omaha 

Liston.  O.  E.  2 7 

Elmwood 

Loeffel.  E.  J.  12  44 

Mitchell 

Lohr,  Frederick  J.  4 8 

South  Sioux  City 

Lombardo,  Anthony  J. 1 35 

273  Aquila  Court,  Omaha 

Long,  James  S.  10  22 

Alma 

Long.  Robert  S.  1 35 

8721  Shamrock  Rd.,  Omaha 

Long,  Wm.  B.  9 13 

Lexington 

Longacre,  O.  E.  (Life) 6 6 

Rising  City 

Longo,  Charles  A.  1 35 

Bellevue 

Longo,  Joseph  A.  1 35 


710  Kilpatrick  Bldg., 
Omaha 


Dist.  Co. 


Name  Code  Code 

Loomis,  George  W. 1 35 

720  Doctors  Bldg.,  Omaha 

Loudon,  John  R.  2 27 

1110  Sharp  Bldg.,  Lincoln 

Loveland,  Grace  2 27 

909  Sharp  Bldg.,  Lincoln 

Lovett,  Ivan  C,  12  44 

Scottsbluff 

Lovgren.  R.  E.  1 35 

719  Doctors  Bldg.,  Omaha 

Luby,  Robert  J.  1 35 

828  Med.  Arts,  Omaha 

Lucas,  Jos.  F.  1 35 

815  W.O.W.  Bldg.,  Omaha 

Lucas.  Thomas  9 12 

Broken  Bow 

Luce,  Roscoe  P.  7 25 

Fairbury 

Luikart.  Ralph  H.  1 35 

708  Med.  Arts,  Omaha 

Lukens.  Isaiah  5 5 

Tekamah 

Lyman,  Edwin  D.  1 35 

1201  So.  42nd,  Omaha 

Lynch.  J.  Harold  7 25 

Fai  rbury 

Lynn.  Vincent  S. 7 15 

Geneva 

MacQuiddy,  E.  L.,  Jr. 1 35 

478  Aquila  Court,  Omaha 

MacQuiddy,  E.  L.,  Sr.  1 35 

5612  Jones  St..  Omaha 

MacVean,  M.  M.  (Life) 2 36 

Nebraska  City 

Madsen.  C.  C.  1 35 

6IO4V0  Militai*y,  Omaha 

Maggiore.  Carl  H. 9 20 

Grand  Island 

Magiera,  Stephen  L. 1 35 

525  City  Natl.  Bank, 

Omaha 

Magill,  Van  10  46 

Curtis 

Magruder,  Thomas  G. 1 35 

1512  So.  60th,  Omaha 

Maillard,  A.  E.  4 29 

Osmond 

Maillard.  James  A.  1 35 

527  Med.  Arts,  Omaha 

Malashock,  Edward  M. 1 35 

800  Doctors  Bldg.,  Omaha 

Maly,  James  C. 5 31 

Philadelphia,  Pa. 

Maness,  E.  Stewart  2 27 

1006  Sharp  Bldg.,  Lincoln 

Mangimelli,  Samuel  T.  1 35 

723  Barker  Bldg..  Omaha 

Mnrcotte.  Dale  D.  2 27 

4834  Bancroft.  Lincoln 

Margolin,  J.  Milton  1 35 

902  Med.  Arts,  Omaha 

Margolin.  Mori’is  (Life) 1 35 

902  Med.  Arts,  Omaha 

Markley,  M.  E.  9 17 

North  Loup 

Marples,  Donald  R. 7 34 

Nelson 

Martin,  Francis  4 29 

Norfolk 

Martin.  Harold  R.  1 35 

Rochester,  Minn. 

Martin.  Paul  J.  1 35 

826  Med.  Arts,  Omaha 

Martin.  Paul  R.  9 17 

Ord 

Marvel,  P.  O.  6 21 

Giltner 

Marx.  Louis  E.  2 27 

901  Fed.  Sec.  Bldg., 

Lincoln 

Marx.  Paul  D. 2 27 

901  Fed.  Sec.  Bldg., 

Lincoln 

Mason.  C.  T.  7 34 

Superior 

Mason,  Roger  D.  10  46 

McCook 

Mastin,  Robert  L.  10  1 

Hastings 

Matheny,  Z.  E.  (Life) 6 6 

Bellwood 

Matson,  Guy  M.  2 27 

2737  No.  49th,  Lincoln 

Matson,  Roy  M.  4 8 

Wayne 

Matthews,  Donald  2 27 

140  So.  27th,  Lincoln 

Mauer.  R.  T.  1 35 

1520  Med.  Arts,  Omaha 

Maxwell,  Paul  J.  2 27 

800  So.  13th,  Lincoln 

Maynard.  James  H.  1 35 

2505  No.  50th,  Omaha 


Dist.  Co. 

Name  Code  Code 

McArdle.  G.  Prentiss  1 35 

1216  Med.  Arts,  Omaha 

McAvin,  J.  S.  1 35 

Lutheran  Hosp.,  Omaha 

McCarthy,  Harry  H.  1 35 

326  Med.  Arts,  Omaha 

McCarthy,  John  O.  1 35 

401  Center  Bldg.,  Omaha 

McCarthy.  Joseph  D.  1 35 

1036  Med.  Arts,  Omaha 

McCarthy.  T.  F.  (Life) 2 27 

No.  5,  Nebr.  Theatre 
Bldg.,  Lincoln 

McClanahan.  Frank  C.  4 29 

Neligh 

McCleery,  D.  P.  3 18 

Beatrice 

McCleneghen.  Sam  (Life) 1 35 

Rt.  1,  Valley 

McConohay,  Harold 10  38 

Holdrege 

McCormick,  Keith  M. 1 35 

3610  Dodge.  Omaha 

McCrann,  W.  J.  i 35 

301  Courtney  Bldg.,  Omaha 

McDaniel.  V.  S.  10  1 

Ingleside 

McDermott,  Arnold  1 35 

712  Med.  Art.s,  Omaha 

McDermott.  K.  F.  9 20 

Grand  Island 

McDonald.  Hugh  A.  11  28 

North  Platte 

McDonald.  Raymond  1 35 

617  Med.  Arts,  Omaha 

McFaddcn.  Harry  W.  1 35 

U.  of  N.  College  of 
Medicine,  Omaha 

McFee.  John  L.  11  19 

Ogallala 

McGee,  Dean  9 13 

Lexington 

McGee,  Harry  E.  (Life) 1 35 

515  So.  52nd,  Omaha 

McGinnis,  Kenneth  T.  2 27 

3145  O St.,  Lincoln 

McGirr,  J.  I.  (Life)  3 18 

Los  Angeles,  Calif. 

McGoogan,  Leon  S. 1 35 

3568  Dodge,  Omaha 

McGowan,  P.  H.  5 39 

Columbus 

McGrath.  Chas.  D. 9 20 

Grand  Island 

McGrath,  W.  D.  9 20 

Grand  Island 

McGrath,  William  M. 9 20 

Grand  Island 

McGreer,  John  T.  2 27 

924  Sharp  Bldg.,  Lincoln 

McGrew.  K.  C.  10  22 

Orleans 

Mclntire,  Matilda  S.  1 35 

1201  So.  42nd,  Omaha 

Mclntire,  R.  J.  10  1 

Hastings 

Mclntire.  Waldean  C. 1 35 

3610  Dodge.  Omaha 

McLaughlin.  C.  W.,  Jr. 1 35 

409  Doctoi*s  Bldg.,  Omaha 

McLean.  Dougald  D.  2 27 

1517  H St.,  Lincoln 

McLeay.  H.  L.  (Life)  2 27 

2024  No.  67th,  Omaha 

McLeay,  John  F.  1 35 

462  Aquila  Court,  Omaha 

McMahon.  Chas.  G. 7 34 

Superior 

McMartin,  W.  J.  1 35 

603  City  Natl.  Bank. 

Omaha 

McMillan,  Aaron  M. 1 35 

2854  Wirt.  Omaha 

McMillan,  John  A.  10  1 

Hastings 

McMurtrey,  George  B. 1 35 

627  Doctors  Bldg.,  Omaha 

McNamara,  J.  W.  1 35 

334  Doctors  Bldg.,  Omaha 

McNeil.  L.  S. 10  16 

Campbell 

McNulty,  Edward  A.  12  3 

Alliance 

McWhorter,  Clarence  A. 1 35 

10711  Cedar.  Omaha 

Meckel,  Ben  R. 9 17 

Burwell 

Medlar.  Clyde  Avery  5 39 

Columbus 

Melcher,  W.  H.  (Life)  1 35 

4339  Walnut.  Omaha 
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Dist. 

Co. 

Name  Code 

Code 

Mercer,  Nelson  S.  (Life)  — 
2506  Dodge.  Omaha 

1 

35 

Merrick.  A.  J.  

Fremont 

. 5 

14 

Miller,  C.  J.  (Life)  

Ord 

9 

17 

Miller.  Daniel  

326  Doctors  Bldg.,  Omaha 

. 1 

35 

Miller.  Harold  B-  

1401  Sharp  Bldg.,  Lincoln 

2 

27 

Miller.  N.  R.  

735  Stuart  Bldg.,  Lincoln 

. 2 

27 

Miller.  Otis  W.  

Ord 

9 

17 

Miller,  Samuel  D.  

5532  South.  Lincoln 

. 2 

27 

Miller.  Warren  R.  

Columbus 

5 

39 

Millett.  Clinton  

3610  Dodge,  Omaha 

1 

35 

.Millett.  G.  j. 

Fremont 

. 5 

14 

Minthorn.  Murray  F.  

6104V>  Military,  Omaha 

, 1 

35 

Minnick.  Clarence  

Cambridge 

10 

46 

Misko,  George 

802  First  Natl.  Bank. 
Lincoln 

. 2 

27 

Mitchell.  Howard  E. 

2300  So.  13th,  Lincoln 

2 

27 

Mitchell,  John  R. 

4815  Dodge,  Omaha 

. 1 

35 

Mnuk,  F.  J. 

3374  So.  13th,  Omaha 

1 

35 

Moell.  L.  Dwight 

Beatrice 

3 

18 

Moessner,  Samuel  F.  

820  Sharp  Bldg.,  Lincoln 

. 2 

27 

Mongeau,  D.  C. 

Grand  Island 

. 9 

20 

Moody,  W.  B.  

530  Med.  Arts,  Omaha 

1 

35 

Moon.  Chas.  F.  

207  So.  42nd.  Omaha 

. 1 

35 

Moore.  C.  G.  (Life)  

Glendale.  Calif. 

5 

18 

Moore.  Clyde  (Life)  

319  Med.  Arts.  Omaha 

, 1 

35 

Moore,  Harlan  E. 
Sutherland 

11 

28 

Moore.  Ralph  C.  

2017  So.  107th,  Omaha 

. 1 

35 

Moore.  Robert  F. 

V.A.  Hospital.  Lincoln 

2 

27 

Moragues,  Vincent 

Creighton  Univ.,  Omaha 

. 1 

35 

Moran,  C.  S.  

St.  Catherine’s  Hosp., 
Omaha 

. 1 

35 

Morehouse.  G.  A. 
Benkelman 

10 

46 

Morgan,  D.  H. 
McCook 

10 

46 

Morgan.  Donal  H.,  Jr. 

McCook 

10 

46 

Morgan,  Harold  S. 

140  So.  27th.  Lincoln 

. 2 

27 

Morgan.  R.  J. 
Alliance 

12 

3 

Morgan,  Roland  R. 
Cambridge 

.10 

46 

Morris.  Haskel 

530  Med.  Arts,  Omaha 

1 

35 

Morrison.  Wm.  H. 

710  Doctors  Bldg..  Omaha 

. 1 

35 

Morrow,  B.  E.  (Life) 
Seward 

6 

45 

Morrow.  H.  H.  _ - 
Fremont 

. 5 

14 

Morrow,  Lawrence 
Tekamah 

. 5 

5 

Morrow.  Paul  N. 

3610  Dodge.  Omaha 

. 1 

35 

Morton,  H.  B. 

48th  and  A Sts.,  Lincoln 

. 2 

27 

Moss,  N.  H.  _ 

Arcadia 

. 9 

17 

Mountford,  F.  A.  

Davenport 

. 7 

47 

Muehlig.  (1.  Kenneth 
636  Med.  Arts.  Omaha 

. 1 

35 

Muehlig,  W’ilbur  A.  

636  Med.  Arts,  Omaha 

. 1 

35 

Mueller,  R.  F. 

1425  Sharp  Bldg.,  Lincoln 

. 2 

27 

Muffly.  Charles  G.  

Pender 

. 4 

8 

Muffly,  Robert  B. 

602  So.  44th.  Omaha 

, 1 

35 

Mullmann,  Arnold  J. 

Oakland 

. 5 

5 

Munger.  A.  D.  - - 

Allenspark.  Colo. 

. 2 

27 

Dist.  Co. 


Name  Code  Code 

Munger,  Horace  V. 2 27 

140  So.  27th.  Lincoln 

Murphy.  Albert  V.  1 35 

826  Med.  Arts.  Omaha 

Murphy,  Chas.  M.  - 1 35 

5901  Military,  Omaha 

Murphy.  J.  Harry  1 35 

215  So.  42nd,  Omaha 

Murphy.  Jerome  P. - 1 35 

1429  Med.  Arts.  Omaha 

Muiphy,  Robert  E.  1 35 

215  So.  42nd.  Omaha 

Murray,  Don  E.  10  1 

Hastings 

Murray.  F.  J.  1 35 

6220  Maple.  Omaha 

Murray,  Robert  G.  1 35 

Benson  Med.  Center, 

Omaha 

Muskin.  Nathan  1 35 

2602  J St..  Omaha 

Musselman,  Merle  M.  1 35 

U.  of  N.  College  of 
Medicine,  Omaha 

Myer.s,  H.  Dey  5 11 

Schuyler 

Mvers.  William  10  1 

Blue  Hill 

Nabity,  Stanley  N.  9 20 

Grand  Island 

Nagengast,  Delwyn  J. 4 29 

Bloomfield 

Nebe.  Frederick  M.  2 27 

943  Stuart  Bldg.,  Lincoln 

Neely.  J.  Marshall  2 27 

924  Sharp  Bldg.,  Lincoln 

Neely.  Orvis  A.  2 27 

924  Sharp  Bldg.,  Lincoln 

Neil,  Stanley  R. 4 29 

Niobrara 

Neis,  Delbert  D.  1 35 

422  Doctors  Bldg.,  Omaha 

Neligh.  Rosalie  B.  1 35 

Woodmen  Circle,  33rd 
and  Farnam.  Omaha 

Nelson,  C.  C.  5 14 

Fremont 

Nelson,  F.  C.  1 35 

2734  No.  61st,  Omaha 

Nelson.  J.  C,  3 18 

Wymore 

Nemec.  C.  J.  (Life)  1 35 

302  Doctors  Bldg.,  Omaha 

Nemec.  Ed  C.  1 35 

302  Doctoi*s  Bldg.,  Omaha 

Nesselbush.  O.  P. 1 35 

Elk  Grove,  Calif. 

Neu,  Harold  N.  1 35 

324  City  Natl.  Bank, 

Omaha 

Neumayer,  Francis  2 27 

48th  and  A Sts.,  Lincoln 

Niehaus.  Friedrich  W.  1 35 

823  Doctors  Bldg.,  Omaha 

Niehaus,  Karl  F.  1 35 

823  Doctors  Bldg.,  Omaha 

Niehaus,  William  C. 6 6 

David  City 

Niehus.  Wm.  B. 11  28 

North  Platte 

Nielsen,  J.  C.  10  1 

Ingleside 

Nilsson,  Donald  C.  1 35 

102  No.  48th.  Omaha 

Nolan,  James  R. 1 35 

1515  Med.  Arts.  Omaha 

Nolan,  W.  J.  (Life)  1 35 

203  Baldridge  Bldg.,  Omaha 

Norall,  Victor  D. 9 13 

Lexington 

Nordlund.  Harold  M.  6 49 

York 

Nordstrom,  J,  E.  9 4 

Denver.  Colo. 

Norman.  Chester  L.  2 27 

3560  So.  48th,  Lincoln 

Novak.  Wm.  F.  1 35 

307  Med.  Arts,  Omaha 

Nuss.  H.  V.  7 10 

Sutton 

Nutzman.  Chas.  L.  7 10 

Denver,  Colo. 

Nutzman,  Wm.  E.  9 4 

Kearney 

Nye.  Dan  A.  9 4 

Kearney 

Obert,  Francis 10  1 

Red  Cloud 

Obei*st,  Byron  B.  1 35 

304  So.  42nd,  Omaha 

Ochs,  Randal  N. 2 27 

3560  So.  48th.  Lincoln 

O'Donnell.  H.  J.  10  1 

Ingleside 


Dist.  Co. 


Name  Code  Code 

Offerman,  A.  J. 1 35 

4805^  So.  24th,  Omaha 

O’Halloran,  James  P,  1 35 

Salinas,  Calif. 

O’Hearn,  J.  J.  1 35 

481114  So.  24th,  Omaha 

Ohme,  K.  A.  12  44 

Mitchell 

O’Holleran,  Lloyd  S. 12  9 

Sidney 

Olney,  R.  C.  2 27 

4740  F St.,  Lincoln 

Olson,  Leland  J.  1 35 

525  Doctors  Bldg.,  Omaha 

Olson,  Raymond  H. 12  3 

Alliance 

Olsson,  P.  Bryant  9 13 

Lexington 

O’Neil.  John  R.  5 11 

Clarkson 

O’Neil.  Gerald  C.  1 35 

3610  Dodge.  Omaha 

O’Neil.  James  J.  1 35 

612  Med.  Arts,  Omaha 

Organ.  Claude  H.  1 35 

914  Med.  Arts,  Omaha 

Owen,  Bernard  A. 8 33 

Hay  Springs 

Owen.  L.  J.  2 27 

957  Stuart  Bldg.,  Lincoln 

Owen,  M.  L.  9 17 

Sargent 

Owens,  C.  A.  (Life)  1 35 

Dana  Point,  Calif. 

Palmer.  Janet  Forbes 2 27 

343  Stuart  Bldg.,  Lincoln 

Pankau,  J.  B.  12  9 

Dalton 

Pantano.  Anthony  R. 1 35 

714  W.O.W.  Bldg..  Omaha 

Panzer.  H.  J.  8 23 

Bassett 

Papenfuss,  Harlan  L.  2 27 

1401  Sharp  Bldg.,  Lincoln 

Paul.  Ralph  E.  3 26 

Sterling 

Parkison,  Donald  E.  1 35 

627  Doctors  Bldg.,  Omaha 

Paulson.  H.  O.  2 27 

508  Sham  Bldg.,  Lincoln 

Paustian.  Frederick  F. 1 35 

U.  of  N.  College  of 
Medicine,  Omaha 

Pearse,  Warren  H.  1 35 

University  Hosp.,  Omaha 

Peartree,  Sherwood  P. 1 35 

617  Med.  Arts,  Omaha 

Pederson.  E.  Stanley  1 35 

622  Doctors  Bldg.,  Omaha 

Peetz  Dwaine  J.  4 29 

Neligh 

Penner.  Donald  3 18 

Beatrice 

Penner,  Elmer  3 18 

Beatrice 

Penner.  H.  G.  (Life)  3 18 

Beatrice 

Peniw,  R.  E.  7 47 

Hebron 

Pepper.  Maurice  L. • 1 35 

1431  Med.  Alls.  Omaha 

Perry,  S.  H.  9 13 

Gothenburg 

Postal,  Joe  (Life)  6 43 

Rawlins,  Wyo. 

Peters,  G.  E.  4 8 

Randolph 

Peterson.  Paul  L.  2 27 

702  Sham  Bldg.,  Lincoln 

Peterson,  Theo.  A.  10  38 

Holdrege 

Pfeifer,  LaVeme  F. 2 27 

3705  South  St.,  Lincoln 

Pierce.  C.  M.  8 33 

Chadron 

Pinkei'ton.  Clifford  C. 11  28 

North  Platte 

Pinne.  Geo.  F.  1 35 

421  Doctors  Bldg.,  Omaha 

Pinney.  Geo.  L.  10  1 

Hastings 

Pirotte,  Richai’d  A. 1 35 

2533  So.  90th.  Omaha 

Pitsch.  Richard  M.  6 45 

Seward 

Place,  Geo.  E.  2 27 

4825  St.  Paul,  Lincoln 

Placek,  Louis  T.  1 35 

211  Med.  Arts,  Omaha 
Pleiss,  Joseph  A.  1 35 


716  Med.  Arts,  Omaha 
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Nebraska  S.  M.  J. 


Dist.  Co. 

Name  Code  Code 

Podlesak,  James  J.  2 27 

612-614  Trust  Bldg., 

Lincoln 

Pollack,  John  D.  4 29 

Norfolk 

Porter.  John  W. 1 35 

U.  of  N.  College  of 
Medicine.  Omaha 

Post,  George  P.  12  44 

Bridgeport 

Potter,  Stanley  E 1 35 

609  Doctors  Bldg.,  Omaha 

Potthoff,  Carl  J.  1 35 

U.  of  N.  College  of 
Medicine,  Omaha 

Powell,  M.  J.  (Life)  7 25 

Fairbury 

Pratt.  Peyton  T.  1 35 

609  Doctors  Bldg.,  Omaha 

Prems,  Evald  19  38 

Holdrege 

Prentice.  O.  D.  12  44 

Morrill 

Prescher,  Donald  A.  1 35 

Box  1735,  Benson  Sta.. 

Omaha 

Prince.  Donald  F.  19  1 

Minden 

Proffitt,  J.  Alfred  9 20 

Grand  Island 

Pruner.  A.  C.  1 35 

629  Med.  Arts,  Omaha 

Pullman.  George  R.  1 35 

Lutheran  Hosp.,  Omaha 

Purvis,  Donald  2 27 

800  So.  13th,  Lincoln 

Pyle,  B.  W.  9 13 

Gothenburg 
Quaife,  Merton  A. 

(Service)  9 4 

Rochester,  New  York 

Quigley,  D.  T.  (Life) 1 35 

721  Med.  Ai'ts,  Omaha 

Racines,  J.  Y. 9 24 

Palmer 

Raines.  Max  M.  11  28 

North  Platte 

Ramsey,  James  E. 8 23 

Atkinson 

Ranee.  Wm.  T.  1 35 

730  City  Natl.  Bank. 

Omaha 

Rasgorshek,  R.  H. 1 35 

425  Aquila  Court.  Omaha 

Rasmussen.  John  A.  1 35 

609  Doctors  Bldg..  Omaha 

Rathbun,  Sanford  M.  3 18 

Beatrice 

Rathbun,  S.  R.  8 33 

Crawford 

Rausten,  David  S.  2 27 

4723  Prescott,  Lincoln 

Read,  Paul  S.  1 35 

2415  Fort,  Omaha 

Redfield,  J.  B.  11  28 

North  Platte 

Redgwick,  J.  P.  1 35 

207  So.  42nd,  Omaha 

Reed.  E.  B.  2 27 

3145  O St.,  Lincoln 

Reed,  Paul  A.  7 47 

Deshler 

Reeder.  Grant  5 14 

Fremont 

Reeder,  Robert  C.  5 14 

Fremont 

Reeder.  Wm.  J.  5 2 

Cedar  Rapids 

Reedy,  Wm.  J.  1 35 

324  City  Natl.  Bank, 

Omaha 

Rees,  Barney  B.  1 35 

726  Doctors  Bldg.,  Omaha 

Reese,  S.  O.  2 27 

816  Sharp  Bldg..  Lincoln 

Reeves,  E.  Howard  9 17 

Scotia 

Reichstadt.  Paul  F. 1 35 

3001  No.  16th,  Omaha 

Reid,  John  D.  (Life)  4 29 

Pilger  ' 

Reighter.  Kenneth  M.  1 35 

3665  Q St,,  Omaha 

Reiner,  Walter  M.  19  38 

Holdrege 

Render.  N.  D.  4 29 

Norfolk 

Retelsdorf,  C.  Lee  1 35 

3610  Dodge,  Omaha 

Reynolds,  W.  E.  4 8 

Laurel 

Rice,  C.  E.  3 18 

Odell 
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Dist.  Co. 


Name  < 

Code 

Code 

Richard,  Warren  E. 

Hastings 

-10 

1 

Richards,  F.  L.  _ _ 

Kearney 

4 

9 

Rickman.  James  H. 

626  Sharp  Bldg.,  Lincoln 

2 

27 

Riddell,  Ted  _ _ _ 

Scottsbluff 

12 

44 

Rider.  E.  E.  (Life)  - 
Orleans 

2 

27 

Rider,  Larrv  D. 
Wichita,  Kansas 

. 2 

27 

Ring,  Floyd  O.  _ _ 

509  Doctors  Bldg.,  Omaha 

_ 1 

35 

Ritter,  Donald  G. 
3145  0 St-,  Lincoln 

- 2 

27 

Roach,  R.  W. 
Crete 

. 7 

42 

Roberts,  D.  G.  _ 
Golden.  Colo. 

-11 

19 

Robertson,  Geo.  E.  _ 
308  So.  39th.  Omaha 

- 1 

35 

Rodaway,  Keith  A. 
Syracuse 

. 2 

36 

Rogers.  E.  A.  

St.  Dept.  Health,  Lincoln 

. 2 

27 

Rogers,  John  W.  

6125  Havelock.  Lincoln 

. 2 

27 

Root,  Charles  M. 

3610  Dodge.  Omaha 

_ 1 

35 

Rose.  Forrest  I. 

1203  Sharp  Bldg..  Lincoln 

_ 2 

27 

Rose,  Kenneth  D.  _ 
Student  Health  Center, 
U.  of  N.,  Lincoln 

. 2 

27 

Rosenau,  J.  A.  

Scottsbluff 

.12 

44 

Rosenau.  Oliver  P. 
Eustis 

. 9 

13 

Rosenlof,  R.  C.  _ . . 

Univ.  Hosp.,  Omaha 

1 

35 

Rouse,  James  W. 

918  Med.  Arts.  Omaha 

. 1 

35 

Rowe.  E.  W.  (Tiifei 
434  So.  Cotner,  Lincoln 

. 2 

27 

Rubin.  Sidnev  L.  - . 

419  Doctors  Bldg.,  Omaha 

. 1 

35 

Rubnitz,  A.  S.  _ 

732  Med.  Arts,  Omaha 

. 1 

35 

Ruch.  Ralph  0. 

1118  Med.  Arts,  Omaha 

. 1 

35 

Rumbolz,  Wm.  L.  

207  So.  42nd,  Omaha 

. 1 

35 

Rundquist,  R.  B.  

Columbus 

. 5 

39 

Runty.  H.  D. 
DeWitt 

. .3 

18 

Rntt,  Fred  J. 
Hastings 

.10 

1 

Rydberg,  C.  A. 
Litchfield 

. 9 

12 

Ryder,  Frank  D.  _ . 

Grand  Island 

. 9 

20 

Ryder.  James  E.  _ 

1901  Mis.souri,  Omaha 

, 1 

35 

Ryerson,  Edwin  R. 

2011  So.  19th.  Lincoln 

2 

27 

Sage,  Earl  C. 

1129  Med.  Arts,  Omaha 

1 

35 

Salhanick.  Catherine  0. 

42nd  and  Dewey,  Omaha 

1 

35 

Salhanick.  Hilton  A 

42nd  and  Dewey.  Omaha 

1 

35 

Sallenbach,  Donald  H.  

Gibbon 

9 

4 

Salter,  Geo.  B. 
Norfolk 

4 

29 

Samuelson.  Mvron  E 
Wymore 

3 

18 

Sanders,  Edward  J. 

326  Med.  Arts,  Omaha 

1 

35 

Sanderson.  D.  D. 

914  Stuart  Bldg.,  Lincoln 

2 

27 

Sauer.  T..  E 
Tekamah 

5 

5 

Saults,  Chas.  F.  _ _ 

Mullen 

11 

28 

Sawvers.  Gordon  E 
North  Platte 

11 

28 

Schack.  Colin  B 

207  So.  42nd,  Omaha 

1 

35 

Schenken.  John  R. 

Methodist  Hosp.,  Omaha 

1 

35 

Scherer.  Roht.  H. 
West  Point 

4 

29 

Schmitz,  Gerhardt 
Scottsbluff 

12 

44 

Schmitz.  Wm.  H.  Jr. 
611  City  Natl,  Bank. 
Omaha 

1 

35 

Schmitz,  W.  H.,  Sr.  

611  City  Natl.  Bank, 
Omaha 

1 

35 

Dist. 

Co. 

Name  Code 

Code 

Scholz.  .Tack  V 
Cozad 

- 9 

13 

Schreiner.  Gilbert  C 
125  No.  38th,  Omaha 

. 1 

35 

Schutz.  John  C 
Tecumseh 

. 3 

26 

Schwedhelm,  A.  J.  

Norfolk 

. 4 

29 

Schwertley.  F.  J.  (Life) 

614  Barker  Bldg.,  Omaha 

. 1 

35 

Scott.  Nathaniel  G 
U.  of  N.  College  of 
Medicine,  Omaha 

. 1 

35 

Scott.  Paul  M 
Auburn 

. 3 

32 

Sehnert.  Keith  W. 
York 

. 6 

49 

Seiver.  C.  P. 
Fremont 

. 5 

14 

Seng.  O.  T,. 
Alliance 

12 

3 

Seng.  Willard  G 
Oshkosh 

.11 

19 

Severin.  Matt  .1 

4328  So.  25th,  Omaha 

. 1 

35 

Shaffer.  Harrv  D 

724  Sharp  Bldg.,  Lincoln 

. 2 

27 

Shamberg.  Alfred  H 
Kimball 

.12 

9 

Shank.  F.  W. 
McCook 

.10 

46 

Shannon.  D.  D 
Alliance 

.12 

3 

Shapiro,  Ii-ving 

2910  No.  66th,  Omaha 

. 1 

35 

Sharrar.  Lvnn 

719  Sharp  Bldg.,  Lincoln 

. 2 

27 

Shaughnessy,  E.  J. 
North  Platte 

.11 

28 

Shaw.  W.  L.  (Life) 
Hastings 

10 

1 

Shearer,  W.  L 

1218  Med.  Arts.  Omaha 

1 

35 

Shepherd.  Wm. 
Falls  City 

3 

41 

Sher,  Philip  (Life) 

4891  No.  52nd,  Omaha 

, 1 

35 

Shiffermiller,  Floyd  H. 
Ainsworth 

. 8 

23 

Shopp.  Bryce  G. 
Imperial 

10 

46 

Shramek.  C.  J. 

511  Redick  Tower.  Omaha 

1 

35 

Shramek,  J.  M.  (Life) 
Long  Beach.  Calif. 

1' 

35 

Shreck,  H.  W. 
Hastings 

10 

1 

Siedenburg.  R.  H 
Kimball 

12 

9 

Sievers,  Rudolph 
Blair 

5 

48 

Simanek.  Geo.  F.  (Life) 

Colorado  Springs,  Colo. 

1 

35 

Simmons.  Cecil 

3006  So.  87th.  Omaha 

1 

35 

Simmons,  Eugene  E.  (Life) 
6238  Glenwood  Rd.,  Omaha 

1 

35 

Simmons.  J.  R 
Fremont 

5 

14 

Simon.  Thomas  R 

St.  Joseph's  Hosp.,  Omaha 

1 

35 

Simonds,  Francis 

1216  Med.  Arts,  Omaha 

1 

35 

Simons.  Milton 

701  Doctors  Bldg..  Omaha 

1 

35 

Simpson,  John  E.  (Life) 

1229  Fii-st  Natl.  Bank, 
Omaha 

1 

35 

Sitorius,  Rodney  A. 
Cozad 

9 

13 

Skoog-Smith.  Anton  W. 

622  Doctors  Bldg..  Omaha 

1 

35 

Slabaugh.  Robert  A 
5920  Dodge,  Omaha 

1 

35 

Slaughter.  Earl  C 
Norfolk 

4 

29 

Slaughter.  Pauline  K 
Norfolk 

4 

29 

Slavik.  Edward  R. 
8422  Center,  Omaha 

1 

35 

Sloss.  Pierce  T 
Grand  Island 

9 

20 

Slunicko.  Jules  A. 

398  Exchange  Bldg., 
South  Omaha 

1 

35 

Slutzky,  Ben 

Creighton  Univ.,  Omaha 

1 

35 

Smith.  A.  J. 

8802  Hamilton,  Omaha 

5 

14 

Smith,  Arthur  L..  Jr. 

1001  Fed.  Sec.  Bldg., 
Lincoln 

2 

27 

629 

Dist.  Co. 


Name  Code  Code 

Smith,  A.  L..  Sr.  2 2V 

1001  Fed.  Sec.  BIdp:.. 

Lincoln 

Smith.  Clifford  L.  1 35 

206  Center  Bldpr.,  Omaha 

Smith.  Dorothy  I.  1 35 

U.  of  N.  Hosp..  Omaha 

Smith.  Eidward  J.  1 3.5 

403  Center  Bldg..  Omaha 

Smith.  Fay  10  46 

Imperial 

Smith.  Francis  D.  1 35 

U.  of  N.  College  of 
Medicine,  Omaha 

Smith.  Harold  V. 9 4 

Kearney 

Smith.  Richard  D.  1 35 

111  Doctors  Bldg.,  Omaha 

Smith.  Robert  C.  10  1 

Hastings 

Smith.  Roy  J.  5 2 

Albion 

Smith,  Thomas  T.  1 35 

211  Med.  Arts.  Omaha 

Sobota,  Joseph  E.  1 35 

3019  Ames,  Omaha 

Solomon,  W.  W.  1 35 

3024  No.  24th,  Omaha 

Sorensen,  C.  N.  12  41 

Scottsbluff 

Sorenson.  Robert  5 14 

Fremont 

Soule,  Maiy  A.  1 35 

442  Doctors  Bldg.,  Omaha 

Spivej'.  C.  D.  9 12 

Anselmo 

Srb.  A.  F.  1 35 

1719  So.  16th,  Omaha 

Srb,  G.  J.  5 14 

Dodge 

Stafford.  G.  E.  2 27 

800  So.  13th,  Lincoln 

Stale>'.  Sanford  O.  9 4 

Kearney 

Stanard,  J.  T.  (Life)  6 45 

Seward 

Stappenbeck.  Alfred  P. 3 41 

Humboldt 

Starr,  Philip  H.  1 35 

509  Doctors  Bldg..  Omaha 

Statton,  R.  F.  2 27 

702  Sharp  Bldg.,  Lincoln 

Stearns,  H.  I.  10  46 

Waterville,  Wash. 

Stearns.  R.  J.  (Life)  1 35 

2301  Elli.son.  Omaha 

Steenburg.  Donald  B. 6 21 

Aurora 

Steenburg,  E.  A.  6 21 

Aurora 

Steenburg.  E.  K.  6 21 

Washington,  D.C. 

Steenburg.  Houtz  G.  6 21 

Aurora 

Steffens,  L.  C.  9 4 

Kearney 

Stehl.  C.  H.  L.  5 14 

Scribner 

Stein.  Robert  J.  2 27 

430  Stuart  Bldg.,  Lincoln 

Steinberg,  A.  A.  1 35 

617  Kilpatrick  Bldg.. 

Omaha 

Steinberg,  M.  M.  1 35 

307  Med.  Arts.  Omaha 

Steinman.  John  F.  2 27 

6101  Walker.  Lincoln 

Stemper.  Jack  M.  2 27 

4740  A St,,  Lincoln 
Stevenson.  Edward  11  28 


North  Platte 

Stewart,  Frank  A.  2 27 

2133  Winthrop  Rd.. 

Lincoln 

Stewart.  Geo.  J,  4 29 

Norfolk 

Stewart.  H.  C.  3 37 

Pawnee  City 

Stivrins,  Kazimirs  2 27 

3145  O St..  Lincoln 

Stivrins,  Patricia  Cole  2 27 

3145  O St..  Lincoln 

Stone.  F.  P.  2 27 

2300  So.  13th,  Lincoln 

Stonecypher,  D.  D.  2 36 

Nebraska  City 

Stoner.  Maurice  E.  1 35 

628  Med.  Arts,  Omaha 

Stout.  Kenneth  C.  10  46 

Benkelman 

Stover,  Lee  2 27 

800  So.  13th,  Lincoln 

Strader,  R.  M.  2 27 

430  Stuart  Bldg.,  Lincoln 


Dist.  Co. 


Name  Code  Code 

Strickland.  W.  R.  (Life) 1 35 

1912  So.  48th.  Omaha 

Strough,  LaVem  C.  1 35 

Nebr,  Psych.  Inst.. 

Omaha 

Stryker,  Robert  M.  1 35 

8284  Hascall.  Omaha 

Sucgang.  F.  P. 12  3 

Alliance 

Sucha.  Eugene  L.  4 29 

West  Point 

Sucha.  Merlin  L. 5 11 

Schuyler 

Sucha.  W.  L.  (Life)  1 35 

4017  Page,  Omaha 

Sullivan,  H.  T.  1 35 

1036  Redick  Tower,  Omaha 

Sullivan,  M.  M.  (Life)  9 17 

Spalding 

Surber,  E.  G.  4 29 

Norfolk 

Svehla,  Richard  B.  1 35 

528  Med.  Arts,  Omaha 

Swab,  Chas.  M.  1 35 

1316  Med.  Arts,  Omaha 

Swab,  Elizabeth  M. 1 35 

1316  Med.  Arts.  Omaha 
Swenson.  Samuel  A.,  Jr.  — 1 35 

110  Doctors  Bldg.,  Omaha 

Swoboda,  Joseph  P.  1 35 

2407  L St..  Omaha 

Taborsky,  A.  F.  2 27 

629  Stuart  Bldg.,  Lincoln 

Takenago,  R.  T.  11  28 

North  Platte 

Tamisiea,  Jen*y  X. 1 35 

Methodist  Hosp.,  Omaha 

Tanner,  Frank  H.  2 27 

1835  So.  Pershing  Rd., 

Lincoln 

Tanner.  John  W.  1 35 

8712  Pacific,  Omaha 

Taylor.  Bemie  D.  11  28 

North  Platte 

Taylor,  Bowen  E.  2 27 

3145  O St.,  Lincoln 

Taylor.  H.  A.  (Life)  2 27 

4728  St.  Paul,  Lincoln 

Taylor.  J.  D.  2 27 

4728  St.  Paul,  Lincoln 

Taylor.  Robt.  W.  3 18 

Beatrice 

Taylor,  Willis  H.,  Jr.  1 35 

3807  Cuming,  Omaha 

Teal.  F.  F.  (Life)  2 27 

2815  So.  37th,  Lincoln 

Teal.  Fritz  2 27 

2300  So.  13th,  Lincoln 

Tennant.  H.  S.  4 29 

Stanton 

Tenney.  Lloyd  E. — 2 27 

820  Sharp  Bldg.,  Lincoln 

Thayer.  James  E.  12  9 

Sidney 

Therien,  R.  C.  1 35 

701  Doctors  Bldg.,  Omaha 

Thiei*stein.  S.  T.  2 27 

1108  Sharp  Bldg.,  Lincoln 

Thomas,  Chas.  W.  3 18 

Wymore 

Thomas,  Conrad  J.  10  16 

Franklin 

Thomas.  John  M. 1 35 

125  No.  38th.  Omaha 

Thomas,  R.  L.  2 27 

Medical  Village,  Lincoln 

Thompson.  Chester  Q.  1 35 

1530  Med.  Arts,  Omaha 

Thompson.  Dorothy  1 35 

Methodist  Hosp..  Omaha 

Thompson.  I.  L.  (Life) 4 29 

West  Point 

Thompson,  J.  C.  2 27 

307  So.  16th,  Lincoln 

Thompson,  John  R. 3 32 

Auburn 

Thompson.  Lynn  W.  1 35 

526  Doctoi*s  Bldg.,  Omaha 

Thompson,  Rollin  L.  11  19 

Denver.  Colorado 

Thompson.  Warren  Y.  1 35 

1530  Med.  Arts,  Omaha 

Thomson,  J.  E.  M.  2 27 

Rancho  Santa  Fe,  Calif. 

Thorough.  Paul  H.  2 27 

1325  Sharp  Bldg.,  Lincoln 

Tibbels.  R,  H.  5 5 

Oakland 

Todd.  Richard  N.  2 27 

3145  O St.,  Lincoln 

Tollefson,  Richard  L. 4 29 

Wausa 


Dist.  Co. 


Name  Code  Code 

Tollman,  J.  P.  1 35 

U.  of  N.  College  of 
Medicine.  Omaha 

Tranisi,  Carl  P.  1 35 

1515  Med.  Arts,  Omaha 

Travnicek.  F.  G.  7 42 

Wilbur 

Treptow,  Kenneth  R.  5 30 

Central  City 

Tribulato,  Louis  F.  1 35 

519  So.  51st,  Omaha 

Troester,  O.  M. 6 21 

Hampton 

Trowbridge.  J.  A.  (Life) 7 34 

Superior 

Truhlsen,  Stanley  M.  1 35 

710  Doctors  Bldg.,  Omaha 

Tucker.  J.  Guy 7 47 

Alexandria 

Tunakan,  Bulen  1 35 

Nebr.  Psych.  Inst.. 

Omaha 

Tushla,  F.  M.  3 32 

Auburn 

Tyson,  R.  W.  2 7 

Murray 

Underwood,  Geo.  R.  2 27 

5826  J St.,  Lincoln 

VaVerka.  James  W.  1 35 

219  Med.  Ai*ts,  Omaha 

Verges,  C.  J.  (Life)  4 29 

Norfolk 

Vei*ges.  Val  C.  4 29 

Norfolk 

Vetter.  J.  G.  1 35 

721  W.O.W.  Bldg.,  Omaha 

Vickerj’.  Robert  D.  1 35 

815  Doctoi's  Bldg.,  Omaha 

Vnuk.  Wallace  J.  5 14 

Fremont 

Waddell,  J.  C.  3 18 

Beatrice 

Waddell.  W.  W.  3 IS 

Beatrice 

Waggener,  J.  T.  (Life) 3 18 

Adams 

Waggener.  Ronald  E.  1 35 

U,  of  N.  College  of 
Medicine,  Omaha 

Waldbaum,  Milton  G. 1 35 

1512  So.  60th,  Omaha 

Walker.  H.  H.  11  28 

North  Platte 

Walker,  Hiram  R.  10  22 

Alma 

Wallace.  Hobart  E.  2 27 

1301  Sharp  Bldg..  Lincoln 

Wallace,  Stephen  E.  6 43 

Wahoo 

Walsh.  E.  M.  1 35 

5002  Dodge,  Omaha 

Walsh.  John  R.  1 35 

PorUand,  Oregon 

Walske.  Benedict  R.  1 35 

Tucson,  Arizona 

Waltemath.  Glenn  11  28 

North  Platte 

Walvoord.  Carl  A.  1 35 

4052  Grand,  Omaha 

Wanek.  Frank  W.  8 33 

Gordon 

Warner,  Ruth  2 27 

909  Stuart  Bldg..  Lincoln 

Waters.  Chester  H.,  Jr. 1 35 

209  So.  42nd.  Omaha 
Waters,  Chester  H..  Sr. 

(Life)  1 35 

843  Fairacres.  Omaha 

Waters,  Robert  W. 8 23 

O’Neill 

Watke.  Fred  M.  (Life) 1 35 

815  So.  38th,  Omaha 

Watland.  Dean  C.  1 35 

728  Doctors  Bldg.,  Omaha 

Watson.  C.  R.  (Life)  12  44 

Mitchell 

Watson,  Don  P,  9 20 

Grand  Island 

Watson,  E.  A.  9 20 

Grand  Island 

Watson,  E.  A.  9 13 

Lexington 

Watson,  Victor  R.  6 45 

Seward 

Way,  Charles  W.  6 43 

Wahoo 

Webb.  Adin  H.  2 27 

2600  Washington.  Lincoln 

Weber,  C.  R.  10  1 

Hastings 
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Dist.  Co. 


Name  Code  Code 

Webman.  Arnold  I. 7 34 

Superior 

Webster,  F.  S.  2 27 

1000  So.  13th,  Lincoln 

Weekes,  Thomas  L. 2 36 

Nebraska  City 

Weeks,  David  S.  1 35 

8284  Hascall,  Omaha 
Wegner,  E.  S.  2 27 

724  Sharp  Bldg.,  Lincoln 

Weingarten.  William  H. 1 35 

111  Doctors  Bldg.,  Omaha 

Welch,  J.  S.  (Life)  2 27 

New  York.  New  York 

Wendt,  Bernard  F.  2 27 

735  So,  56th,  Lincoln 

Wengert,  D.  B.  5 14 

Fremont 

Westfall,  Robert  H.  5 2 

Albion 

Whitcomb.  Glen  D.  (Life) — 1 35 

725  No.  56th,  Omaha 

Whitehead,  E.  I.  (Life) 12  3 

Alliance 

Whitlock.  H.  H.  2 27 

805  ShaiT>  Bldg.,  Lincoln 

Wiedman,  J.  G.  2 27 

3145  O St..  Lincoln 

Wiedman.  Wilbur  G.  2 27 

135  So.  14th,  Lincoln 

Wieland.  Clark  D. 1 35 

(Service) 

New  York,  New  York 

Wigton,  Robert  S. 1 36 

105  So.  49th,  Omaha 

Wilcox.  C.  W.  9 12 

Broken  Bow 

Wilcox,  Malcolm  B.  9 4 

Kearney 

Wildhaber,  W.  T. 3 18 

Beatrice 

Wiley,  Stuart  P.  12  44 

Gering 

Wilkie.  Louis  J.  1 35 

816  Med.  Arts,  Omaha 

Wilkinson.  Donald  E. 12  9 

Alliance 

Wilkinson,  Dudley  E. 3 41 

Falls  City 

Williams,  A.  Ruth  1 35 

612  Omaha  Loan.  Omaha 

Williams,  C.  D.  (Life) 5 31 

Genoa 

Williams,  C.  R.  2 36 

Syracuse 

Williams,  J.  B.  (Life) 2 27 

Glendale,  Calif. 

Williams,  Jon  T.  2 27 

435  So.  16th,  Lincoln 


Dist.  Co. 


Name  Code  Code 

Williams,  Martin  P.  6 43 

Ashland 

Williams.  Perry  T.  1 35 

1325  No.  Saddle  Creek 
Rd.,  Omaha 

Williams,  Russell  R.  1 35 

1408  Med.  Ai’ts,  Omaha 

Wilson.  Carlyle  E.  1 35 

540  Doctors  Bldg.,  Omaha 

Wilson.  D.  J.  1 35 

1113  Med.  Alls,  Omaha 

Wilson.  Nat  J.  2 27 

V.A.  Hosp.,  Lincoln 

Wilson,  Rex  W.  8 23 

O’Neill 

Wilson,  Richard  B.  1 35 

Univ.  Hosp.,  Omaha 

Wisman,  Jack  11  28 

North  Platte 

Wittson,  Cecil  L.  1 35 

U.  of  N.  College  of 
Medicine,  Omaha 

Wolf,  W.  K.  8 23 

Gordon 

Wood,  Maynard  A.  2 27 

3145  O St.,  Lincoln 

Woodard.  J.  M.  6 21 

Aurora 

Woodin,  J.  G.  9 20 

Grand  Island 

Woodruff.  Bradley 9 20 

Grand  Island 

Woodward.  James  M..  Jr. 2 27 

910  Shai-p  Bldg.,  Lincoln 

Woodward,  James  M.,  Sr. 2 27 

910  ShaiT>  Bldg.,  Lincoln 

Worthman,  H.  W.  2 7 

Louisville 

Wright,  W.  D.  1 35 

652  No.  66th,  Omaha 

Wright,  Wm.  E.  4 29 

Creighton 

Wurl,  Otto  A.  1 35 

3610  Dodge,  Omaha 

Wycoff,  Ray  S.  9 13 

Lexington 

Wyrens.  Raymond  J.  1 35 

5015  Dodge,  Omaha 

Yaw,  Elwood  E.  10  46 

Imperial 

Yoachim.  Wm.  P.  7 25 

Fairbury 

Yost,  J.  G.  - 10  1 

Hastings 

Young,  Geo.  A.  1 35 

1317  Ridgewood,  Omaha 

Youngman,  Robert  A. 2 27 

3145  O St.,  Lincoln 


Dist,  Co. 

Name  Code  Code 

Zahller,  F.  Marshall.  Jr 1 35 

5519  Military,  Omaha 

Zarbano,  Sebastian  1 35 

3374  So.  13th,  Omaha 

Zastera,  J.  R.  1 35 

816  Med.  Alts,  Omaha 

Zeman,  E.  D.  2 27 

1145  South,  Lincoln 

Ziegler,  R.  G.  11  28 

North  Platte 

Zikmund,  E.  T.  5 30 

Central  City 

Zimmer,  Clarence  7 42 

Friend 

Zlomke,  Wayne  9 17 

Ord 

Zoucha.  Adam  E. 1 35 

4320  So.  24th,  Omaha 

Zukaitis.  Raymond  R.  1 35 

7631  Main,  Ralston 

1960  MEMBERS  (DECEASED) 

Baitos,  Paul  1 35 
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Abstracts  on  Tuberculosis  and 
Other  Respiratory  Diseases 

TUBERCULOSIS  AMONG  THE  NAVAJO 

This  account  of  a bold  experiment  in  tu- 
berculosis control  is  of  great  interest  and  im- 
port to  everyone  concemed  with  the  ultimate 
eradication  of  the  disease. 

In  July  1955  the  Department  of  Public  Health 
and  Preventive  Medicine,  Cornell  University  Med- 
ical College,  initiated  a field  health  research  project 
among  the  Navajo  Indians  in  Arizona.  The  proj- 
ect, supported  by  the  Navajo  Tribe  and  the  United 
States  Public  Health  Service,  developed  from  a 
Cornell  research  project  in  tuberculosis.  The 
Navajos,  now  numbering  85,000,  are  the  largest 
Indian  tribe  in  the  United  States.  They  retain 
their  own  distinctive  culture,  language,  and  reli- 
gion. 

Tuberculosis  has  long  been  a major  medical  prob- 
lem among  them.  However,  during  the  past  sev- 
en years,  intensive  efforts  have  had  salutary  effects 
on  morbidity  and  mortality. 


THE  RESERVATION-WIDE  PROGRAM 

To  understand  what  has  happened,  we  should  re- 
view the  tuberculosis  problem  before  the  expanded 
Federal  program  became  available  in  the  fall  of 
1952.  In  1950  tuberculosis  was  a leading  cause 
of  death  on  the  Navajo  Reseiwation.  There  was 
only  one  tuberculosis  hospital  with  one  hundred 
beds  for  the  entire  tribe.  Case-finding  programs 
were  abandoned  because  beds  for  treatment  were 
not  available.  Miliary  and  meningeal  tuberculosis 
were  commonplace  even  in  adults.  Estimates  of 
active  disease  among  Navajos  ranged  between  2 
and  3 per  cent,  and  infection  rates  measured  by 
positive  tuberculin  reactors  were  50  to  60  per  cent 
among  school  children  in  the  six-  to  ten-year  age 
bracket.  In  1952  two  major  changes  occurred.  (1) 
A government  program  of  contracting  with  off- 
reservation  sanatoriums  to  care  for  patients  with 
active  infectious  tuberculosis  was  established.  (2) 
The  new  and  potent  anti-tuberculosis  drug,  isonia- 
zid,  became  available. 

The  sole  facility  for  the  care  of  tuberculous  pa- 
tients on  the  reseiwation  — the  100-bed  tuberculosis 
service  at  Fort  Defiance,  Arizona  • — was  made  the 
focal  point  of  the  program.  Cornell  University 
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Medical  College  supplied  the  professional  direction 
of  this  facility. 

The  impact  of  this  “crash”  program  in  hospital- 
ization combined  with  the  widespread  use  of  isonia- 
zid  was  soon  demonstrated.  By  1957  there  was  a 
40  per  cent  drop  in  mortality. 

During  the  past  seven  years  the  situation  has 
improved.  The  miliary-meningeal  problem  is  van- 
ishing; no  patient  with  activ'e  tuberculosis  is  re- 
quired to  wait  for  a hospital  bed;  and  the  tubercu- 
lin reactor  rate  among  tbe  six-  to  ten-year-olds 
in  the  reservation  schools  has  fallen  to  levels  of 
20  per  cent.  The  tuberculosis  case  register  for 
1958  for  all  Navajos  showed  that  only  242  pa- 
tients were  now  hospitalized,  only  15  died  of  tuber- 
culosis last  yeai',  and  171  were  dischai’ged  from  the 
sanatoriums  and  continued  on  chemotherapy. 

It  was  obvious,  however,  that  these  gains  in  tu- 
berculosis control  might  only  be  temporary  unless 
some  health  measures  could  be  extended  into  the 
home.  A practical  field  program  that  would  be 
effective  had  to  be  developed  in  tbe  face  of  the 
cultural  differences.  Research  was  obviously  need- 
ed and  so  the  Cornell-Many  Famis  Project  was  ini- 
tiated as  a joint  enterprise  of  the  Navajo  Tribe,  the 
United  States  Public  Health  Seiwice,  and  the  Uni- 
versity. 

CORNELL  FIELD  STUDIES 

The  field  health  research  project  started  in  May 
1956  and  has  been  in  continuous  operation  in  an 
800-square  mile  region  in  tbe  Many  Famis  area 
of  the  Reservation.  Within  this  district  live  2,000 
Navajos,  about  half  of  them  in  scattered  camps  in 
a dry  sandy  region;  others,  in  the  mountains  and 
canyons  to  the  west.  To  date.  1,600  Navajos  in 
the  area  have  been  in  the  clinic,  where  between 
400  and  600  visits  are  made  per  month.  Complete 
histories  and  physical  examinations  have  been  ob- 
tained on  75  per  cent,  roentgenograms  of  the  chest 
in  80  per  cent,  and  tuberculin  tests  on  62  per  cent 
of  the  834  children  less  than  fifteen  years  of  age. 

During  the  period  January  1957  to  May  1958 
the  prevalence  of  tuberculosis  in  a subsection  of 
the  Project  area  was  carefully  studied.  On  the 
basis  of  the  data  obtained  from  films,  tuberculin 
tests,  and  clinical  examinations,  the  prevalence 
rate  of  tuberculosis  among  the  923  Navajos  was  9 
per  cent  for  all  forms  of  tuberculosis,  8.6  per  cent 
for  pulmonary  tuberculosis,  7 per  cent  for  reinfec- 
tion pulmonary  tuberculosis  clinically  significant  by 
roentgenograpbic  examination,  and  2.1  per  cent  for 
active  reinfection  pulmonary  tuberculosis  diagnosed 
by  roentgenograpbic  methods. 

After  the  children  who  were  tuberculin  reactors 
were  identified,  pi’ophylactic  isoniazid  therapy  was 
instituted  for  a period  of  12  to  18  months.  Ap- 
proximately 120  children,  age  six  to  ten  years,  have 
completed  this  chemotherapy  program. 

Only  one  child  out  of  the  300  followed  in  sur- 
veys from  May  1956  to  May  1958  was  observed  to 
convert  from  negative  to  positive. 

About  40  patients  were  treated  with  isoniazid 
while  ambulatory  because  of  the  presence  of  active 
or  questionably  active  pulmonary  disease.  Thus  a 
total  of  160  patients  have  been  carried  on  a self- 


administered  isoniazid  treatment  program  during 
the  past  three  years. 

Of  the  2,000  Navajos  in  the  Project  district,  59 
have  been  hospitalized  for  active  tuberculous  dis- 
ease. If  this  community  picture  of  the  disease 
is  representative  of  the  tribe  as  a whole  — and  we 
believe  it  is  — the  magnitude  of  the  tuberculosis 
problem  is  clear. 

Finally,  in  this  connection,  the  effectiveness  of 
the  hospital  and  chemotherapy  programs  can  be 
further  appreciated  when  it  is  observed  that  no 
person  in  the  community  died  of  tuberculosis  dur- 
ing the  three-year  period  that  the  Many  Farms 
project  has  been  in  full  operation. 

Despite  fii-mly  held  traditional  beliefs  in  the  eti- 
ology of  tuberculosis  and  in  treatment  by  native 
healing  ceremonies,  modern  medicine  for  the  man- 
agement of  this  disease  has  been  accepted  on  the 
Navajo  Indian  Reseiwation.  Since  the  advent  of 
an  expanded  hospitalization  and  chemotherapy  pro- 
gram, the  tuberculosis  mortality  and  morbidity 
have  tumbled  steadily  dowTiward.  Nevertheless, 
the  presence  of  7 per  cent  of  clinically  significant 
disease  on  the  basis  of  chest  films  still  marks  the 
Navajo  as  a tremendously  high  prevalence  group. 

To  achieve  and  maintain  the  control  of  tubercu- 
losis on  the  Navajo  Reseiwation,  the  medical  staff 
should  be  able  to  keep  a constant  check  on  about 
2,000  patients  with  active  or  recently  active  tuber- 
culosis. There  may  be  another  4,000  Navajos  with 
clinically  significant  inactive  pulmonary  lesions. 
What  is  required  here  is  a carefully  planned,  com- 
munity-oriented, field  tuberculosis  control  program 
which  can  provide  the  necessary  medical  supeiwi- 
sion. 

Navajos  have  demonstrated  a willingness  to  mod- 
ify their  traditions  if  they  can  be  shown  that 
change  will  lead  to  improvement.  When  physicians 
are  also  willing  to  modify  some  of  their  “scientific 
culture,”  the  effective  treatment  of  tuberculosis  is 
assured. 

Finally,  it  should  be  i-ecognized  that  further  and 
continuous  control  not  only  of  tuberculosis  but  of 
all  health  problems  in  underdeveloped  aieas  of 
the  world,  requ'res  an  amalgamation  of  modem 
scientific  techniques  and  a sensitivity  to  indigen- 
ous cultures. 

— Kurt  Deusehle.  M.D..  The  American  Review  of  Respiratory 

Diseases,  August.  1959. 
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AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY  IS  DIABETES  IN  INFANTS 
SO  DIFFICULT  TO  DIAGNOSE? 

Because  of  the  infrequency  of  the  disease  in 
this  age  group,  its  sudden  onset,  the  profusion 
of  inconsistent  presenting  symptoms,  and  be- 
cause the  accompanying  symptoms  of  anorexia 
and  vomiting  are  also  characteristic  symptoms 
of  many  other  ills  of  infancy. 

*Source:  Traisman,  H.  S.;  Boehm,  J.  J.,  and  Newcomb, 
A.  L.:  Diabetes  S;289,  1959. 

for  those  pediatric  puzzlers... “A  routine  urinalysis 
and  blood  sugar  should  be  done  whenever  the 
possibility  of  diagnosing  diabetes  is  entertained.”* 
the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 


DIABETES  MELLITUS  AT  AGES  1 TO  5 


Order  of  Frequency  of  Presenting  Symptoms  in  110 
Patients 


No.  of 

Per  cent  of 

Symptoms 

Patients 

total  group 

Polyuria 

93 

84.5 

Polydipsia 

89 

81.0 

Weight  loss 

47 

42.7 

Polyphagia 

28 

25.4 

Anorexia 

16 

14.5 

Lethargy 

14 

12.7 

Enuresis 

7 

6.4 

Vomiting 

5 

4.5 

Irritability 

3 

2.7 

"Craving  for  sweets" 

3 

2.7 

“Sticky  diaper" 

3 

2.7 

“Strong  odor  to  urine" 

2 

1.8 

Glycosuria 

2 

1.8 

Hypoglycemia 

2 

1.8 

Personality  change 

1 

0.9 

Boils 

1 

0.9 

Headache 

1 

0.9 

Abdominal  cramps 

1 

0.9 

Adapted  from  Traisman, 
comb,  A.  L.* 

H.  S.;  Boehm,  J. 

J.,  and  New- 

II  COLOR-CALIBRATED 
©.CLINITESr 

BRAND  Reagent  Tablets  baoso 


• full-color  calibration,  clear-cut  color  changes 

• established  "plus”  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum 

• standardized,  laboratory-controlled  color  scale 

• "urine-sugar  profile”  graph  for  closer  control 
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when  anxiety 
2 takes  the  form 
of  apathy, 
listlessness  and 
emotional  fatigue 


brand  of  trifluoperazine 


the  unique  tranquilizer 

that  relieves  anxiety  and  restores  normal  drive 


• often  effective  where  other  agents  fail 

• fast  therapeutic  response  with  very  low  doses 

• side  effects  infrequent,  usually  slight  and  transitory 

• convenient  b.i.d.  administration 

• well-accepted  by  patients 


AVAILABLE:  For  use  in  everyday  practice— 1 mg.  tablets,  in  bottles 
of  50  and  500.  USUAL  DOSAGE:  One  1 mg.  tablet,  b.i.d.  (morning 
and  night).  Additional  information  available  on  request  from 
Smith  Kline  & French  Laboratories,  Philadelphia  1. 


SMITH 
KLINE  &• 

FRENCH  leaders  in  ps/chopharmaceutical  research 
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One  Solitary  Kift 

m a ijoriTtg  mmv^plio  wo5l>cn7ttm  an  obscure 
piUagc,  ^he  child.  oZ  a peasant  wommv.  He  greip  tip 
m onoQier  ritlagc . He  tparhcd.m  a coepenter  sliop. 
imtil  lie  TViXS  fhirt^,  and  then  £oc  three  iiear^:  lie 
mis  on  itinerant  preaclicr.  He  nerer  irrote  abooK: 
He  nener  held  on  oEEice.  He  nener  oirned  ahcmic. 
He  nercr  had  a Eantil^ . He  never  Trent  to  a college.  He 
neret^  put  his  footinside  abiq  cihj.  He  never  traveled 
tivo  hundred  miles  &oin  the  "^^lacclxc  a^oshorn.  He  never 
did  one  of  the  things  thatTisudllp  accompany  greatness^ 
He  liad  no  credentials  hut  himself.  V 


73T  luLehe  mas  still  aponng  man,  the  tide  of  public 
opinion  turned  against hinr.  His  &iends  ran 
omog.  He  mas  turned  over  'to  his  enemies.  ^ Jfcxvcntr 
throng  the  mockery  of  a trial.  He  was  nailed,  to 
cross,betmeen  tmo  thieves,  TPhile  he  mas  dijing^his" 
executioners  gambled  for  tlie  onlg  piece  of  property 
he  hod  oir  earth , and  tlrot  mas  his  coat,  ^en  he  mas 
dead.,  he  mas  laid  in  ahoiTomed  grave  flirou^v  Elie  pitu 
of  a friend.,  nineteen  cen tmries  midehave  come  ana 
gone,  and  today  he  is  the  central  figure  of  flielmmair 
race,  and  the  leader  of  the  column  of  progress.  JIT 

CUa  tar  Tinthin  the  morh  uhen  I say  fhal  ^ 
armies  flmt  ever  marched,  and  ad  die  navies^ 


that  ever  sailed,  and  ad  the  porlianvcnts  that  ever  sot, 
and  od  fhehings  that  ever  reigned,  put  bgefher,have 
not  affected  the  life  oCmonT4pon.  this^  earth  as  has  that 

One  SolitaT*^  jCife  _ 
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• increases  bile 
Dechotyl  stimulates  _ 
the  flow  of  bile  — 
a natural  bowel 
regulator 


• emulsifies  fats 
Dechotyl  facilitates 
lipolysis  — prevents 
inhibition  of  bowel  motility 
by  unsplit  fats 


• improves  motility 

Dechotyl  gently  stimulates 
intestinal  peristalsis 


• softens  feces 
~~~  Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


helps  free  your  patient  from  both . . . 
constipation  and  laxatives 

DECHOTYL 

TRABLETS* 

well  tolerated... gentle  transition  to  normal  bowel  function 

O Recommended  to  help  convert  the  patient  — naturally  and  gradually  — to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 

Average  adult  dose:  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 

Action  usually  is  gradual,  and  some  patients  may  need  I or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin ,®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinate,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet.  e^ico 
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Elklrort  • Indiana 
Toronto  • Conodo 
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in  overweight 


To  improve  your  patients’  mood  and 
to  help  them  stick  to  their  diets: 


DEXAMYL 

brand  of  dextro  amphetamine  and  amobarbital 


SpanSule®  capsules  'Oexamyl'  Spansule  sustained 

reiease  capsuie  (No.  2)  contains 
Tablets  • Elixir  'Dexedrine'  (brand  of  dextro  ampheta- 

mine suifate),  15  mg.,  and  amobarbital, 
1'/2  gr.  Each  'Dexamyl'  Spansule  capsule 
(No.  1)  contains  'Dexedrine',  10  mg.,  and 
amobarbital,  1 gr. 


To  curb  appetite  and  to  restore  energy  when  your 
patient  is  listless  and  lethargic: 


Each  'Dexedrine'  Spansule  sustained 
release  capsule  contains  dextro  amphet- 
amine suifate,  5 mg.,  10  mg.,  or  15  mg. 


DEXEDRINE® 

brand  of  dextro  amphetamine 


Spansule® capsules  ‘Tablets  • Elixir  ohith 
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